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A   LECTURE  ON  ACUTE  SEPTIC  INFLAMMATIONS 
OF  THE  THROAT  AND  NECK* 


BY  SIR  FELIX  SEMON,  C.V.O.,  M.D.,  F.R.C.P. 
Physician-Extraordinary  to  His  Majesty  the  King. 

Gentlemen  :  A  few  days  ago  when  travelling 
in  Canada  I  came  across  an  obituary  notice  in 
one  of  the  papers.  I  will  read  to  you  verbatim 
what  was  stated  there : 

"A  very  prominent  citizen  died  early  this  morn- 
ing at  his  home  here  after  an  illness  of  a  few 
hours.  The  cause  of  death  was  oedema  of  the 
lungs  and  heart  failure.  Yesterday  he  remained 
at  home  for  treatment  by  his  family  physician 
for  tonsillitis,  of  which  he  had  a  slight  attack. 
Later  it  began  to  develop  serious  complications, 
and  the  attending  physician  decided  to  call  in  one 
of  the  city  specialists.  During  the  evening  the 
patient  grew  steadily  worse.  At  midnight  some 
other  medical  men  were  called  in  to  assist,  but 
death  came  shortly  before  two  o'clock." 

Here,  gentlemen,  is  a  case  in  which  a  patient, 
after  an  illness  of  a  few  hours,  dies  suddenly  from 
what  seemed  to  be  an  ordinary  attack  of  tonsillitis, 
It  is  with  cases  of  this  kind  that  I  shall  have  to 
deal  in  this  lecture.  I  know  by  experience  that 
when  one  of  these  cases  comes  under  the  observa- 
tion of  even  well  informed  physicians,  the 
doctor  usually  is  as  much  astonished  and  per- 
turbed as  the  patient's  family  by  the  termination 
of  the  phenomena  which  had  developed,  and  with 
which  previously  (though  he  may  have  had  a 
large  experience)  he  had  been  totally  unac- 
quainted. I  heartily  hope  that  you  may  never 
come  across  one  of  these — fortunately  very  rare 
— cases,  but  if  you  should  T  trust  that  what  I  am 
going  to  say  may  be  of  a  little  help  to  you. 

The  affection,  of  which  this  unfortunate  gen- 
tleman died,  evidently  belonged  to  the  group  of 
acute  septic  infections  of  the  throat  and  neck. 
Now  in  regard  to  these  cases  there  exists  a  con- 
siderable amount  of  confusion  in  medical  termi- 
nology, a  confusion  which  is  a  remnant  of  old 

*  Lecture  delivered  at  the  Long  Island  College  Hospital,  No- 
vember 3,  !<,(>4,  and  reported  for  publication  in  this  Journal. 
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times.  If  in  our  days  a  man  writing  on  diseases 
of  the  larynx  were  to  devote  a  whole  chapter  to 
"aphonia"  and  if  in  that  chapter  he  were  to  in- 
discriminately deal  with  such  incongruous  affec- 
tions as  hysterical  paralysis  of  the  adductors,  with 
aortic  aneurism  or  oesophaegeal  cancer  paralyz- 
ing one  vocal  chord,  with  acute  oedema  of  the 
larynx,  with  laryngeal  tuberculosis,  syphilis  and 
neoplasms,  with  injuries  and  fractures  of  that 
organ,  and  with  foreign  bodies  in  the  larynx,  for 
no  other  reason  than  that  aphonia  occasionally 
occurred  in  these  totally  different  diseases, 
everybody  would  laugh,  saying  that  the  author 
was  still  enslaved  by  the  old  symptomatic  termi- 
nology, and  that  he  had  better  learn  to  think  and 
teach  on  etiological  grounds.  Exactly  the  same 
would  be  said  if  other  mere  symptoms  such  as 
"dyspnoea,"  "cough,"  "dysphagia,"  were  made 
the  basis  of  clinical  teaching. 

Oddly  enough,  however,  with  regard  to  oede- 
ma of  the  larynx  and  the  neighboring  parts  mat- 
ters are  quite  different.  In  some  of  the  best 
modern  text  books  of  internal  medicine,  or  even 
laryngology,  you  find  the  most  incongruous  con- 
ditions grouped  together  under  the  head  of  "oede- 
ma of  the  larynx"  for  the  sole  reason  that  this 
one  symptom  was  present  and  dominated  the  clin- 
ical appearances.  Thus  in  such  works  all  con- 
ceivable forms  of  active  and  passive  infiltration 
of  the  tissues  of  the  throat  and  neck,  such  as 
catarrhal  inflammation  of  the  larynx,  oedema  of 
the  pharynx,  inflammations  from  impaction  of 
foreign  bodies,  from  burns  and  scalds,  from  in- 
juries, from  acute  septic  infections,  from  Bri^ht's 
disease,  from  amyloid  degeneration  of  the  kid- 
neys, from  heart  affections,  from  malarial  ca- 
chexia, from  compression  of  the  vessels  of  the 
neck  and  so  on  are  heaped  together,  and  all  this 
as  if  they  had  anything  in  common  except  the  one 
symptom  of  infiltration  of  the  tissues  of  the  re- 
gion in  question. 

Nor  are  mattters  improved  when  subdivisions 
arc  attempted,  which  are  not  genuine  subdivi- 
sions. Thus  you  find  in  most  modern  text-books 
that  "erysipelas  of  the  larynx"  is  described  as  an 
affection  sui  generis,  although  the  notion  that  a 
specific    strepto-coccus    erysipelatosus  (Fehlei- 
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sen's)  existed,  nowadays  is  considered  as  quite 
exploded  by  bacteriologists.  Again  strict  dis- 
criminations are  being  made  in  some  works  be- 
tween infiltrations  of  these  parts,  because  in  one 
case  there  has  been  a  serous,  in  another  a  puru- 
lent, in  a  third  a  fibrinous,  in  a  fourth  a  haemor- 
rhagic,  and  yet  in  another  a  gangrenous,  effusion. 
From  quite  a  different  point  of  view  strict  separa- 
tions are  being  made  in  other  text-books  as  to 
whether  the  affection  began  in  the  tongue,  the 
tonsils,  the  pharynx,  the  larynx,  or  the  cellular 
tissue  of  the  neck,  and  you  are  accordingly  over- 
whelmed by  a  lot  of  names.  You  read  of  acute 
glossitis,  of  oedematous  pharyngitis  and  laryn- 
gitis, of  acute  oedema  of  the  larynx,  of  abscess  of 
the  larynx,  of  phlegmonous  pharyngitis  and 
laryngitis,  of  erysipelas  of  the  larynx,  of  angina 
Ludovici,  when  you  study  these  chapters  one 
after  the  other,  when  you  have  gone  over  the 
titles,  definitions,  and  pathology,  and  when  at  last 
you  come  to  read  the  symptoms,  you  cannot  help 
being  struck  with  the  fact,  that  with  the  exception 
of  the  commencement  of  the  affection  being  lo- 
cated in  the  one  case  a  little  higher  up,  and  in  the 
other  a  little  lower  down,  or  of  there  being  in  the 
one  case  a  serous  and  in  another  a  purulent  exu- 
dation, these  descriptions  read  exactly  like  one 
another,  and  you  cannot  help  wondering  why 
these  affections,  apparently  alike,  should  have 
been  separated  into  different  classes.  My  object 
is  to  try  and  help  you  to  solve  this  problem. 

The  affections  of  which  I  am  going  to  speak, 
the  acute  septic  infiltrations  of  the  throat  and 
neck,  ought  to  be  strictly  separated  from  those  of 
passive  oedema  as  in  Bright's  disease.  All  these 
acute  septic  infections  are  due  to  the  action  of 
various  micro-organisms  which  either  inhabit  or 
may  invade  the  human  body.  We  therefore  be- 
gin from  the  etiological,  that  is  to  say  the  bacteri- 
ological, point  of  view. 

For  the  purpose  of  this  lecture,  we  may  divide 
these  micro-organisms  into  two  great  classes — the 
one  innocent,  the  other  pathogenic.  With  the 
former  we  have  nothing  to  do.  The  pathogenic 
can  and  ought  to  be  subdivided  into  two  big 
groups,  those  which  have  a  specific  action  and  the 
others  which  merely  have  an  inflammatory  effect. 
(The  latter  usually  are  called  "pyogenic,"  but  I 
do  not  think  that  this  is  a  good  name,  because  it 
induces  you  to  believe  that  their  effect  is  always 
to  cause  a  purulent  effusion.  As  this  is  by  no 
means  the  case,  the  sooner  that  appellation  goes 
out  of  medical  terminology  the  better.) 

Of  the  specific  bacteria  you  have  a  great  num- 
ber, and  I  will  only  mention  a  few  of  the  most 


important,  such  as  the  bacilli  of  tuberculosis,  of 
pest,  of  relapsing  fever,  and  diphtheria.  When- 
ever these  micro-organisms  produce  any  effect, 
the  effect  is  always  one  and  the  same.  The  tu- 
bercle bacillus  does  not  produce  tuberculosis  in 
one  case  and  a  different  disease  in  another. 
Whenever  it  shows  its  pernicious  activity,  it  is 
always  in  developing  tuberculosis.  The  same  law 
obtains  in  diphtheria  and  in  the  action  of  all  other 
specific  micro-organisms. 

Quite  different  from  this  class  of  specific  path- 
ogenic micro-organisms  is  the  second  class.  Of 
these  organisms,  of  which  there  are  a  large  num- 
ber, and  the  most  prominent  and  representative 
of  which  is  the  streptococcus  pyogenes,  it  may  be 
truly  said  that  they  are  "interchangeable"  with 
one  another,  inasmuch  as  the  action  of  all  of 
them  always  has  one  and  the  same  effect :  they 
all  produce  inflammation.  The  inflammatory  irri- 
tation caused  by  them  primarily  attacks  the  blood- 
vessels ;  they  become  dilated ;  an  alteration  of 
their  walls  occurs  ;  augmented  transudation  takes 
place ;  the  increased  permeability  of  the  walls  of 
the  blood  vessels  allows  leucocytes  to  emigrate, 
and  this  emigration  (diapedesis)  is  the  main 
symptom.  It  is  not  alone  the  streptococcus  py- 
ogenes which  produces  these  effects.  There  are  a 
host  of  other  pathogenic  bacteria  which  cause  ex- 
actly the  same  result.  There  are  the  various 
forms  of  the  staphylococcus,  the  albus,  aureus, 
flavus  and  citretus,  the  bacterium  coli,  the  pneu- 
mococcus,  the  bacillus  pyogenes  fcetidus,  the  te- 
tragenous  and  the  pyocaneus,  not  to  mention 
others. 

These  micro-organisms  are  "interchangeable" 
in  the  sense  that  not  one  of  them  produces  one 
form  of  inflammation  and  another  another  form 
of  inflammation,  but  that  they  all  may  produce 
different  forms  of  inflammation,  according  to 
their  quantity,  virulence  and  to  the  nature  and 
condition  of  the  tissues  of  the  body  they  invade. 
In  other  words :  there  is  no  pathogenic  organism 
which  always  produces  a  serous  exudation,  and 
none  that  always  causes  a  purulent  one.  It  is 
equally  erroneous  to  believe  that  the  erysipelatous 
form  of  inflammation  is  caused  by  a  specific  or- 
ganism. We  know  now  certainly  by  clinical  ex- 
perience, as  well  as  by  bacteriological  experiment, 
that  the  streptococcus  pyogenes  and  the  strepto- 
coccus erysipelatosus  are  in  reality  one  and  the 
same  organism,  that  no  specific  pus-microbes  ex- 
ist, and  that  every  one  of  the  so-called  "pyogenic" 
cocci  proper  is  capable  of  producing  apart  from 
the  purulent,  all  other  forms  of  inflammation. 

Keep  that  always  before  your  minds,  gentle- 
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men,  and  then  you  will  feel  that  there  is  no  arti- 
ficial difference  to  be  made  between  two  inflam- 
mations, because  in  one  case  you  see  a  serous  ex- 
udation and  in  the  other  a  purulent  one.  Nor 
need  you  have  recourse  to  that  expedient  which 
has  been  used  for  many  years,  when  there  was  in 
certain  cases  serous  inflammation  in  one  part  and 
purulent  inflammation  in  another  part  of  the 
body,  viz.,  that  you  have  to  speak  of  a  "mixed" 
infection.  From  what  I  have  told  you,  you  will 
have  seen,  that  one  and  the  same  organism  may 
produce  in  one  part  of  the  body  a  serous  and  in 
another  part  a  purulent  inflammation,  or  may 
cause  in  midst  of  a  serous  exudation  purulent 
foci,  that  is  to  say,  circumscribed  abscesses. 

So  far  as  terminology  is  concerned,  there  is 
only  one  other  point  to  discuss :  Ought  any  dif- 
ferentiation to  be  made  according  to  where  the 
primary  focus  is  located?  Ought  we  to  speak  in 
one  case  of  an  "angina  Ludovici,"  when  the  first 
symptom  is  an  infiltration  of  the  neck,  and  in  an- 
other case  of  an  "acute  oedema"  or  "abscess  of 
the  larynx"  if  you  find  the  primary  focus  in  the 
larynx,  and  ought  we  to  speak  of  an  "erysipelas 
of  the  pharynx"  if  the  infection  begins  in  the 
fauces?  I  say  No,  to  such  proposals,  and  to  il- 
lustrate what  I  mean  I  cannot  give  you  any  better 
comparison  than  diphtheria.  Diphtheria  remains 
diphtheria,  wherever  we  find  it,  whether  it  begins 
in  the  fauces,  larynx,  nostrils,  eye-lids,  the  bron- 
chial tubes,  the  vulva,  the  rectum,  or  any  wound- 
ed surface  of  the  human  body.  Similarly  any  of 
these  septic  inflammations  remains  the  same 
wherever  by  accident  its  first  localization  may  be. 
That  this  usually  is  in  the  tonsils  is  easily  explain- 
able by  the  anatomical  structure  of  the  parts,  be- 
cause the  epithelial  covering  of  these  glands  shows 
gaps  large  enough  to  allow  of  a  transit  of  leuco- 
cytes, so  that  their  crypts  almost,  so  to  say,  in- 
vite pathogenic  micro-organisms  to  make  the  ton- 
sils their  first  habitat  when  invading  the  body.  It 
is  not  only  in  these  septic  cases  that  the  tonsils 
form  the  portal  of  entrance  for  infectious  proc- 
esses. In  a  good  many  cases,  for  instance,  of  tu- 
berculosis of  the  lungs,  we  find  at  the  post-mor- 
tem examination  latent  foci  of  tuberculosis  in  the 
tonsils,  though  no  actual  tonsillar  tuberculosis 
may  have  appeared  during  life.  That  diphtheria 
in  the  majority  of  all  cases  shows  itself  first  in 
the  tonsils,  is  known  to  all  of  you.  Similarly 
most  of  the  acute  septic  processes,  of  which  I 
speak,  commence  in  the  form  of  the  apparently 
ordinary  tonsillitis.  But  supposing  that  a  person 
had  a  little  abrasion  on  the  neck,  at  the  time  when 
he  was  exposed  to  the  action  of  any  of  these  path- 


ogenic organisms,  they  may  of  course  invade  his 
body  from  the  outside  and  may  cause  what  has 
been  hitherto  called  an  "angina  Ludovici."  The 
clinical  phenomena  of  that  old-fashioned  affection 
may  be  caused  from  within,  if  the  infection 
should  take  place  through  a  hollow  tooth  or 
through  an  abrasion  in  the  floor  of  the  mouth. 
Similarly,  if  there  should  be  an  epithelial  abrasion 
on  the  patient's  tongue,  the  affection  may  begin  as 
a  glossitis,  or  if  he  should  have  an  acute  laryngeal 
catarrh,  it  may  start  as  an  oedema  of  the  larynx. 
In  other  words,  the  question  where  the  disease  is 
first  located  is  purely  accidental.  When  you  have 
grasped  these  simple  facts,  you  will  realize  that 
there  are  a  number  of  septic  micro-organisms 
which  produce  these  affections,  and  that  the  ques- 
tion whether  they  are  attended  by  serous,  puru- 
lent, haemorrhagic,  or  gangrenous,  exudation,  de- 
pends upon  the  quantity  and  virulence  of  the  in- 
vading organism  and  the  resistance  of  the  tis- 
sues in  which  they  find  their  first  habitat,  whilst 
the  question  as  to  the  part  first  invaded  is  merely 
an  accident  in  the  individual  case. 

So  much  about  the  pathology  of  these  cases. 
We  now  come  to  the  clinical  aspects.  The  patho- 
genic micro-organisms  as  a  rule  seem  to  invade 
persons  previously  in  good  health,  independent  of 
age  and  sex.  I  have  found  this  so  in  my  own 
practice,  but  in  a  few  cases  my  patients  were 
known  to  have  previously  suffered  from  dia- 
betes, and  this  is  very  interesting  because,  as 
shown  by  the  frequency  of  abscesses  and  furuncu- 
losis  in  diabetic  persons,  in  diabetes  the  power  of 
resistance  of  the  tissue-elements  is  diminished,  a 
fact,  which  very  possibly  may  predispose  such 
patients  towards  septic  infections.  It  certainly 
seems  strange  that  these  septic  cases  are  met  with 
less  frequently  in  hospital  than  in  private  practice, 
that  is  to  say,  that  they  occur  among  people 
whom  we  should  expect  to  be  much  less  exposed 
than  the  poor,  to  the  action  of  these  pathogenic 
micro-organisms.  About  the  length  of  an  in- 
cubation stage,  if  such  should  exist  at  all.  we 
know  nothing,  and  prodromal  symptoms  of  any 
kind  usually,  though  not  always,  are  conspicuous 
by  their  absence.  As  a  rule,  the  disease  comes  on 
quite  suddenly,  without  any  warning. 

By  merest  chance  I  had  in  two  of  my  cases  the 
opportunity  of  verifying  that  fact  myself.  In  one 
case,  that  of  a  well-known  London  surgeon,  a 
colleague  of  mine  at  St.  Thomas's  Hospital,  on 
the  afternoon  previous  to  the  seizure,  he  was  my 
neighbor  at  a  staff-meeting  and  told  me  that  he 
had  never  felt  better  in  his  life  than  on  that  oc- 
casion.   The  same  evening,  however,  he  was 
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taken  ill  with  an  acute  septic  inflammation  of  the 
throat,  and  on  the  following  evening  tracheotomy 
had  to  be  performed.  He  died  three  days  after- 
wards. 

In  the  second  case,  a  gentleman  brought  to  me 
his  son,  who  suffered  from  some  trivial  throat 
trouble.  The  father  was  one  of  the  finest  men  I 
have  ever  seen  in  my  life,  and  was  in  the  best  of 
health.  The  next  evening  I  was  at  a  theatre 
when  his  physician  came  into  my  box  and  said : 
"Come  at  once  to  X.  Y. ;  he  will  require  trache- 
otomy immediately."  I  said,  "Impossible,  I  saw 
him  yesterday  and  he  was  perfectly  well."  He 
said,  "You  will  not  say  so  when  you  see  him." 
Tracheotomy  had  to  be  performed  that  night, 
and  he  died  in  three  days. 

In  briefly  describing  the  course  of  the  clinical 
events  I  wish  you  to  understand,  that  with  the 
exception  of  the  very  worst,  the  "lightning"  cases, 
the  affection,  even  though  apparently  most  threat- 
ening, may  undergo  retrogressive  changes  and 
end  in  recovery  at  practically  any  stage.  Un- 
fortunately, however,  these  very  worst  cases  are, 
comparatively  speaking,  but  too  numerous.  The 
onset  of  the  disease  usually  is  manifested  by  a 
rigor,  followed  by  a  quick  rise  of  temperature ; 
sometimes  there  is  but  slight  shivering;  in 
other  cases  even  this  is  absent.  First,  I  shall 
speak  of  the  more  frequent  class  of  cases,  name- 
ly those  in  which  the  disease  begins  in  the 
pharynx.  The  first  symptom  is  an  ordinary  sore 
throat  or  tonsillitis,  just  as  in  the  case  I  read  at 
the  beginning  of  this  lecture.  The  patient  com- 
plains of  violent  sore  throat,  and  in  the  course  of 
a  few  hours  grave  dysphagia  supervenes.  If  you 
examine  the  patient  at  that  stage,  you  see  either 
simple  congestion,  or,  in  the  more  severe  cases, 
infiltration,  or  even  considerable  oedema  of  the 
parts.  In  a  good  many  cases  a  -particularly 
bluish,  sometimes  almost  dark  blue,  hue  will  warn 
the  experienced  observer  to  be  on  his  guard  that 
this  is  not  an  ordinary  sore  throat,  and  that  some- 
thing more  serious  may  be  developing.  As  already 
stated,  everything  depends  in  these  cases  upon 
the  amount  and  the  virulence  of  the  invading 
micro-organisms  and  upon  the  power  of  resist- 
ance of  the  tissues.  In  the  slightest  cases  the 
affection  may  merely  reach  this  stage,  and  after  a 
day  or  two  become  retrogressive.  Under  such 
circumstances  you  would  probably  speak  of  an 
ordinary  or  violent  inflammation  attended  by 
some  oedema  of  the  palate,  uvula,  or  tonsils,  and 
would  hardly  think  that  affection  had  been  septic 
at  all,  but  even  in  these  slight  cases,  apart  from 
the  appearances,  you  will  often  find  your  patient 


weaker  and  more  debilitated  than  after  an  ordi- 
nary sore  throat. 

In  the  more  severe  cases  a  few  hours  after  the 
initial  pharyngeal  symptoms,  the  dysphagia 
passes  over  into  complete  inability  to  swallow, 
the  patient  becomes  hoarse,  and  this  hoarseness  in 
turn  quickly  passes  into  complete  aphonia.  Again  a 
few  hours  after  the  development  of  this  aphonia, 
dyspnoea  begins  to  make  its  appearance.  If  you 
examine  the  patient  at  this  stage,  you  find  the 
epiglottis  very  red,  translucent,  often  bluish, 
enormously  tumefied  and  sometimes  looking  like 
a  big  sausage  rolled  over  the  larynx,  the  interior 
of  which  it  may  entirely  obscure.  In  other  cases 
you  are  able  to  see  that  exactly  the  same  changes 
have  taken  place  in  the  arytaenoid-epiglottidean 
folds,  and  in  the  mucous  membrane  covering  the 
arytaenoid  cartilages.  The  dyspnoea  quickly  in- 
creases and  in  such  cases  usually  necessitates 
tracheotomy  often  enough  within  twenty-four 
hours  from  the  onset  of  the  first  symptoms. 
The  infiltration  need  not  be  always  equally  dis- 
tributed. In  most  cases  of  my  own  it  certainly 
was  spread  all  over  the  larynx,  but  in  a  few  in- 
stances only  one-half  of  the  larynx  was  concerned, 
whilst  the  other  side  remained  normal. 

In  the  really  severe  cases  the  affection  does  not 
remain  limited  to  the  larynx.  If  so,  by  the  per- 
formance of  tracheotomy  and  the  giving  of  stim- 
ulants, we  might  save  our  patients,  but  the  sad- 
dest part  of  the  disease  is  that  it  shows  a  tend- 
ency to  extend  to  other  parts.  With  regard  to 
internal  extension  it  is  very  rare  that  these  affec- 
tions spread  into  the  naso-pharyngeal  cavity,  the 
nose,  or  even  into  the  meninges.  In  the  great 
majority  of  cases  the  inflammation  travels  down- 
ward,  causing  pneumonia,  lobar,  lobular,  or 
patchy.  It  also  has  a  particular  tendency  to  at- 
tack the  serous  membranes  of  the  body,  the 
pleurae,  the  pericardium,  and — more  rarely — the 
peritoneum,  and  it  is  astonishing  in  the  most  se- 
vere cases  with  what  celerity  all  these  events  fol- 
low one  another. 

The  most  rapid,  and  one  of  the  saddest  cases  I 
have  ever  seen,  was  the  following :  A  gentleman 
went  on  June  4th  to  Eton,  to  celebrate  that  well- 
known  date  with  his  son,  who  was  at  school 
there.  He  returned  in  the  evening  in  the  best  of 
health,  but  awoke  the  next  morning  early  with  a 
violent  rigor,  which  was  quickly  followed  by 
great  difficulty  in  swallowing.  He  also  perspired 
profusely.  About  10  o'clock,  when  the  difficulty 
in  swallowing  had  increased  to  total  aphagia, 
and  when  hoarseness  had  supervened,  he  sent  for 
his   family   doctor,   who   found   tonsillitis  and 
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oedema  of  the  larynx  on  the  left  side,  with  com- 
mencing pneumonia  in  both  bases.  The  tempera- 
ture at  the  time  was  about  104.  The  hoarse- 
ness rapidly  increased,  and  soon  amounted  to 
complete  aphonia.  This  again  was  quickly  fol- 
lowed by  difficulty  in  breathing,  and  in  the  early 
afternoon  a  serious  attack  of  choking  supervened. 
The  general  dyspnoea  assumed  such  threatening 
dimensions,  that  the  gentleman  again  sent  for  his 
ordinary  medical  adviser.  I  had  been  invited  by 
the  latter  to  a  consultation  at  his  own  house  for 
the  same  afternoon,  and  as  I  knew  that  only  an 
affection  of  the  singing  voice  was  in  question, 
had  taken  nothing  with  me  but  a  laryngoscope  and 
some  mirrors.  '  On  arriving  at  the  doctor's  house 
I  found  a  hasty  note  scribbled  in  pencil,  asking 
me  to  come  at  once  to  meet  him  at  his  other  pa- 
tient's residence.  There  I  found,  beside  the  fam- 
ily adviser,  an  eminent  surgeon,  who  had  been  sent 
for,  because  tracheotomy  seemed  unavoidable. 
There  was  no  longer  any  swelling  of  the  left  ton- 
sil to  be  seen,  but  the  whole  pharynx  was  still 
bluishly  discolored.  The  epiglottis  and  aryte- 
noid cartilages,  too,  were  bluishly  discolored, 
enormously  oedematous,  and  covered  by  frothy 
secretion.  The  dyspnoea  at  that  time  was  mod- 
erate, but  there  was  some  stridor.  The  patient, 
who  was  sitting  upright  in  bed,  covered  with  per- 
spiration, and  in  great  distress,  constantly  expec- 
torated partly  rusty,  partly  hemorrhagic  sputa. 
Examination  of  the  bases  of  the  lungs  was  im- 
possible owing  to  the  patient's  condition.  We  all 
agreed  as  to  the  extreme  seriousness  of  the 
prognosis,  and  decided  not  to  perform  trache- 
otomy unless  absolutely  necessary.  Before  the 
surgeon  departed,  I  begged  of  him  to  leave  his 
tracheotomy  instruments  behind.  He  nodded  as- 
sent, but  unfortunately  he  was  rather  deaf  and 
evidently  did  not  understand  me,  because  on  leav- 
ing he  took  his  tracheotomy  instruments  with 
him. 

I  too  was  about  to  leave  the  house  when  the 
family  doctor  asked  me  to  speak  to  the  patient's 
wife  who  was  opposed  to  any  operation,  about 
the  possible  necessity  of  tracheotomy.  I  assented 
and  went  to  the  lady's  room  to  talk  the  matter 
over  with  her.  I  had  hardly  begun  when  the 
door  was  opened,  and  the  family  doctor  called : 
"Come,  he  is  choking."  I  followed  and  found 
the  patient  moribund.  I  asked  permission  to 
perform  tracheotomy.  They  assented.  I  did  the 
tracheotomy  with  a  penknife,  and  succeeded  in 
rapidly  opening  the  trachea  whilst  calling  out  10 
the  daughters  of  the  patient  to  bend  some  hair- 
pins, by  means  of  which  I  held  the  sides  of  the 
trachea  asunder.   The  medical  adviser  meanwhile 


carried  out  for  fully  15  minutes  artificial  respira- 
tion, but  the  patient  was  dead. 

In  that  case  the  whole  disease  did  not  last 
eleven  hours.  That  is  the  most  ghastly  of  all  the 
cases  I  have  seen,  but  I  look  back  upon  a  number 
of  cases  in  which,  though  the  disease  did  not  pur- 
sue so  rapid  a  course,  it  was  equally  fatal.  In 
most  of  these  severe  cases  death  ensues  on  the 
third  or  fourth  day  under  .signs  of  increasing 
coma  and  heart  failure,  whilst  in  a  few  cases 
epileptiform  convulsions,  delirium,  irregularity  of 
heart  and  pulse  action  are  amongst  the  first 
symptoms,  showing  that  the  brunt  of  the  infection 
has  fallen  upon  the  central  nervous  system. 

If  you  come  across  this  class  of  cases,  and  if 
you  find  rapid  extension  of  the  inflammation  of 
one  part  to  another,  you  should  be  very  guarded 
with  regard  to  your  prognosis,  and  not  speak  of 
"complications  supervening,"  remembering  from 
the  very  first  that  what  you  see  is  only  the  be- 
gining  of  one  and  the  same  rapid  infectious 
process  gradually  extending  to  other  parts  of  the 
body. 

It  is  characteristic  of  these  cases  that  while  de- 
velopment takes  place  so  quickly,  retrogressive 
changes  take  place  with  equally  astonishing  rapid- 
ity. While  on  the  first  day  you  may  have  seen 
the  larynx  changed  into  an  enormous  oedematous 
mass,  and  while  on  the  second  or  third  you  find 
the  patient  battling  with  pneumonia,  pleurisy,  or 
pericarditis,  you  may  at  that  time  merely  see  a 
wrinkled  condition  of  the  mucous  membrane  of 
the  larynx,  as  the  only  remnant  of  the  violent  in- 
filtration of  a  day  or  two  previously ;  so  quickly 
does  this  exudation  in  these  cases  sometimes  dis- 
appear. In  view  of  this  fact  never  look  upon  a 
case  as  necessarily  fatal  except  in  the  very  se- 
verest cases !  There  is  always  a  chance  that  even 
pneumonia,  pleurisy,  and  pericarditis  in  these 
cases  may  become  retrogressive,  and  after  you 
have  been  in  great  anxiety  for  days  and  weeks, 
ultimately  your  patient  may  recover,  but  under 
all  circumstances  these  cases  arc  to  be  taken  ex- 
tremely seriously. 

In  conclusion  of  this  part  of  my  lecture  I  need 
hardly  say,  that  exactly  as  in  diphtheria,  in  a 
number  of  cases  the  larynx  is  the  part  first 
affected  and  the  pharynx  entirely  escapes. 

With  regard  to  the  treatment  of  these  cases. 
Up  to  recent  times  we  have  been  very  powerless 
indeed.  Of  course  one  does  give  the  usual  ana- 
leptics, iron,  quinine,  strychnia,  champagne, 
cognac  either  by  the  mouth,  or — when  the  pa- 
tient cannot  swallow,  as  usual  in  the  early 
stages — by  means  of  rectal  injections.  You 
also  may  have  to  make  other  injections  to  main- 
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tain  the  patient's  ebbing  strength.  All  that  is,  I 
am  sorry  to  say,  of  little  value  so  far  as  the  com- 
bating of  the  septic  process  itself  is  concerned. 
Of  equally  little  worth  are  external  applications, 
cold  compresses,  the  Leiter's  tube  of  ice  water 
round  the  neck,  etc.  Should  there  be  anywhere 
distinct  fluctuation  or  even  merely  justifiable  sus- 
picion of  such,  you  will,  of  course,  incise  upon 
such  foci,  and,  equally  of  course,  you  will  per- 
form tracheotomy,  as  soon  as  threatening 
dyspnoea  makes  its  appearance.  Instead  of  trache- 
otomy intubation  may  be  tried,  though  of  course 
the  intubation-tube  will  not  find  a  comfortable 
resting  place  on  the  enormously  distended  struc- 
tures of  the  larynx.  If,  however,  it  should  suc- 
ceed, it  will  spare  the  patient  an  additional  ex- 
ternal wound.  Our  promise  for  the  future  must 
rest  on  the  fact  that  we  have  to  deal  with  a  bac- 
terial infection,  and  that  by  the  injection  of  an 
appropriate  antitoxine  we  may  be  able  to  save 
the  patient.  The  great  crux  of  the  whole  ques- 
tion, however,  remains  in  the  fact  that  it  is  not 
always  the  same  micro-organism  which  causes 
this  trouble,  and  that  there  are,  as  I  have  endeav- 
ored to  show  you,  quite  a  number  which  may 
cause  it.  The  difficulty  is,  first,  that  at  the  pres- 
ent time  we  have  not  an  antitoxine  against  every 
one  of  these  various  micro-organisms,  and  sec- 
ondly, that  even  that  one,  which  most  frequently 
causes  these  septic  inflammations — the  strepto- 
coccus pyogenes — consists  of  a  number  of  varie- 
ties, not  absolutely  identical  with  each  other.  If, 
therefore,  you  make  an  injection  of  a  certain 
anti streptococcus-serum  into  a  patient  who  has 
been  infected  by  a  different  variety  of  strepto- 
coccus, the  result  may  be  very  disappointing. 

Under  these  circumstances  the  idea  has  arisen 
to  obtain  an  antistreptococcus-serum,  prepared 
not  from  one  definite  bacterium  only,  but  to  use 
"polyvalent"  sera,  that  is  to  say,  to  unite  cul- 
tures of  various  streptococci  into  one  serum,  in 
the  hope  that  if  not  one,  yet  another  may  repre- 
sent the  proper  antidote  in  the  given  case.  A 
few  patients  have  actually  been  saved  in  this  way, 
and  it  is,  therefore,  your  duty  to  try  this  treat- 
ment to  save  an  otherwise  lost  patient.  In  seri- 
ous cases,  in  which  you  are  unable  to  ascertain 
immediately  the  nature  of  the  pathogenic  organ- 
ism, which  has  caused  the  disease,  I  think,  that 
at  present  you  may  even  go  so  far  as  to  make 
at  once  on  chance  an  antistreptococcus  injection 
in  powerful  doses — 20  c.c.  to  begin  with — and  if 
necessary  to  repeat  this  tv/o  or  three  times  a  day. 
You  cannot  do  any  serious  damage,  and  you  may 
possibly  save  the  patient.  I  give  this  advice  be- 
cause I  have  been  particularly  unlucky  in  some 


of  my  cases  in  having  been  called  into  the  coun- 
try in  great  haste  late  at  night.  You  find  your  pa- 
tient suffering  from  one  of  these  septic  inflamma- 
tions. How  are  you  to  make  your  cultures? 
How  are  you  to  know  which  is  the  particular  or- 
ganism which  has  caused  the  disease?  Yet,  delay 
would  probably  further  diminish  the  patient's 
chances.  I  say,  therefore,  by  all  means,  try  and 
secure  the  bacteriological  diagnosis  first,  if  that 
should  be  possible,  but  if  not,  inject  the  anti- 
streptococcus  serum  on  chance! 

One  case  of  my  own  and  some  of  Mr.  Philip 
de  Santi's,  who  has  recently  written  about  this 
subject,  have  been  saved  by  the  injection  of  an- 
tistreptococcus serum,  and  until  we  have  more 
uniformly  reliable  treatment,  use  this,  and  may 
your  efforts  be  crowned  with  greater  success  than 
my  own,  alas,  have  been ! 

In  conclusion,  I  wish  to  say  one  thing  more 
about  the  obscure  affection  called  angina  Lu- 
dovici.  The  name  given  to  that  disease  is  that  of 
the  man  who  first  described  it,  an  old  Wurtem- 
berg  practitioner,  Dr.  Ludwig,  who  flourished 
about  1830,  that  is  to  say,  at  a  time  when  our 
notions  of  pathology  were  very  different  from 
those  we  entertain  to-day.  He  happened  to  see 
a  number  of  cases  in  which  there  was  extensive 
brawny  infiltration  of  the  neck,  and  as  he  found 
nothing  of  the  kind  mentioned  in  the  text-books, 
he  described  it  as  a  new  disease.  In  reality  it 
represents  nothing  but  an  infiltration,  sometimes  / 
serous,  sometimes  purulent,  sometimes  gangre- 
nous, of  exactly  the  same  nature  as  you  see  in  a 
septic  pharyngitis  or  laryngitis.  It  will  in  many 
cases  simply  depend  upon  the  question  at  what 
stage  of  the  disease  you  see  your  patient  first, 
as  to  whether  you  may,  according  to  present  ter- 
minology, speak  of  the  case  as  angina  Ludovici, 
oedema,  erysipelas  of  the  larynx,  or  as  phleg- 
monous laryngitis  or  pharyngitis.  The  infiltration 
of  the  neck  may  just  as  well  precede  as  follow  the 
infiltration  of  the  internal  structures.  If  I  have 
made  this  clear  to  you,  you  will,  I  hope,  drop 
these  designations  and  henceforth  simply  know 
these  affections  as  acute  septic  inflammations  of 
the  throat  and  neck. 


CHOLECYSTITIS:  ITS  DIAGNOSIS  AND  TREATMENT* 

BY  JOHN  B.  DEAVER,  M.D., 

Surgeon  in  Chief  to  German  Hospital, 
Philadelphia,  Penn'a. 

Inflammation  of  the  gall  bladder,  or  of  the  gall 
ducts,  is  now  a  disease  so  constantly  brought  to 
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the  attention  of  the  physician  and  surgeon,  that 
it  has  assumed  a  place  second  in  importance 
only  to  that  of  appendicitis,  in  the  diagnosis  of 
intra-abdominal  affections;  and  I  feel  it  is  not 
only  an  honor,  but  a  very  great  privilege  to  be 
allowed  to  address  you  this  evening,  and  to  pre- 
sent for  your  consideration  some  thoughts  derived 
from  somewhat  extensive  operative  experience  in 
the  treatment  of  acute  abdominal  affections. 

Formerly,  jaundice  was  looked  upon  as  a  con- 
dition without  which  there  could  be  no  disease  of 
the  bile  passages ;  we  now  know,  however, 
through  the  researches  of  Ewald  (a)  and  others, 
that  it  is  absent  in  from  25  to  30  per  cent,  of  all 
cases,  and  we  have  come  to  place  much  more  re- 
liance on  the  history  of  the  case  and  the  physical 
signs,  than  on  the  symptoms,  such  as  pain,  vom- 
iting, and  jaundice. 

Obstruction  to  the  cystic  or  common  duct 
which  has  once  existed,  is  apt  to  persist  in  greater 
or  less  degree,  and  a  recurrence  of  the  affection 
may  be  expected  in  a  large  proportion  of  the 
cases.  The  presence  of  gallstones  can  rarely  be 
diagnosticated  with  certainty  before  the  abdomen 
is  opened,  unless  some  have  passed  by  the  bowel ; 
and  even  then  -the  stones  may  all  pass,  yet  leave  a 
distorted  and  inflamed  duct  behind,  which  will 
cause  subsequent  trouble. 

Frequent  attacks  of  cholecystitis  lead  to  con- 
traction of  the  gall  bladder,  and  in  rare  instances 
it  may  even  be  converted  into  a  fibrous  cord,  so 
that  the  inexperienced  operator  might  be  dis- 
posed to  consider  it  congenitally  absent.  These 
recurring  attacks  may  be  due  to  the  advent  of 
fresh  infection  from  the  intestinal  tract,  or  to  the 
unavailing  efforts  of  the  gall  bladder  to  expel  a 
calculus.  Jaundice  in  such  cases  is  almost  in- 
variably absent,  as  only  the  cystic  duct  is  in- 
volved, and  discharge  of  bile  into  the  duodenum 
continues.  Obstruction  of  the  cystic  duct  may, 
however,  be  secondary,  resulting  from  the  exten- 
sion of  inflammation  along  its  walls  from  the 
common  duct;>  or  it  may  be  obstructed  by  the 
kinking  produced  by  adhesions,  or  by  pressure 
from  the  outside,  as  in  infective  swelling  of  a 
lymphatic  gland,  three  or  four  such  glands  occu- 
pying the  right  free  border  of  the  gastrohepatic 
omentum,  one  of  which  lies  in  contact  with  the 
duct. 

When  a  patient  with  recurrent  pain  in  the 
right  hypochondrium  presents  likewise  resistance 
to  palpation  in  this  region,  as  well  as  greater  ten- 
derness than  in  other  regions  of  the  abdomen,  we 
are  usually  warranted  in  inferring  that  the  in- 
flammation has  penetrated  the  gall  bladder,  and 


that  a  serous  cholecystitis,  or  localized  peritonitis 
exists.  If,  in  addition  to  these  symptoms  there  is 
fever  and  very  pronounced  tenderness,  one  is  war- 
ranted in  making  the  diagnosis  of  purulent  chole- 
cystitis. Added  to  the  above  in  a  few  days  we 
may  have  the  evidences  of  a  distended  gall  blad- 
der, as  shown  by  an  increasing  tumor  on  the 
lower  liver  border,  a  tumor  which  as  we  all  well 
know,  moves  with  respiration,  and  which  when 
palpated  can  be  displaced  backwards  as  well  as 
from  side  to  side,  but  which  on  removal  of  the 
palpating  hand  tends  to  resume  its  original  posi- 
tion, which  presents,  in  short,  a  pendulum-like 
mobility.  If  the  gall  bladder  has  become  con- 
tracted from  previous  attacks  of  inflammation 
this  tumor  will  of  course  not  be  large ;  but  as  a 
rule  its  rounded  outline,  and  pear-like  shape,  to- 
gether with  its  characteristic  mobility,  render  a 
mistaken  diagnosis  very  unlikely.  The  typical 
contour  of  the  tumor  may,  however,  be  much  al- 
tered by  adhesions  between  the  gall  bladder  and 
neighboring  structures,  or  by  surrounding  masses 
of  infiltrated  omentum. 

Frequent  attacks  of  inflammation  that  have  not 
gone  on  to  suppuration  will  result  in  a  thickened 
gall  bladder,  the  walls  in  marked  cases  becoming 
nearly  half  an  inch  thick.  This  condition  is  some- 
times seen  where  there  is  a  stone  in  the  common 
duct,  the  stone  having  been  expelled  from  the 
cystic  duct  and  gall  bladder  in  some  of  the  previ- 
ous attacks  of  cholecystitis.  Upon  more  than 
one  occasion  I  have  met  with  calcification  of  the 
gall  bladder  walls  consequent  upon  long  standing 
inflammation. 

The  chief  signs  of  inflammation  of  the  gall 
bladder  are  pain  and  enlargement.  Acute  inflam- 
mation is  a  natural  explanation  of  the  pain  in 
acute  cases ;  but  pain  is  also  present  in  more  or 
less  chronic  cases,  and  is  to  be  attributed  to  pas- 
sive distention  of  the  gall  bladder  with  tenacious 
and  ropy  mucus.  The  passage  of  a  gallstone 
into  or  along  the  duct  causes  colicky  pain,  but  the 
pain  of  inflammation  is  fixed,  intense  and  burning. 

I  have  already  stated  that  I  do  not  think  it  pos- 
sible in  the  majority  of  instances  to  diagnose  the 
presence  of  calculous  cholecystitis  before  the 
abdomen  has  been  opened ;  yet  calculi  are  present 
in  the  great  number  of  cases,  and  as  a  rule  the 
patient  with  calculi  is  in  a  more  precarious  con- 
dition than  one  without. 

Various  micro-organisms  have  been  found  in 
cases  of  cholecystitis,  as  has  been  shown  by  Dr. 
M  filler.  That  most  frequently  present  is  the  com- 
mon colon  bacillus,  but  in  the  suppurative  forms 
the  staphylococcus  pyogenes  aureus  and  albus,  or 
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the  streptococcus  may  be  present ;  and  the  pneu- 
mococcus  and  the  bacillus  of  Eberth  have  also 
been  found. 

When  the  inflammation  is  confined  to  the  mu- 
cous lining  of  the  gall  passages,  acute  symptoms 
are  not  as  a  rule  produced,  nor  is  the  life  of  the 
patient  jeopardized.  It  is  this  type  of  cholecys- 
titis, whether  calculous  or  non-calculous,  that  is 
especially  benefited  by  a  sojourn  at  Carlsbad,  and 
by  the  treatment  there  administered.  The  ra- 
tionale of  this  treatment  is  that  the  water  from 
the  springs  improves  the  portal  circulation  and 
the  condition  of  the  liver,  by  lessening  the  gas- 
tric and  intestinal  congestion ;  and  thus  indirectly 
the  catarrhal  inflammation  of  the  bile  passages  is 
relieved,  and  the  likelihood  of  interstitial  or  ser- 
ous cholecystitis  is  much  diminished. 

Adhesions  around  the  gall  bladder  are  a  pro- 
lific source  of  trouble.  As  already  remarked  they 
may  be  the  cause  by  dilatation  of  the  gall  blad- 
der, by  kinking  or  compressing  its  ducts,  even 
after  all  calculi  have  been  expelled.  But  more 
than  this  a  persistence  of  symptoms  after  opera- 
tion may  be  erroneously  thought  to  be  due  to  the 
surgeon's  having  left  a  stone  behind,  impacted  in 
the  cystic  or  the  common  duct,  and  yet  the  recur- 
rent pain  and  persistence  of  biliary  fistula  be 
really  due  to  pericystic  adhesions.  I  have  had  this 
trying  experience  myself  on  several  occasions, 
and  it  has  been  difficult  to  make  the  medical  at- 
tendant, with  whom  I  have  been  in  consultation, 
believe  that  gallstones  were  not  the  cause  of  the 
attacks  of  pain.  In  some  of  these  cases  only  sub- 
sequent operation  for  the  relief  of  adhesions  and 
the  demonstration  of  the  empty  gall  bladder  have 
"convinced  the  medical  attendant  that  I  was  cor- 
rect in  my  opinion. 

Another  source  of  confusion  to  which  such 
adhesions  may  give  rise,  is  the  fixation  of  the 
gall  bladder,  so  that  it  no  longer  presents  its 
typical  pendulum-like  motion.  In  cases  where 
there  have  been  one  or  more  attacks  of  cholangi- 
tis resulting  in  adhesion  of  the  liver  to  the  parietal 
peritoneum,  the  degree  of  movement  presented 
by  the  gall  bladder  is  likewise  very  much  re- 
stricted. 

Enlargement  of  the  gall  bladder  may  be  simu- 
lated at  times  by  enlargement  of  the  overlying 
portion  of  the  liver,  constituting  what  is  known 
as  Riedel's  lobe.  We  must  also  always  bear  in 
mind  the  likelihood  of  an  accumulation  of  faecal 
matter  in  the  hepatic  flexure  of  the  colon,  par- 
ticularly in  the  presence  of  an  inflamed  bowel  wall. 
It  can  be  readily  understood,  therefore,  that  in 
the  presence  of  certain  of  the  above  named  con- 


ditions it  may  be  quite  impossible  to  diagnose  a 
swelling  in  the  right  upper  abdominal  quadrant 
as  due  to  gall  bladder  in  part  or  alone. 

The  conditions  with  which  cholecystitis  are 
most  likely  to  be  confounded  are,  appendicitis, 
especially  the  terminal  variety,  when  the  appen- 
dix is  pointing  north  ;  abscess  formation  conse- 
quent upon  perforation  of  the  colon ;  pyloric  or 
duodenal  ulcer  with  abscess  formation  near  the 
site  of  the  perforation ;  subphrenic  abscess ;  dia- 
phragmatic pleurisy;  pneumonia,  and  inflamma- 
tion of  the  head  of  the  pancreas. 

The  symptoms  of  acute  cholecystitis  which  re- 
semble an  attack  of  appendicitis,  are  pain,  ten- 
derness, and  rigidity ;  but  the  location  of  these 
symptoms  in  the  two  diseases  is  different.  In  ap- 
pendicitis, as  we  well  know,  the  initial  pain  is 
usually  umbilical  or  epigastric,  but  soon  settles  to 
the  right  iliac  fossa;  whereas  in  cholecystitis  the 
initial  pain  is  more  frequently  felt  in  the  upper 
right  quadrant,  but  may  be  referred  to  the  epi- 
gastrium ;  it  is  usually  increased  by  inspiration, 
by  coughing,  by  sudden  movements  of  the  over- 
lying muscles.  Tenderness  in  cholecystitis  is 
below  the  costal  border,  about  the  tip  of  the  ninth 
costal  cartilage ;  in  appendicitis  it  is  at  McBur- 
ney's  point.  The  vomiting  in  cholecystitis  is  more 
apt  to  be  persistent,  whereas  in  appendicitis  vom- 
iting usually  ceases  as  soon  as  the  stomach  is 
emptied.  Rigidity  in  gall  bladder  disease  is  in 
the  upper  half  of  the  right  rectus  muscle,  in  ap- 
pendicitis it  is  in  the  lower  half.  Following  short- 
ly upon  the  development  of  pain,  nauseau  and 
vomiting  there  may  occur  in  either  condition 
prostration  or  collapse,  depending  upon  the  type 
of  the  inflammation ;  but  the  marked  tenderness 
and  rigidity  in  the  gall  bladder  region  will  satis- 
factorily exclude  disease  of  the  appendix.  When 
the  peri-cholecystitis  has  advanced  further,  the 
duodenum,  colon,  and  even  the  small  intestines 
may  be  involved  in  the  peritonitis,  and  the  case 
may  resemble  acute  intestinal  obstruction  from 
the  amount  of  distention,  the  recurrent  vomiting, 
and  the  inability  to  have  the  bowels  moved  or 
even  to  pass  flatus.  By  the  time,  however,  that 
the  inflammation  has  extended  to  this  degree 
there  will  in  all  probability  be  enlargement  of  the 
gall  bladder,  which  may  be  palpated ;  and  a  dif- 
ferential diagnosis  can  be  made  by  observing  the 
presence  of  fever  and  increase  pulse-rate  in  the 
case  of  cholecystitis,  while  in  intestinal  obstruc- 
tion the  temperature  is  normal  or  subnormal, 
and  the  pulse  rate  not  markedly  accelerated,  until 
general  peritonitis  supervenes.  The  difference  in 
location  and  in  character  of  the  tumors  serve  to 
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distinguish  dilatation  of  the  gall  bladder  from 
periappendicular  abscess.  But  where  the  ap- 
pendix points  north,  and  its  tip  is  in  fairly  close 
relation  with  the  liver,  the  distinction  between  the 
two  affections  is  not  so  easy ;  but  careful  atten- 
tion to  the  history  of  the  case,  its  mode  of  onset, 
and  strict  physical  examination  often  renders  the 
diagnosis  possible. 

The  few  patients  with  perforated  pyloric  and 
duodenal  ulcers  upon  whom  I  have  operated,  have 
presented  symptoms  which  enabled  disease  of  the 
gall  bladder  to  be  excluded ;  but  from  the  condi- 
tions I  found  at  operation  I  can  readily  under- 
stand that  if  seen  for  the  first  time  a  day  or  so 
later,  the  diagnosis  might  have  been  very  diffi- 
cult. In  each  case  there  was  a  small  collection  of 
pus  around  the  perforation,  lying  in  the  near 
neighborhood  of  the  gall  bladder,  and  this  struc- 
ture would  undoubtedly  soon  have  become  in- 
flamed by  contiguity.  The  history  of  the  case  T 
think  would  be  the  most  reliable  feature  upon 
which  to  depend  in  distinguishing  one  disease 
from  the  other. 

Subdiaphragmatic  abscess  I  have  never  seen 
as  a  primary  affection — it  has  always  been  sec- 
ondary to  appendicitis,  cholecystitis,  cholangitis 
multiple,  or  some  other  liver  abscess,  intra- 
abdominal affection,  and,  as  such,  has  generally 
been  diagnosed  from  the  clinical  history  of  the 
case. 

Diaphragmatic  pleurisy  and  pneumonia  never 
cause  a  local  swelling,  such  as  is  produced  by  dis- 
tention of  the  gall  bladder ;  nor  do  they  present 
the  usual  characteristics  of  an  abdominal  affec- 
tion. Physical  examination  of  the  chest  should 
never,  however,  be  neglected  in  doubtful  cases. 

Pancreatic  disease  is  a  much  rarer  affection  than 
cholecystitis ;  it  is  deeply  seated,  and  when  it  gives 
rise  to  a  tumor  this  tumor  is  fixed,  does  not  move 
with  respiration,  and  may  usually  be  shown  to  be 
posterior  to  the  stomach  and  colon. 

Leucocytosis  is  present  in  the  majority  of  in- 
stances of  acute  cholecystitis,  yet  its  absence  in 
the  presence  of  other  well  known  signs  does  not 
by  any  means  negative  the  diagnosis.  I  have 
seen  a  number  of  cases  of  purulent  cholecystitis 
(the  pus  collection  being  not  only  in  the  gall 
bladder,  but  among  the  surrounding  structures), 
in  which  leucocytosis  was  absent ;  yet  to  defer 
operation  merely  for  this  reason  would  be  to  con- 
sign our  patients  to  an  early  grave.  Ewald  re- 
marks that  empyema  of  the  gall  bladder  has  no 
hyperleucocytosis. 

In  deciding  upon  the  proper  treatment  of  a 
case  of  cholecystitis,  the  constitutional  condition 


of  the  patient  should  be  borne  in  mind.  That 
class  of  cases,  which,  so  far  at  least  as  one  can 
diagnose  without  actual  inspection  of  the  parts, 
are  catarrhal  inflammation  of  the  gall  bladder, 
which  do  not  give  a  history  of  previous  attacks  of 
gallstone  colic,  and  in  which  there  is  an  absence 
of  active  local  symptoms,  such  as  tumor,  marked 
rigidity,  decided  tenderness,  and  so  forth — such 
a  case,  in  my  opinion,  will  do  well  under  medical 
treatment.  Especially  is  this  the  case  with  those 
attacks  of  cholecystitis  which  arise  during  the 
course  of  typhoid  fever.  These  cases  in  my  ex- 
perience rarely  call  for  operation.  The  majority 
of  them  progress  favorably,  and  the  distention  of 
the  gall  bladder  subsides,  due,  as  I  believe,  to 
the  fact  that  the  cystic  duct  was  occluded  only 
temporarily  by  catarrhal  exudation.  The  cases 
which  I  have  operated  on  have  for  the  most  part 
shown  calculous  obstruction  in  the  cystic  duct, 
with  stones  in  the  gall  bladder.  The  same  con- 
dition, I  may  add,  has  been  present  in  those  cases 
of  pneumococcus  infection  where  I  have  operated. 

The  surgical  principles  governing  the  treat- 
ment of  acute  infective  disease  are  :  ( 1 )  The  es- 
tablishment of  a  free  exit  for  the  infected  ma- 
terial, in  this  wise  lessening  the  chances  for  fur- 
ther absorption  and  consequent  extent  of  mis- 
chief; in  other  words,  the  emptying  of  a  house 
of  a  bad  tenant,  the  earlier  a  bad  tenant  is  gotten 
rid  of  the  better  for  the  house.  On  the  same 
principle  the  earlier  the  operation  in  acute  cases 
of  abdominal  infection  the  less  extensive  are  the 
operative  measures  required  and  the  more  rapid 
and  complete  the  recovery ;  the  simpler  the  opera- 
tion the  fewer  are  the  chances  for  the  patient  not 
recovering. 

Acute  infections  on  the  surface  of  the  body 
arise  as  a  rule  from  direct  inoculation  from  with- 
out, while  in  acute  intra-abdominal  infection,  in- 
jury or  disease  of  the  alimentary  tract,  bile  pas- 
sages or  the  female  genital  organs,  from  with- 
in. Intra-abdominal  infections  are  preceded 
by  a  stage  in  which  the  disease  is  purely  local, 
and  if  detected  can  be  rendered  harmless  by 
a  comparatively  simple  operation.  It  has  been 
well  said  that  the  aim  of  the  surgeon  should  be  to 
operate  while  the  disease  is  still  local  for  the  same 
reason  that  the  surgeon  should  not  defer  oper  i- 
tion  upon  an  infected  finger  until  the  tendons  had 
sloughed,  the  axillary  glands  suppurated  and  the 
patient  presented  all  the  general  symptoms  of  in- 
fection. The  rule  that  is  applicable  to  infections 
on  the  surface  of  the  body  is  applicable  to  in- 
fections within  the  abdominal  cavity,  therefore 
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the  surgical  principles  are  not  in  any  way  altered 
from  the  difference  in  location  of  the  disease. 

When  I  am  asked  to  see  a  case  of  cholecystitis 
arising  in  the  course  of  typhoid  fever,  I  am  not 
unmindful  of  the  systemic  conditions  present;, 
due  to  the  fever.  This  condition  is  a  serious  han- 
dicap to  the  favorable  outcome  of  the  operation, 
in  the  majority  of  instances  at  least.  I  am  not  in 
accord  with  those  of  my  colleagues  who  believe 
that  every  case  of  cholecystitis  occurring  in  ty- 
phoid fever  should  be  operated  upon,  for  I  have 
followed  too  many  cases  to  a  sure  conva- 
lescence without  operation,  to  be  at  all  times  in- 
fluenced by  the  demands  of  the  attending  physi- 
cian against  my  better  judgment  in  deciding 
against  operation  in  most  of  these  cases. 

In  many  of  the  cases  pain  is  referred  to  the 
stomach  region,  not  to  the  region  of  the  gall 
bladder.  In  obscure  cases,  where  the  diagnosis  is 
uncertain  between  gall  bladder  and  stomach  dis- 
ease chemical  examination  of  the  stomach  con- 
tents is  important.  We  know  that  in  most  cases 
of  gastric  ulcer,  erosion  and  nervous  neuralgia  of 
the  stomach  there  is  hyperacidity  and  hyper- 
chlohydria.  If  hyperchlohydria  is  present  during 
the  attack  of  gall  bladder  pain,  it  disappears  with 
the  subsidence  of  the  gall  bladder  inflammation 
(this  refers  more  to  gall  bladder  colic).  Bilious 
vomiting  with,  in  some  instances,  intestinal  con- 
tents, is  more  likely  to  occur  in  cystic  duct  ob- 
struction by  a  stone,  the  bile  therefore  not  being 
able  to  pass  into  the  gall  bladder  flows  continu- 
ously into  the  intestine ;  the  discharge  of  bile  into 
the  intestine  under  these  circumstances  does  not 
depend  upon  contraction  of  the  gall  bladder  dur- 
ing digestion,  as  in  the  normal  condition,  but  is 
the  result  of  pressure,  the  bile  in  the  biliary  pas- 
sages overcoming  the  resistance  offered  by  the 
papilla  of  Vater.  Harrington  has  remarked  that 
"good  surgery  is  the  degree  of  benefit  afforded 
the  patient  by  operation  and  not  the  ability  to 
perform  successfully  the  work  undertaken." 

While  I  thus  advise  medical  treatment  only  in 
the  catarrhal  form  of  acute  cholecystitis,  I  think 
that  the  medical  treatment  of  acute  sero-purulent 
cholecystitis  is  attended  by  far  greater  dangers 
than  the  operative  treatment.  Operation  is  im- 
perative in  nearly  all  cases  of  acute  cholecystitis, 
the  exceptions  being  cases  occurring  in  the  pres- 
ence of  typhoid  fever  and  where  the  disease  is  not 
seen  until  after  the  symptoms  are  gradually  sub- 
siding; under  the  latter  circumstances  it  may  be 
justifiable  to  defer  operation.  At  all  events  these 
cases  should  be  where  they  can  be  closely 
watched,  when,  if  the  temperature  keeps  with- 


in moderate  limits,  the  pulse  being  of  good 
quality  and  not  rapid,  the  peritonitis  remaining 
circumscribed  and  subsiding  from  day  to  day, 
then  one  is  justified  in  deferring  a  longer  time. 

The  operative  treatment  of  cholecystitis  is  fair- 
ly well  settled,  namely,  exposure  through  an  in- 
cision carried  through  the  rectus  muscle,  opening 
of  the  gall  bladder,  evacuation  of  its  contents  and 
drainage.  I  have  for  some  time  ceased  doing 
these  operations  at  two  sittings,  by  which  I  mean 
simply  contenting  oneself  with  drainage  and  re- 
moving the  stones  which  are  accessible.  Irre- 
spective of  gangrenous  cases,  the  only  fatalities 
that  I  have  had  in  acute  cholecystitis  have  been 
where  I  failed  to  relieve  the  cystic  duct  of  calcu- 
lous obstruction ;  the  consequence  being  failure  to 
establish  bile  drainage,  and  the  patients  either 
suffering  from  cholangitis  at  the  time  of  operation 
or  developing  cholongitis  afterwards,  death  was 
an  inevitable  result. 

It  has  been  my  practice  for  some  time  not  to 
terminate  an  operation  until  I  had  relieved  the 
cystic  duct  of  its  obstruction,  whether  due  to  a 
stone,  to  kinking  or  to  inflammatory  occlusion. 
If  there  is  present  a  stone  which  I  have  not  been 
able  to  carry  back  into  the  gall  bladder,  I  cut 
down  upon  the  stone,  remove  it  and  suture  the 
wound ;  and  where  the  condition  of  the  gall  blad- 
der permits  of  its  being  retained,  drainage  is  es- 
tablished in  the  usual  way.  I  also  make  the  same 
effort  when  the  obstruction  is  due  to  kinking  or 
inflammatory  thickening  of  the  walls  of  the  duct. 
In  other  words,  I  take  exception  to  the  removal 
of  the  gall  bladder  in  cholecystitic  cases,  except  in 
those  cases,  as  for  example  gangrenous  cholecys- 
titis or  in  suppurative  cholecystitis  with  positive 
damage  to  the  entire  gall-bladder  wall.  In  quite 
a  percentage  of  the  latter  class  of  cases  we  will 
find  it  possible  to  retain  a  great  part  of  the  gall 
bladder,  which  I  invariably  do. 

I  believe  that  the  gall  bladder  is  an  essential 
part  of  the  hepatic  apparatus,  otherwise  Nature 
would  not  have  made  it,  and  being  a  great  re- 
specter of  Nature  I  am  very  slow  to  oppose  her ; 
while  on  the  other  hand,  I  do  believe  that  the  cure 
obtained  by  the  judicious  application  of  the  asep- 
tic scalpel  of  the  surgeon  in  many  instances  ex- 
cells  Nature's  cure.  I  entertain  the  same  views  in 
connection  with  the  appendix  as  those  recently 
exploited  by  Sir  William  Macewen  when  he  has 
described  it  as  his  opinion  that  the  appendix  has 
a  valuable  function  as  a  part  of  the  digestive  ap- 
paratus. I  have  always  thought  it  unwise,  yea, 
I  may  say  meddlesome,  on  the  part  of  surgeons  to 
remove  the  appendix  in  performing  an  abdominal 
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operation  for  some  other  trouble,  simply  because 
the  appendix  was  so  accessible,  and  I  entertain 
the  same  view  in  connection  with  the  gall  bladder. 

The  technic  of  drainage  of  the  gall  bladder 
which  I  employ  is  that  which  I  deem  in  most  com- 
mon use ;  rubber  tube  and  purse-string  suture,  re- 
inforced by  gauze  drainage,  which  in  turn  is  su- 
tured to  the  gall  bladder  a  short  distance  beyond 
the  introduction  of  the  tube,  the  latter  may  be 
covered  by  rubber  tissue,  which  I  believe  is  a  con- 
siderable advantage. 

In  cases  of  phlegmonous  or  gangrenous  chole- 
cystitis where  cholecystectomy  is  indicated  on 
account  of  the  great  destruction  of  the  gall  blad- 
der, and  it  is  hopeless  to  attempt  to  retain  it  in 
part  or  its  entirety,  I  still  prefer  tube  and  gauze 
to  drain  the  operative  field  with  rubber  tissue, 
after  the  manner  of  draining  the  gall  bladder. 

I  invariably  close  the  abdominal  wound  by  tier 
suture,  using  chromicized  catgut  for  this  pur- 
pose, in  addition  to  two  or  more  through  and 
through  silk-worm  gut  (splint)  sutures.  I  may 
say,  too,  that  I  am  in  the  habit  of  using  the  sand 
pillow  beneath  the  border  of  the  lumbar  regiou, 
and  in  partially  dislocating  the  liver  where  this 
is  feasible,  which  makes  the  operative  field  more 
accessible. 

I,  too,  lay  great  stress  upon  the  proper  placing 
of  gauze  pads  and  large  and  small  sponges ;  for, 
notwithstanding  the  fact  that  I  have  been  taken 
to  task  before  one  or  two  medical  bodies  for  what 
might  be  considered  the  too  free  use  of  gauze 
packing,  I  am  to-day  as  strong,  if  not  stronger, 
in  my  belief  of  its  importance  than  I  was  when 
I  commenced  this  practice ;  therefore,  the  re- 
marks of  the  different  gentlemen  who  have  taken 
exception  to  my  methods  have  not  had  any  effect 
upon  changing  my  practice. 

The  after  treatment  of  these  cases  is  as  essen- 
tial as  the  operative  treatment.  The  two  most 
important  points  in  this  after-treatment  are — to 
leave  the  patient  alone,  by  which  I  mean,  give  him 
as  little  medicine  as  possible,  and  if  occasion  re- 
quires from  persistent  nausea  and  vomiting,  the 
systemic  use  of  the  stomach  tube.  The  only  drug 
which  I  do  give  after  operation,  and  which  I  may 
remark  is  but  rarely  called  for,  is  an  occasional 
dose  of  morphia,  not  more  than  one-twelfth  to 
one-sixteenth  of  a  grain  given  hypodermically. 
It  is  my  experience  that  rarely  more  than  one  or 
two  doses  are  required  to  make  the  patient  com- 
fortable. 

The  practice  of  purging  the  patient  after  ab- 
dominal operations,  in  the  majority  of  instances 
at  least,  I  think  is  pernicious.    I  take  strong  ex- 


ception to  the  routine  practice  of  giving  calomel 
followed  by  salts.  In  a  weak  patient,  much  de- 
bilitated by  the  disease  having  existed  for  several 
days,  therefore  septic,  I  do  allow  strychnia,  not 
in  heroic  doses,  however;  and  I  think  normal 
saline  solution  by  the  bowel  a  useful  remedy  in 
such  cases. 


THE  PATHOLOGY  OF  CHOLECYSTITIS* 


BY  GEORGE  P.   MULLER,  M.D., 

Instructor  in  Surgery,  University  of  Pennsylvania.  Assistant 
Pathologist,  German  Hospital,  Phila.,  Assistant  Surgeon  to  the 
Philadelphia  Hospital. 

I  do  not  intend  to  take  up  your  time  with  a 
routine  description  of  the  pathologic  changes 
which  may  occur  in  a  gall  bladder,  the  seat  of 
inflammatory  lesions,  but  rather  to  dwell  more 
particularly  upon  certain  points  in  the  bacteri- 
ology of  cholecystitis,  and  the  influence  which 
the  bacteria  may  exert  upon  the  walls  of  the  gall 
bladder  as  I  have  observed  them  in  the  Pathologic 
Institute  of  the  German  Hospital. 

When  we  consider  the  anatomical  relations  of 
the  biliary  passages  it  is  apparent  that  the  gall 
bladder  through  its  cystic  duct  communicates 
with  the  duodenum  below  and  the  liver  above, 
and  can  therefore  be  infected : 

1.  Ascending  along  the  common  duct,  from 
the  duodenum. 

2.  Descending  in  the  bile  from  the  liver. 

3.  Through  the  vascular  and  lymphatic  system 
of  the  gall  bladder. 

1.  Invasion  of  the  common  duct  has  been  and 
is  considered  as  the  most  frequent  source  of  bac- 
terial infection.  We  do  not  know  precisely  how 
this  infection  occurs,  but  surmise  that  some  tran- 
sient obstruction  of  the  terminal  portion  of  the 
common  ducts  admits  the  bacteria  into  a  stagnant 
column  of  bile  from  which  they  are  swept  back- 
wards into  the  gall  bladder.  Under  normal  con- 
ditions the  continuous  expulsion  of  bile  which 
has  no  nutrient  properties  should  suffice  to  pre- 
vent any  injurious  bacterial  activity,  but  the  in- 
fluence of  factors  inhibiting  the  freedom  of  the 
bile  movement  and  favoring  stagnation  may  dis- 
tinctly predispose  to  gall-bladder  disease.  At- 
tenuation of  the  bacteria  may  occur,  but  this,  as 
is  well  known,  is  one  of  the  most  important  fac- 
tors in  experimental  gall-stone  production.  I 
have  always  been  impressed  with  the  fact  that 
suppurative  pancreatitis  occurs  in  such  a  small 
proportion  of  cases  of  infection  in  the  biliary 
tract. 

*  Read  at  a  meeting  of  the  Brooklyn  Medical  Society,  Nov.  18. 
1904. 
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2.  Bile  may  commonly  be  infected  from  the  in- 
testine by  way  of  the  portal  circulation. 

Blackstein  (a)  as  long  ago  as  1891  injected 
bacteria  into  the  general  venous  system  and  re- 
covered them  from  the  bile,  and  Adami  (b)  writ- 
ing upon  this  subject,  says  that  we  may  assume: 
(1)  "That  the  colon  bacilli  in  small  numbers  m 
healthy  individual  are  constantly  finding  their 
way  into  the  finer  branches  of  the  portal  circula- 
tion;  and  (2)  that  one  of  the  functions  of  the 
liver  is  to  arrest  the  further  passage  of  these 
bacilli  into  the  general  circulation  and  to  destroy 
them  through  the  agency  of  the  specific  cells  of 
the  organ.  Then  if  the  action  of  the  liver  eel's 
has  been  disabled  by  the  toxic  products  of  the 
bacteria  these  may  reach  the  bile  and  spread 
through  the  gall  bladder  and  ducts." 

More  recently  Lartigau  (c)  has  studied  the 
question  and  experimentally  has  obtained  some 
interesting  results. 

After  causing  an  enteritis  of  the  intestine  of 
dogs  by  means  of  corrosive  sublimate  or  arsenic 
the  animals  were  fed  with  bacteria,  which  were 
soon  found  in  the  bile.  Even  after  ligation  of  the 
common  duct  this  infection  occurred. 

Carmichael  (d).  however,  denies  the  probabil- 
ity of  biliary  infection  by  way  of  the  portal  cir- 
culation and  believes  that  the  liver  destroys  the 
mico-organisms  that  reach  it. 

Clinically,  attention  has  been  called  by  Ochsner 
(e)  and  others  to  the  association  of  gall  stones 
and  appendicitis,  but  in  the  rather  exten- 
sive series  of  gall  bladder  operations  per- 
formed by  Dr.  Deaver,  we  have  found  but  one 
case  in  which  the  bile  infection  might  be  directly 
traceable  to  a  diseased  appendix,  while  upon  the 
other  hand  in  several  thousand  operations  upon 
the  appendix  the  connection  is  quite  as  limited. 

3.  Through  the  vascular  and  lymphatic  system 
of  the  gall  bladder. 

Infection  of  the  general  circulation  by  bacterial 
foci  probably  accounts  for  some  of  the  infections 
of  the  gall  bladder.  The  cystic  artery  is  capable 
of  a  great  amount  of  variation  in  its  method  of 
distribution,  the  larger  branches  ramifying  in  the 
fibro-muscular  layer.  Some  of  the  veins  on  the 
surface  of  the  gall  bladder  in  contact  with  the 
liver  anastomose  freely  with  branches  of  the  por- 
tal vein. 

Investigators  who  have  studied  the  lymphatics 
of  the  liver  by  injection,  find  that  under  very  low 
pressure  the  injection  mass  introduced  into  the 
portal  vein  or  hepatic  artery  flows  with  great  ease 


"from  the  capillaries  at  the  periphery  of  the 
lobule  as  well  as  from  those  around  the  sublobu- 
lar  vein  into  the  lymphatics"  (Mall ). 

Furthermore,  it  is  well  known  that  considera- 
ble lymph  is  constantly  flowing  from  the  liver, 
reaching  the  perivascular  lymph  spaces  by  direct 
filtration  through  the  fenestrated  capillary  walls. 
This  lymph  is  either  collected  into  the  vessels 
which  accompany  the  branches  of  the  portal  vein 
or  the  hepatic  veins  and  emerge  at  the  point  of 
entrance  or  exit  of  the  vessels,  terminating  in  the 
glands  of  the  hilum  or  else  flows  toward  the  sur- 
face of  the  liver  passing  underneath  the  perito- 
neum and  terminating  in  glandular  groups. 

The  lymph  reaching  the  surface  of  the  inferior 
portion  of  the  liver  passes  in  considerable  part 
to  the  gall  bladder,  the  lymph  vessels  anasto- 
mosing freely  upon  the  surface  of  the  latter  and 
communicating  with  a  network  of  lymph  chan- 
nels in  the  subserous  coat.  These  lymphatics 
empty  into  the  glands  situated  at  the  hilum. 

It  is  reasonable  therefore  to  conclude  that  in- 
fection from  the  portal  vein  may  reach  the  gall 
bladder  through  the  superficial  collecting  lym- 
phatics as  well  as  from  the  bile.  I  have  accord- 
ingly ventured  to  believe  that  the  course  of  the 
following  case  can  be  explained  by  this  method 
of  infection  better  than  any  other. 

The  patient,  a  girl  of  15,  was  admitted  to  the 
Maternity  Wards  of  the  Philadelphia  General 
Hospital  on  June  26,  1904,  and  on  September 
1 5th  was  delivered  with  some  difficulty  of  her 
child.  Two  sutures  were  required  to  close  a 
tear  in  the  perineum.  She  seemed  to  make  an 
uneventful  recovery  from  her  confinement.  On 
the  night  of  September  27th  she  was  suddenly 
seized  with  acute  colicky  pain  low  in  the  right 
hypochondrium,  nausea  and  vomiting.  An  ice 
bag  was  applied  and  calomel  administered.  The 
follwing  morning  the  acute  symptoms  had  some- 
what subsided,  but  there  was  marked,  intense  ten- 
derness low  in  the  hypochondrium.  The  tem- 
perature that  evening  was  101  2-5,  pulse  90. 

Her  condition  remaining  unchanged  by  the  fol- 
lowing afternoon,  nearly  48  hours  after  onsit, 
she  was  referred  to  the  surgical  division,  service 
of  Dr.  Charles  H.  Frazier,  where  I  saw  her. 
We  found  a  history  of  typhoid  fever  one  year 
previously,  exquisite  tenderness  over  the  gall 
bladder  region,  and  a  round,  tense,  tender  tumor 
moving  slightly  with  respiration,  beneath  the 
lower  lobe  of  the  liver,  two  inches  below  the 


January,  1505 


BROOKLYN  MEDICAL  JOURNAL. 


costal  margin.  There  was  no  evidence  of  jaun- 
dice.  The  leucocytes  numbered  16,000. 

I  was  indebted  to  Dr.  Frazier  for  the  privilege 
of  operating  upon  the  case. 

Upon  opening  the  abdomen  the  gall  bladder 
was  found  to  be  distended,  markedly  thickened 
and  covered  with  patches  of  a  greenish  yellow 
exudate.  The  attachment  to  the  liver  was  close 
and  the  latter  organ  showed  the  appearance  of  a 
perihepatitis,  with  distinct  anastomosing  whitish 
lines,  like  dilated  lymphatic  vessels.  Upon  open- 
ing the  gall  bladder  120  c.c.  of  slightly  viscid 
bile,  dark  in  color,  was  aspirated  and  the  walls 
of  the  gall  bladder  observed  to  be  about  7  man. 
in  thickness,  and  edematous.  The  mucous  mem- 
brane was  deeply  congested,  but  not  ulcerated. 
The  gall  bladder  did  not  contain  any  caculi,  and 
an  examination  of  the  cystic  duct  with  the  finger 
made  me  believe  that  that  also  was  clear  of 
stones,  though  much  thickened  and  inflamed. 
The  gland  at  the  junction  of  the  cystic  and  com- 
mon duct  was  much  enlarged.  Palpating  along 
the  course  of  the  common  duct  failed  to  reveal 
any  calculi.  These  examinations  were  made  rap- 
idly as  the  patient's  pulse  was  failing,  and  the 
operation  completed  by  introducing  a  rubber  tube 
into  the  gall  bladder,  a  Mikulicz  drain  sutured  to 
its  neck  and  a  small  gauze  pad  placed  between 
the  gall  bladder  and  the  peritoneal  cavity. 

The  patient  made  a  rapid  recovery,  except  for 
some  colicky  pain  on  the  second  day.  The  bile 
drainage  occurred  both  through  the  gauze  and 
tube  but  did  not  begin  for  several  days.  On  the 
tenth  day  the  rubber  tube  loosened  and  was  re- 
moved, and  in  its  lumen  a  small  mulberry 
shaped,  non-facetted  gall  stone  about  4  m.m.  in 
size  was  found.  Her  fistula  closed  in  three 
weeks. 

The  bile  aspirated  was  cultured  by  Dr.  Rosen- 
berger  and  the  B.  coli  communis  found  in  pure 
culture. 

The  absence  of  jaundice  at  any  time,  the  sud- 
den onset  with  the  marked  pathologic  alterations 
found  in  the  gall  gladder  after  only  forty-eight 
hours  duration,  the  absence  of  the  physical  ap- 
pearance of  pus  in  the  bile,  and  of  ulceration  of 
the  mucous  membrane  seem  to  warrant  the  as- 
sumption that  the  infection  was  probably  carried 
to  the  walls  of  the  gall  bladder  by  the  collecting 
lymphatics  of  the  liver  from  the  portal  veins. 
The  stone  was  evidently  formed  during  the  time 
following  the  attack  of  typhoid  fever  and  was  en- 
closed in  the  inflamed  neck  of  the  gall  bladder, 
dropping  back  as  the  inflammatory  condition  sub- 
sided. 


I  have  constantly  referred  to  the  infectious  na- 
ture of  cholecystitis,  and  of  course  it  is  clear  to 
you  that  the  modern  idea  makes  practically  every 
case  of  cholecystitis  to  be  of  microbic  origin. 
The  bacteria  chiefly  responsible  for  the  inflam- 
matory process  are  the  B.  coli  communis,  B. 
typhosus,  staphylococcus  albus  and  aureus,  and 
the  streptococcus  pyogenes. 

W.  Peterson  (f)  "in  50  operations  for  gall- 
stones found  bacteria  in  the  bile  44  times.  In 
36  instances  the  bacillus  coli  was  found,  six  times 
this  bacillus  was  associated  with  the  staphy- 
lococcus aureus,  and  in  4  cases  the  streptococcus 
pyogenes  was  the  companion  of  the  bacillus  coli." 
Hartmann  ( g)  examined  the  bile  in  46  cases  of 
cholelithiasis  treated  by  operation.  In  34  bac- 
teria were  bound ;  B.  coli,  23  times ;  in  3  the 
staphylococcus  pyogenes  aureus ;  in  2  strepto- 
cocci ;  in  1  the  staphylococcus  pyogenes  albus ; 
in  2  the  B.  coli  with  staphylococcus ;  in  3  strep- 
tococci with  other  organisms.  The  bile  was  ster- 
ile in  10  examinations. 

In  the  last  50  cases  in  which  a  culture  was 
made  of  the  bile  in  various  gall  bladder  lesions 
operated  upon  by  Dr.  Deaver,  we  found  bacteria 
29  times,  the  colon  bacillus  19  times,  the  typhoid 
bacillus  6,  staphylococcus  albus  2,  staphylococcus 
aureus  1,  and  streptococcus  pyogenes  1,  respec- 
tively. 

Grouping  these  three  findings  we  have  144 
cases  from  107  of  which  cultures  were  obtained. 

B.  coli  78  times  (73^) 

B.  typhosus   6  " 

Staphylococci   7  " 

Streptococci   1  " 

B.  coli  and  staphylococci   8  " 

B.  coli  and  streptococci   4  " 

Streptococci,  etc   3  " 


107 


The  influence  of  the  typhoid  bacillus  upon  the 
production  of  gall  bladder  inflammation  deserved 
more  than  a  passing  mention.  It  is  probable  that  in 
the  majority  of  the  cases  of  typhoid  fever  the  in- 
fecting bacillus  passes  with  the  bile  into  the  gall 
bladder,  producing  more  or  less  inflammation  of 
the  walls  of  the  organ  with  desquamation  of  the 
mucous  membrane.  Clinically,  we  frequently  ob- 
serve tenderness  in  the  right  hypochondrium  and 
occasionally  a  distinct  swelling.  The  infection 
subsides  without  the  need  of  surgical  interfer- 
ence,  though   in   many   reported   instances  the 
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bacilli  persisted  for  years  in  the  gall  bladder. 
Musser  (h)  believes  that  many  cases  of  so- 
called  relapse  in  typhoid  fever  are  really  cases  of 
cholecystitis  following  typhoid  fever. 

Gilbert  and  Girode  (i),  in  1890,  first  observed 
the  suppurative  action  of  the  typhoid  bacillus,  and 
a  few  others  have  reported  cases  in  which  this 
micro-organism  has  caused  suppuration  in  a  pa- 
tient who  has  never  had  typhoid  fever. 

Of  the  six  cases  of  typhoidal  cholecystitis  ob- 
served in  the  German  Hospital  and  operated  upon 
by  Dr.  Deaver  during  1903  and  1904,  several  facts 
are  of  great  interest.  In  two,  the  typhoid  infec- 
tion was  evident,  convalescence  occurring  about 
a  month,  in  each  case,  before  admission.  They 
were  sent  to  Dr.  Deaver  because  of  pronounced 
symptoms  referable  to  the  gall  bladder,  which 
from  the  history  seemed  to  indicate  the  presence 
of  gallstones  for  some  time  antedating  the  ty- 
phoid attack,  the  latter  undoubtedly  producing  a 
violent  acute  cholecystitis.  Dense  adhesions  were 
encountered,  uniting  the  biliary  tract  to  the  du- 
odenum, omentum,  colon  or  pylorus ;  the  gall 
bladder  wall  was  thickened,  friable  and  edema- 
tous, the  mucous  membrane  intensely  red,  ulcer- 
ated, necrotic  in  patches  and  bathed  by  a  dark 
mixture  of  bile  and  pus.  In  both  cases  well 
formed  stones  were  encountered,  and  in  both  the 
cystic  duct  was  occluded,  in  one  by  a  stone,  in  the 
other  by  inflammatory  swelling  of  the  spiral  mu- 
cous membrane. 

In  both  of  these  cases  the  clinical  picture  was 
simply  one  of  severe  suppurative  cholecystitis 
occurring  at  the  end  of  an  attack  of  typhoid 
fever. 

A  third  case  was  of  great  interest.  This  pa- 
tient, a  woman  27  years  old,  positively  denied 
any  possible  attack  of  typhoid  fever,  the  only 
points  of  interest  in  her  history  were  the  facts 
that  her  mother  had  suffered  from  cholelithiasis, 
and  the  occurrence  of  three  attacks  of  diphtheria, 
the  last  nine  years  before  admission  to  the  Ger- 
man Hospital  (3-n-'o4).  She  was  quite  well 
until  three  weeks  before  admission,  when  she  was 
suddenly  seized  with  violent  acute  pain  over  the 
region  of  the  gall  bladder  and  radiating  to  the 
back  and  right  shoulder.  The  attack  was  ushered 
in  by  chills,  fever,  sweating  and  much  vomiting, 
with  slight  jaundice. 

The  pain  lasted  for  eleven  days,  requiring  the 
frequent  use  of  morphia.  There  was  always  ex- 
quisite tenderness  over  the  gall-bladder  up  to  the 
time  of  operation,  which  was  performed  by  Dr. 
Deaver  on  March  13,  1904.  An  enlarged  gall- 
bladder firmly  adherent  to  the  liver,  duodenum 


and  omentum  was  found  with  thick,  edematous 
walls,  the  mucosa  was  intensely  congested  and 
slightly  ulcerated,  and  the  organ  contained  about 
100  c.c.  of  thick  yellow  pus.  One  calculus  was 
found  obstructing  the  cystic  duct. 

The  pus  from  the  gall  bladder  revealed  the 
typhoid  bacillus  in  pure  culture. 

In  two  other  cases  the  history  was  similar,  no 
history  of  typhoid  fever,  attacks  of  pain  extend- 
ing over  several  years,  with  a  final  severe  attack 
of  colicy  pain,  vomiting  and  jaundice.  In  both 
many  stones  were  found  in  the  gall  bladder, 
which  was  distended  and  extensively  diseased. 

The  sixth  case  resembled  these  except  that  a 
fistula  had  formed  between  the  gall  bladder  and 
stomach.  Vomiting  was  the  most  pronounced 
symptom,  jaundice  was  absent  and  the  gall  blad- 
der soft,  contracted  and  ulcerated,  but  containing 
no  stones. 

In  considering  the  pathologic  lesions  of  the 
gall-bladder  wall  following  cholecystitis  I  had 
hoped  to  be  able  to  find  different  grades  of  dis- 
ease depending  upon  the  nature  of  the  bacterial 
infection  in  these  50  cases.  But  after  a  careful 
consideration  of  the  findings  at  the  operating 
table  and  examination  of  such  gall  bladders  as 
reached  the  laboratory,  I  fail  to  make  any  definite 
conclusions,  except  one,  that  the  walls  of  the  gall 
bladder  infected  by  the  typhoid  bacillus  were  so 
extensively  diseased  as  to  require  cholecystecto- 
my in  every  case,  whereas  simple  drainage  was 
the  most  usual  method  of  procedure  in  the  others. 
This  finding  is  only  in  accord  with  jthe  well- 
known  ulcerative  lesions  produced  by  the  typhoid 
bacillus  in  other  organs  of  the  body. 

Microscopically,  these  gall  bladders  revealed 
evidence  of  deep  ulceration  of  the  mucous  mem- 
brane, necrosis  of  the  lymph  follicles  and  mus- 
cular coats  and  extensive  cellular  infiltration 
with  edema  of  the  space  betwee  nthe  subserous 
and  fibro  muscular  coats.  The  serosa  was  fre- 
quently covered  with  a  plastic  exudate. 

The  lesions  in  the  cases  due  to  infection  by  the 
bacilli  coli  varied  within  great  limits,  as  did  those 
where  a  culture  of  the  bile  remained  sterile.  In 
a  few  cases  the  gall  bladder  was  simply  distend- 
ed, its  walls  thin  and  soft;  in  others  the  inflam- 
matory signs  were  more  marked,  the  mucosa 
thick  with  accentuated  rugae  and  hemorrhagic 
foci  within  the  mucous  membrane.  The  walls 
were  thickened  and  edematous,  the  serosa  having 
a  blotchy  appearance. 

In  many  of  these  cases,  and  especially  those 
with  a  stone  in  the  cystic  duct,  the  fundus  of  the 
gall  bladder  was  much  more  diseased  than  the 
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proximal  portion,  necessitating  a  partial  chole- 
cystectomy. 

Microscopically,  the  epithelium  appears  ragged 
from  desquamation,  the  solitary  follicles  are  hy- 
perplastic, the  vessels  distended,  the  fibro  muscu- 
lar coat  thickened  by  a  connective  tissue,  pro- 
liferation and  frequently  the  seat  of  interstitial 
necrosis. 

•  In  a  few  cases  a  gland  was  removed  and  re- 
vealed merely  the  evidence  of  acute  lymphadenitis 
with  marked  hyperplasia  and  engorgement  of  its 
sinus  and  vessels. 

Cholecystectomy  brought  a  number  of  cases  of 
chronic  cholecystitis  to  the  laboratory  in  which 
the  walls  were  tough  and  fibrous,  resembling 
parchment.  The  epithelium  was  very  low  in  type, 
almost  squamous,  the  different  layers  were 
blended  into  one,  fibrous  and  only  slightly 
vascular. 

In  all  of  the  cases  examined  there  was  no  re- 
lation between  the  lesion  and  the  presence  or  ab- 
sence of  bacteria.  The  staphylococcus  infections 
produced  severe  clinical  symptoms,  always  with 
jaundice.  The  gall  bladder  from  which  the  sta- 
phylococcus aureus  was  obtained  was  greatly  ul- 
cerated and  contained  many  calculi,  the  albus  in- 
fections were  milder  in  their  destructive  action. 
All  three  were  accompanied  by  considerable  evi- 
dence of  peri-cholecystitis  in  the  nature  of  ad- 
hesions. 

The  streptococcus  case  was  more  one  of  dif- 
fused infection  of  the  biliary  tracts  and  gall  blad- 
der, the  latter  being  normal  in  size,  with  but 
slight  evidence  of  disease,  microscopically,  and 
containing  a  small  amount  of  pus,  no  stones. 

In  this  brief  and  hasty  outline  of  the  pathology 
of  cholecystitis  I  have  been  content  to  record  a 
few  facts  which  we  have  noted  at  the  German 
Hospital,  and  have  by  no  means  covered  the  cn- 
the  ground.  I  am  indebted  to  Dr.  Deaver  for  the 
use  of  the  clinical  notes  and  for  much  aid  in  the 
study  of  the  "living  pathology"  of  the  gall  blad- 
der. To  Dr.  Kelly  I  am  under  obligations  for 
the  use  of  the  pathologic  material.  We  intend  in 
the  near  future  to  elaborate  the  results  obtained 
from  observation  upon  biliary  tract  disease  in 
connection  with  some  experimental  work. 
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TRANSILLUMINATION  OF  THE  STOMACH.* 

BY   H.    W.   LINCOLN,  M.D., 

Consultant  in  Gastric  Diseases,  Howard  Orphan  Asylum; 
Attending  Physician  to  Bushwick  Hospital,  etc. 

The  first  report  of  transillumination  of  the  hu- 
man stomach  with  a  solution  of  flourescein  ap- 
peared, so  far  as  I  am  aware,  in  the  New  York 
Medical  Journal  of  February  13,  1904.  It  was 
written  by  the  originator  of  this  particular 
method,  Dr.  Robert  Coleman  Kamp,  and  to  the 
credit  of  the  Doctor  much  of  what  I  shall  say  re- 
garding technique  and  so  on  will  be  due.  Vari- 
ous substances  which  might  increase  the  illu- 
minating powers  of  a  lamp  in  the  stomach,  such 
as  quinine,  a  decoction  made  from  the  rind  of  the 
horse  chestnut  and  flourescein  have  been  tried. 
The  last  mentioned  affords  the  best  results.  It  is 
a  naphthalin  product,  a  deep  red  powder,  and 
gives  a  greenish  yellow  color  in  mild  solution. 
It  is  made  of  phthalic  anhydrid  5  parts,  resorcin 
7  parts,  heated  to  200  C. ;  is  soluble  in  alcohol  and 
alkaline  solution,  but  not  in  hydrochloric  acid. 
For  convenience  I  have  it  made  up  in  J^-grain 
tablets.  Flourescein  in  stomach  or  circulation  is 
absolutely  harmless.  The  addition  of  glycerin 
was  found  to  enhance  fluorescence.  Quinine  ad- 
ministered in  moderate  dose  for  from  12  to  24 
hours  previous  to  the  examination  is  said  to  add 
to  the  illumination,  but  I  have  repeatedly  com- 
pared the  method  with  and  without  quinine  and 
cannot  see  that  it  materially  improves  the  shadow. 
The  maximum  strength  for  this  purpose  is 
flourescein  %  to  -grain  to  the  pint  of  so- 
lution. A  larger  amount  makes  a  mixture  too 
dense  and  like  other  anilin  dyes,  as  for  example, 
congo  red. 

The  human  stomach  has  been  transilluminated 
for  many  years  by  various  men  since  its  inaugu- 
ration by  Einhorn.  The  method  as  a  diagnostic 
aid  is  a  good  one  in  certain  cases.  Herein  we 
have  a  procedure  which  is  applicable  to  practically 
any  thickness  of  abdominal  wall,  the  average 
weight  of  cases  thus  far  examined  by  me  being 
136  pounds. 

On  March  28,  1904,  I  successfully  demon- 
strated this  method  before  the  Section  on  Gen- 
eral Medicine  of  this  society  in  a  patient  of  135 
pounds.  In  this  case  the  lower  curvature  rested 
upon  the  left  iliac  crest,  and  extended  some  dis- 
tance toward  the  symphasis.  There  was  no  motor 
disturbance.  A  cut  of  this  exposure  appeared  in 
the  Medical  Record  April  23,  1904.  Quoting 
from  this  article:  "As  is  well  known,  there  are 
many  cases  in  which  we  would  like  to  know  be- 
yond question  just  where  the  stomach  lies,  and 

♦Read  before  the  Medical  Society  of  the  County  of  Kings, 
Nov.  15,  1904. 
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also  whether  it  is  enlarged  or  dilated  (there  being 
a  great  difference  between  megalogastria  and 
dilation  without  muscular  compensation).  In  the 
typical  hypochondriac  who  is  below  weight,  with 
thin  abdominal  walls,  neurasthenia  apparent  in 
every  line,  epigastric  impulse  visible  over  a  long 
area  and  at  a  long  distance,  history  of  mucus  in 
the  stools,  etc.,  we  can  usually  find  the  stomach 
either  with  a  lamp  in  the  organ  in  which  has 
been  placed  plain  water,  or  by  ordinary  methods 
without  any  lamp  at  all.  There  are,  however, 
others  decidedly  atypical  in  muscular  develop- 
ment, in  whom  all  the  usual  methods  fail.  Could 
we  close  the  pylorus,  then  filling  the  stomach  with 
gas  or  liquid  would  be  eminently  satisfactory. 
The  splashing  sound  is  not  sufficiently  accurate. 
In  the  flourescein  method  we  have  one  free  from 
objection,  either  to  patient  or  profession,  ac- 
curate, inexpensive,  easy  of  application,  and, 
what  is  more  important,  one  which  may  be  prac- 
ticed anywhere.  The  lamp  is  one  which  I  made 
after  my  own  ideas  some  four  or  five  years  ago. 
It  consists  of  a  small  capsule  having  a  light  in 
one  end,Nand  connected  with  the  battery  by  fine 
copper  wires  enclosed  in  a  very  fine  rubber  tub- 
ing, little  larger  than  the  ordinary  match.  An 
illustration  of  this  lamp  appeared  in  the  New 
York  Medical  Journal.  Lockwood  of  New  York 
uses  one  which  from  description  is  very  similar, 
although  I  have  not  seen  it.  Whether  his  was  cn 
the  market  prior  to  mine  I  do  not  know.  The 
very  great  advantage  of  this  lamp  is  that  the  pa- 
tient need  not  be  accustomed  to  the  use  of  the 
stomach  tube.  I  can  offer  proof  of  this  assertion 
by  stating  that  recently  I  examined  five  persons, 
none  of  whom  had  ever  had  a  tube  passed,  in  less 
than  an  hour's  time. 

Method. — The  examination  may  be  made  in 
the  morning  on  the  empty  stomach  or  in  the 
evening,  the  patient  having  fasted  since  noon. 
For  convenience  I  have  at  hand  a  bottle  which 
holds  one  pint  of  the  solution,  which  consists  of 
one  *s-grain  tablet  of  flourescein,  40  grains  of 
sodium  bicarbonate,  one  or  two  drachms  of  gly- 
cerine and  the  balance  of  water.  This  does  not 
deteriorate  on  standing,  as  I  used  one  specimen 
which  had  been  prepared  for  over  six  weeks,  and 
got  a  good  result.  In  most  instances  it  is  better 
to  allow  the  patient  to  introduce  the  lamp  for 
himself.  It  inspires  confidence,  and  the  capsule 
goes  easily  down,  and  after  that  the  cable  gives 
no  trouble.  It  is  advisable  to  have  the  lamp 
swallowed  before  the  solution,  so  that  in  the  event 
of  anv  slight  irritation  the  stomach  will  be  per- 
fectly empty.  The  heat  thrown  out  by  the  lamp 
is  minimum,  and  immersed  in  solution  is  nihil. 


With  the  lamp  in  the  stomach,  allow  the  patient 
to  drink  the  flourescein  solution.  Have  the  ab- 
domen bared,  and  turning  down  the  light  in  the 
room  or  going  into  a  dark  room,  connect  the  dii- 
phane  with  the  battery  and  you  will  have  no 
trouble  in  seeing  the  illumination  through  the 
abdominal  wall.  Mark  the  outlines  of  the  shadow 
with  some  soft  substance,  such  as  dropped  cha'k, 
and  coming  again  into  light  measure  transverse- 
ly, vertically  and  distance  of  greater  curvature 
above  or  below  the  umbilicus.  This  outline  may 
be  with  suitable  accuracy  transferred  at  sight 
upon  an  abdominal  chart  made  by  rubber  stamp 
or  otherwise. 


REFERENCES  TO  CtTT. 

Date,  n-9-'o4. 

Mrs.  W. 

Aet.  39. 

Wt  125. 

(a, )  Umbilicus. 

(b.)  Distance  of  lower  curvature  below  umbilicus,  5V0  inches. 

For  purposes  of  drawing  some  conclusions 
I  have  gone  over  thirty  cases  taken  just  as  they 
occurred  in  my  private  history  book.  My  fir-t 
object  being  to  throw  some  light  upon  the  loca- 
tion of  the  lower  curvature  of  the  stomach. 
Secondly,  to  determine  the  value  of  gastroptosis 
or  movable  or  fallen  stomach,  per  sc.  Thirdly, 
the  real  need  of  support  of  such  malpositions  of 
the  stomach.  Fourthly,  the  location  of  the  lower 
curvature  in  persons  who  have  not.  and  never 
had  any  gastric  trouble.    That  this  organ  varies 
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greatly  both  i it  size  and  location  is  well  known. 
I  have  found  stomachs  in  nearly  every  portion  of 
the  abdomen,  but  all  but  one  far  below  the  usual 
normally  allotted  space.  It  is  described  as  lying 
behind  the  abdominal  wall  above  the  transverse 
colon  and  below  the  liver  and  diaphragm. 
Boardman  Reed  says  the  greater  curvature 
should  lie  midway  between  the  ensiform  and  um- 
bilicus. The  finding  in  my  cases  have  made  this 
the  upper  limit  with  but  one  exception.  I  found 
one  case  in  which  the  organ  in  question  lay  two- 
thirds  of  it  to  the  left  of  the  median  line,  and  the 
lower  curvature  above  the  line  laid  down  by  Dr. 
Reed.  Of  the  30  cases,  17  were  without  movable 
kidney ;  10  male,  seven  female.  Thirteen  had 
movable  kidney,  10  female  and  3  male  which  Is 
about  the  usual  ratio.  There  were  4  in  whom  the 
lower  curvature  lay  above  the  umbilicus,  and  4 
in  whom  it  lay  at  the  umbilicus.  One  female 
above  and  one  at  the  umbilicus.  One  male  with 
lower  curvature  above  the  umbilicus  in  whom 
there  was  a  right  nephroptosis.  One  female  with 
curvature  at  the  umbilicus  in  whom  the  right  kid- 
ney was  freely  movable.  Of  these  30  none  gave 
evidence  of  motor  disturbance.  In  nine,  2  male 
and  7  female,  there  was  no  secretory  trouble. 
Twenty-two  lower  curvatures  were  found  below 
the  umbilicus,  7  male  and  15  female.  These  22 
were  equally  divided,  11  having  other  fallen  or- 
gans. Of  the  1 1  with  simple  gastroptosis,  5  were 
male  and  6  female.  But  2  gave  any  symptoms 
directly  referrable  to  the  ptosis.  These  2  were 
supported  after  the  method  of  Rose,  which  is 
without  doubt  the  best  in  use.  In  such  cases 
support  to  the  abdomen  does  give  relief,  but  not 
always.  After  carefully  going  over  many  more 
than  these  thirty  cases,  I  am  beginning  to  think- 
that  the  vast  majority  of  these  persons  with  one 
or  more  fallen  organs  do  quite  well  without 
bandages  or  the  various  pads  now  lauded  by  their 
respective  makers.  With  regard  to  the  neuras- 
thenic element  which  is  described  as  a  constant 
accompaniment  of  gastoptosis,  I  found  that  1 1 
were  thus  afflicted,  10  female,  1  male,  the  balance 
of  18  giving  no  neurasthenic  history  whatever. 
Of  these  7  were  female,  1 1  male.  Of  the  8  cases 
in  which  the  lower  curvature  lay  at  or  above  the 
umbilicus,  2  only  showed  neurasthenia.  I  was, 
through  the  courtesy  of  the  head  nurse  of  Bush- 
wick  Hospital,  enabled  to  examine  a  few  cases 
in  whom  there  was  no  form  of  digestive  trouble. 
This  material  I  find  difficult  to  obtain.  The  aver- 
age weight  of  these  persons  was  146J/2  pounds.  I 
found  the  lower  curvature  varying  from  one  to 
four  inches  below  the  umbilicus,  with  one  excep- 


tion, in  whom  it  lay  three-quarters  of  an  inch 
above  that  point.    All  were  good  specimens  of 
physical  health  and  the  females  of  a  class  not 
given  to  tight  lacing. 
My  conclusions  are : 

That  we  do  not  need  to  artificially  support  the 
abdomen  in  which  are  fallen  organs  as  frequently 
as  was  supposed. 

That  a  gastroptosis  is  not  per  se  to  be  taken 
too  seriously. 

That  we  need  not  always  have  neurasthenia 
where  we  find  gastroptosis. 

That  the  stomach  lies  much  lower  in  the 
healthy  individual,  male  as  well  as  female,  than 
has  been  described. 

There  are,  as  usual,  many  who  doubt  the  value 
of  ths  procedure,  claiming  that  we  have  no  proof 
that  the  light  radiated  through  the  abdominal 
wall  comes  from  the  stomach.  It  is  also  main- 
tained that  the  rays  may  be  not  transmitted  di- 
rectly forward  from  the  organ  in  which  we  place 
the  lamp.  I  personally  cannot  bring  forth  ma- 
terial, but  Dr.  Kemp  has  done  so,  to  prove  that 
the  stomach  does  lie  where  the  lamp  indicates. 
He  has  had  the  golden  opportunity  of  locating 
by  the  flourescein  method,  and  having  his  claim 
substantiated  by  abdominal  section. 

I  think,  however,  that  none  will  doubt  but  that 
the  lamp  will  do  work  sufficiently  accurate  to 
uphold  my  claim  that  the  vast  majority  of  stom- 
achs in  the  healthy  male  and  female  lie  below  the 
usual  boundaries  given  as  normal. 

I  append  here  a  cut  of  one  rather  interesting 
finding;  I  say  interesting,  unless  at  that  time  the 
lamp  was  giving  an  extremely  "right  handed" 
reflection. 


SOME  THOUGHTS  ON  THE  AFTER-CARE  OF 
LAPAROTOMIES.* 


BY  CLARENCE  REGINALD  HYDE,  A.M.,  M.D. 

Assistant  Surgeon  (Gynecological  Division)  Long  Island  College 
Hospital.  Fellow  of  Woman's  Hospital,  (N.  Y.)  and  Brooklyn 
Gynecological  Societies,  Member  of  Kings  County,  Long  Island 
Medical,  State  Medical  and  N.  Y.  Obstetrical  Societies. 

The  energies  of  abdominal  surgeons  in  the  last 
decade  have  been  directed  mainly  to  the  improve- 
ment of  their  operative  technics,  and  to  the  prep- 
aration their  patients  prior  to  operation.  Win 
the  operation  completed  and  the  patient  in  bed, 
and  in  the  absence  of  alarming  symptoms,  as  sec- 
ondary hemorrhage,  peritonitis,  or  the  develop- 
ment of  localized  pus  collections  in  the  cavity,  or 
mural  abscess,  the  surgeon  feels  both  satisfied  and 

*  Read  before  the  Brooklyn  Gynecological  Society,  Nov.  1904. 
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relieved.  On  the  other  hand,  for  the  first  three 
or  four  days  succeeding  operative  interference, 
the  patient  endures  a  discomfort  which  is  not  ap- 
preciated as  a  rule  by  the  surgeon,  and  cannot  be 
unless  the  surgeon  himself  has  experienced  the 
same  conditions.  I  intend  in  this  paper  to  deal 
wholly  with  the  medical  aspect  of  the  post- 
operative section,  and  in  particular  with  ab- 
dominal distention,  the  backache,  tonics  and  ca- 
thartics, the  abdominal  binder,  and  sleeplessness. 
The  routine  after  treatment  should  comprehend 
all  these  and  embrace  in  its  careful  attention  a  de- 
sire to  make  our  patients  as  comfortable  as  pos- 
sible. It  also  imposes  on  the  surgeon  the  daily 
review  of  the  patient's  chart,  and  an  intelligent 
study  and  interpretation  of  conditions  as  noted, 
and  later,  as  convalescence  approaches,  the  neces- 
sity of  educating  our  patient  as  to  any  restric- 
tions in  the  future,  and  as  to  his  personal  after- 
care. 

Every  laparotomy  suffers  more  or  less  from 
abdominal  distension,  without  regard  to  previous 
intestinal  preparation,  but  it  has  seemed  at  times 
that  there  is  a  clearly  defined  relation  between 
preparation  and  distension,  so  much  so  that  dis- 
tension is  more  likely  to  be  associated  with  care- 
lessness or  haste  in  preparation.  Distension, 
however,  can  obtain  with  the  best  of  prepara- 
tions, but  occurring  in  the  absence  of  a  tempera- 
ture or  increased  pulse  rate,  or  from  intestinal 
paresis,  is  of  small  moment  to  the  surgeon.  He 
dismisses  it,  simply  noting  that  the  patient's  gen- 
eral condition  is  good,  or  that  the  bowels  have 
moved,  or  that  primary  union  is  a  certainty. 
But  with  a  patient  complaining  of  "gas  pains,'' 
it  is  not  enough  to  know  that  she  is  "passing 
gas"  or  has  had  a  movement,  for  these  do  not 
signify  freedom  from  distension.  Question  your 
patient,  make  an  ocular  inspection  of  the  abdo- 
men, palpate  it  and  satisfy  yourself  that  the  dis- 
tension is  or  is  not  sufficient  to  cause  distress. 
No  patient  should  be  permitted  to  experience 
hour  after  hour  increasing  pain  from  gas,  when 
so  many  remedial  measures  are  at  hand.  Leav- 
ing out  the  question  of  careful  prior  intestinal 
preparation,  in  which  I  am  a  firm  believer,  I  con- 
tend that  after  a  section,  the  intestines  should  be 
given  something  to  do  just  as  soon  as  the  nausea 
and  the  patient's  condition  warrant.  In  absence 
of  any  alarming  symptoms  and  an  uncomplicated 
distension,  give  a  cup  of  black  unsweetened 
coffee  the  morning  following  operation,  and  fol- 
low this  with  broths.  Gas  will  form  more  quickly 
in  an  intestine  in  which  the  peristalsis  is  inhibited. 
Increase  peristalsis  and  relief  follows  from  con- 
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stant  expulson  of  gas  per  rectum.  The  first 
twenty-four  hours  hot  water,  as  hot  as  can  be 
borne,  and  in  small  and  frequently  repeated 
doses,  is  sufficient.  Usually  the  patient  cares  for 
nothing  else,  as  food  is  repulsive.  The  hot  water 
is  well  borne,  and  it  is  surprising  how  grateful 
it  is  to  the  patient  and  how  eagerly  the  patient 
watches  for  its  giving.  It  aids  in  gas  eructation, 
it  quiets  nausea,  markedly  relieves  the  thirst  and 
acts  as  an  ether  absorbent.  Thus  in  a  measure 
we  accomplish  a  mild  gastric  lavage.  It  is  diffi- 
cult in  words  to  describe  the  discomfort  of  un- 
relieved gas  distension.  The  patient  is  constantly 
worried,  there  is  no  such  thing  as  sleep  or  rest. 
Dyspnoea  is  present  in  all  degrees,  and  there  is 
that  feeling  of  tension,  of  something  about  to 
burst,  especially  from  the  pressure  against  the 
abdominal  incision.  Yet  very  simple  measures 
will  afford  relief.  The  Kemp  rectal  irrigating 
tube  promises  sure  results,  using  from  four  to 
six  gallons  of  plain  water  at  115  ',  or  with  a  few 
drops  of  essence  of  pepermint  added.  Saline  may 
be  used  in  preference,  or  instead  of  a  rectal  irri- 
gation, a  high  "1-2-3"  enema.  The  alum 
enema,  one  ounce  to  the  pint  of  water,  is 
very  strongly  recommended  and  is  very  effica- 
cious in  dislodging  gas.  Molasses  enemata  are 
also  favored.  In  eight  laparotomies,  since  July, 
I  employed  eserine  sulphate,  injecting  one-fortieth 
of  a  grain  hypodermatically,  and  with  fairly  good 
results,  except  in  two  cases,  in  which  an  acute 
attack  of  cardiac  failure  with  cold  sweating  fol- 
lowed immediately  the  giving  of  the  drug.  Tlrs, 
and  the  fact  that  a  violent  headache  may  also 
ensue,  have  led  me  to  discard  this  drug,  although 
others  report  a  series  of  favorable  results.  If  it 
is  used,  it  is  well  to  caution  the  nurse  to  have 
cardiac  stimulants  prepared  for  such  an  emer- 
gency. 

How  soon  can  we  give  an  enema  after 
operation?  I've  given  a  Kemp  irrigation  within 
six  hours  and  enemata  as  early.  The  judgment 
of  the  surgeon  and  the  severity  of  the  symptoms 
will  dictate  the  necessity  of  early  employment. 
I  can  see  no  reason  why  a  patient  suffering  from 
distension  should  be  compelled  to  go  over  twenty- 
four  or  even  thirty-six  hours  without  an  enema. 
Calomel  may  be  given  early  also.  There  is  still 
less  excuse  for  waiting  the  usual  forty-eight 
hours.  It  is  well  to  remember  that  following  an 
action  from  calomel  and  salts,  the  intestines  are 
apt  to  rapidly  fill  with  gas.  I  believe  we  are 
slowly  emerging  from  the  position  of  hard  and 
fast  rules  for  the  after-care  of  the  intestines,  and 
that  the  trend  now  is  to  promote  an  earlier  action 
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of  the  bowels.  Of  course,  there  is  to  be  con- 
sidered the  fact  that  there  has  been  no  operative 
interference  with  the  intestine  itself.  Right  here 
I  wish  to  register  a  protest  against  the  indis- 
criminate use  of  morphia,  and  to  suggest  codeia, 
if  an  opiate  is  necessary.  If  the  pain  from  the 
operation  itself  is  not  excessive,  employment  of 
morphia  to  quiet  gas  pains  only  nullifies  the 
efforts  of  the  intestine  to  relieve  itself,  by  check- 
ing peristalsis,  and  increases  our  efforts  to  make 
a  doped  intestine  act  normally.  All  house  sur- 
geons should  especially  be  cautioned  that  mor- 
phine is  not  to  be  administered  except  by  an 
order  from  the  attending  surgeon.  We  take  risks 
in  giving  a  house  surgeon  carte  blanche  to  use 
.morphia  when  his  immature  judgment  dictates. 

A  few  words  regarding  post-operative  back- 
ache. Patients  so  many  times  complain  of  this, 
but  are  told  that  every  post-operative  laparotomy 
suffers  this  annoyance,  and  that  it  will  pass  away 
in  a  few  days.  This  particular  backache,  with 
its  racking,  grinding,  never-let-up  ache,  is  about 
the  first  thing  of  which  one  is  conscious.  Many 
laparotomy  patients  claim  that  the  backache  is 
worse  than  the  pain  from  the  operation.  Its 
peculiarity  is  that  from  the  beginning  to  the  end 
there  is  no  let  up.  It  is  constant,  with  no  periods 
of  remittance.  If  it  would  only  stop  for  an  hour 
or  two  the  patient  could  bear  it  better.  It  does 
not  affect  all  patients  in  the  same  degree.  Some 
are  hardly  conscious  of  it,  others  are  unremit- 
tingly tormented.  It  continues,  as  a  rule,  three 
days,  and  usually  nothing  is  done  for  it.  Nearly 
a  dozen  nurses  who  had  had  the  care  of  some 
hundred  cases  and  whom  I  questioned,  said  they 
had  never  remembered  seeing  an  order  charted 
by  any  surgeon  to  relieve  the  backache.  I  see 
no  reason  why  medication  is  not  indicated.  In 
absence  of  medicine,  a  hot  water  bag  on  the  ab- 
domen and  under  the  back  will  afford  great  re- 
lief, at  the  same  time  supporting  the  arch  of  the 
back.  In  five  recent  cases,  iodine  has  been  most 
successfully  employed,  simply  painting  the  back 
with  the  tincture.  The  relief  was  almost  imme- 
diate. A  migraine  tablet  will  afford  some  relief. 
The  backache  is  very  wearing,  and  invites  sleep- 
lessness. As  to  its  probable  cause,  I  have  interro- 
gated many  of  my  surgical  friends.  Most  of 
them  agree  that  it  is  due  to  the  table,  on  which 
the  patient's  back  is  not  properly  supported.  I 
believe  most  operating  tables  are  not  sufficiently 
padded,  and  yet  in  view  of  one  circumstance  this 
cannot  be  the  cause.  After  an  operation  on  a 
table  only  slightly  padded,  one  patient  suffered 
acutely.    I  asked  the  operating  room  nurse  to 


see  that  the  table  was  well  padded  for  the  next 
case.  She  did  so,  padding  it  many  thicknesses. 
Yet  this  patient  suffered  just  as  badly.  Opposed 
to  this  is  the  statement  of  another  nurse,  that  in 
all  her  private  work,  she  always  padded  the  table 
well  and  never  had  a  patient  suffer  from  back- 
ache. The  consensus  of  opinion  seems  to  be 
that  there  is  a  separation  of  the  vertebrae  due  to 
the  relaxed  condition  of  the  muscles,  and  that  a 
consequent  unusual  strain  was  produced  on  the 
ligaments  supporting  the  vertebrae  with  resultant 
nerve  pressure.  What  the  cause  really  is  I  do  not 
know,  but  I  believe  the  condition  is  of  sufficient 
importance  to  demand  our  attention.  As  I  said 
before,  all  patients  do  not  suffer  from  this  annoy- 
ing backache,  but  the  majority  do,  and  it  is  to 
them  our  attention  is  directed. 

In  regard  to  the  abdominal  binder,  we  all  have 
our  own  opinions.  Some  advocate  its  use,  others 
do  not.  An  abdominal  wound  is  peculiarly  sen- 
sitive. One  hardly  realizes  how  tender  those 
small  incisions  are.  A  patient  will  limit  motion 
in  bed,  stifle  a  sneeze,  or  smother  a  laugh  be- 
cause of  the  pain  produced  in  the  wound.  Ex- 
perience, therefore,  dictates  that  comfort  and 
support  are  essential.  Even  a  month  after  opera- 
tion, a  sudden  turn  in  bed  without  a  binder  pro- 
duces a  feeling  as  though  something  were  giving 
way.  The  binder  furnishes  a  needed  support 
for  the  first  two  or  three  months,  though  in  cases 
of  primary  union  I  would  not  advocate  its  use 
further  than  that  unless  the  patient  is  very 
stout,  because  I  believe  that  constant  and  pro- 
longed use  of  a  binder  beyond  a  certain  time  pro- 
motes an  atrophy  of  the  abdominal  wall  from 
pressure  effects.  One  example  of  this  came  to 
my  own  personal  notice.  The  discomfort  of  a 
binder  is  considerable  with  its  violent  chafing  of 
the  groin  produced  by  the  perineal  straps.  The 
constant  use  of  toilet  powder  to  relieve  this 
chafing  is  essential.  Rubber  perineal  straps  from 
the  friction  produced  are  not  as  comfortable  as 
cloth  ones.  Tell  your  patient  to  discard  the  rub- 
ber ones  and  make  a  set  of  cloth  straps.  Also  to 
see  that  the  edges  of  the  binder  and  the  straps 
are  powdered  daily,  as  the  groin,  because  of  its 
thin  skin,  chafes  easily.  Should  a  light  binder  be 
worn  at  night?  I  believe  so  for  at  least  a  month, 
until  the  scar  is  sufficiently  strong  to  withstand 
the  action  of  the  abdominal  muscles,  as  they  con- 
contract  and  pull  on  the  scar  during  the  efforts 
of  changing  one's  position  in  bed.  The  binders 
made  of  linen  appear  to  me  to  be  cooler  than 
those  made  of  silk.  They  are  more  serviceable 
and  less  expensive.    Many  surgeons  don't  pre- 
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scribe  binders  as  a  routine  of  tbeir  after-treat- 
ment. If  there  has  been  a  suppurating  abdo.n- 
inal  wound,  a  binder  is  necessary  as  a  preventive 
of  hernia.  In  such  cases  I  warn  the  patient  to 
do  no  lifting  nor  straining.  It  is  impossible  un- 
less one  has  actually  experienced  an  abdominal 
section,  to  describe  the  feeling  of  comfort  and 
sense  of  security  which  a  binder  offers,  though  it 
may  not  be  absolutely  necessary. 

Every  laparotomy  needs  sleep,  and  our  atten- 
tion should  be  directed  to  securing  for  the  patient 
the  desire  modicum.  Especially  should  the 
hours  of  medication  be  so  arranged  that  they  will 
not  interfere  with  the  sleep  of  the  patient.  There 
are  times  when  medication  is  necessarily  constant 
day  and  night,  and  just  so  soon  as  this  can  be  cut 
down,  then  is  the  time  to  inquire  as  to  the  amount 
of  sleep  a  patient  has  had.  Bromide,  amylene 
hydrate,  small  does  of  trional  or  sulphonal  will 
promote  the  desired  effect.  Bromide,  I  believe, 
is  best  given  in  repeated  doses,  starting  at  7 
o'clock  with  fifteen  grains  and  repeating  in  hourly 
doses  of  ten  grains  till  three  doses  have  been 
taken.  Should  the  stomach  not  retain  it,  it  will 
be  found  that  the  rectum  absorbs  bromide  easily. 
Trional  and  sulphonal  are  best  given  in  hot  milk 
in  doses  of  ten  grains.  The  hot  milk  seems  to  in- 
crease the  action  of  these  drugs,  and  there  is  a 
certain  apparent  soporific  action  in  a  glass  of  hot 
milk  itself  given  just  at  bedtime,  as  has  been  fre- 
quently noted.  In  giving  bromide  in  one  dose,  it 
is  better  to  instruct  the  nurse  to  wait  until  about 
10  o'clock,  when  most  noises  have  quieted  down. 
There  are  other  conditions  which  may  induce 
sleeplessness,  outside  of  mere  frequent  drug  repe- 
tition. We  know  no  patient  with  a  badly  distend- 
ed abdomen  can  sleep,  and  that  the  pain  incident 
to  the  operative  interference  itself  will  rob  the 
patient  of  sleep.  For  these  conditions  we  should 
emplov  such  measures  as  our  judgment  dictates. 
But  I  refer  particularly  to  the  sleeplessness  of 
those  cases  which  in  the  absence  of  any  complica- 
tion or  condition  outside  of  "pure  nerves,"  sim- 
ply cannot  sleep,  but  toss  around  all  night  long 
and  keep  the  nurse  constantly  in  attendance.  One 
has  only  to  experience  an  attack  of  '"nerves"  just 
once  to  be  convinced  that  all  advice  to  "Go  to 
sleep  and  not  worry,"  or  "Never  mind,  you'll  be 
asleep  shortly,"  is  a  waste  of  time  and  words. 
Such  advice  serves  only  to  annoy  and  fret  pa- 
tients who  in  this  condition  need  sleep.  They 
need  a  sedative,  not  advice  nor  suggestions,  and 
they  further  need  diligent  inquiry  by  the  surgeon 
as  to  whether  his  patient  has  had  a  certain  quota 
of  sleep  and  whether  there  was  a  response  to  the 


medication.  And  here  comes  the  question,  do  our 
patients  need  tonics  and  daily  cathartics  ?  It  has 
always  been  my  practice  after  the  patient's  bowels 
have  moved  thoroughly  for  the  first  time  succeed- 
ing the  operation,  to  force  feeding,  stimulating  an 
artificial  appetite,  and  at  the  same  time  draining 
the  sluggish  lymphatics  by  a  daily  cathartic. 
These  patients  can  stand  one  movement  daily. 
Their  life  has  now  become  sedentary,  they  are  not 
exercising,  and  peristalsis  is  therefore  diminished. 
The  first  two  weeks  is  a  quasi  existence  after  all. 
There  is  no  real  appetite,  no  healthy  fatigue  to 
promote  sleep,  no  actual  desire,  as  a  rule,  for  a 
movement.  The  patient  is  living  unnaturally,  and 
to  that  extent  must  we  watch  all  the  functions. 
Small  doses  of  nux  vomica  and  a  combination  of 
cascara  and  rhubarb  and  soda,  three  times  daily 
after  meals,  will  meet  the  indications,  although 
individual  preference  will  elect  the  drugs  each 
surgeon  employs. 

In  absence  of  any  suppurating  wound  or  a  stormy 
convalescence  the  patient  should  be  out  of  bed  in 
two  weeks,  sitting  up  in  a  chair.  At  the  beginning 
of  the  third  week  the  patient  should  be  allowed  to 
walk.  And  yet.  as  in  other  lines  of  treatment, 
there  are  many  different  views  by  as  many  differ- 
ent authorities.  One  patient  is  kept  in  bed  a 
month  before  being  allowed  to  get  up,  another  is 
up  and  around  in  ten  days.  I  believe  it  is  not  a 
question  of  extremes  whether  the  fewest  or  the 
greatest  number  of  days.  It  is  a  question  of 
safety,  of  the  condition  of  the  wound,  the  patient, 
the  nature  of  the  operation,  and  the  condition  of 
one's  patient  prior  to  operation,  whether  that  of 
chronic  invalidism.  One  operator  may  say  his 
limit  is  ten  days,  but  I'll  guarantee  that  all  of  his 
cases  are  not  of  the  ten-day  type.  In  two  weeks, 
in  absence  of  anything  to  the  contrary,  a  scar 
should  be  firmly  enough  healed,  provided  the 
layer  method  of  suturing  has  been  employed,  to 
allow  the  patient  to  sit  up,  preferably  I  believe, 
with  a  firm  binder  applied.  A  scultelus  binder 
affords  a  more  even  pressure  and  secures  a  firmer 
hold  than  the  ordinary  plain  binder.  I  believe, 
however,  as  soon  as  a  patient  has  begun  to  sit 
up  and  walk  around,  that  it  is  time,  if  conditions 
permit,  to  discontinue  all  medicine  as  soon  as  we 
can.  Don't  encourage  the  habit.  It  only  pro- 
motes invalidism.  We  can,  however,  encourage 
the  practice  of  taking  plenty  of  water,  a  fact 
which  is  often  overlooked.  Most  of  our  patients, 
especially  women,  are  poor  water  drinkers,  and 
this  is  the  time  to  suggest  that  they  form  the  habit 
of  drinking  water.  I  usually  prescribe  water — 
five  glasses  daily — one  before  breakfast,  one  with 
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each  meal,  and  one  at  bedtime.  If  a  patient  is 
taking  medicine  the  time  of  water  drinking  is 
made  to  correspond  with  the  hour  of  medication. 

Finally,  the  patient  is  told  to  avoid  any  lifting 
or  straining.  All  patients  do  not  understand  that 
they  must  adopt  a  different  manner  of  living  than 
formerly.  It  is  the  ward  patient  who  needs  to  be 
cautioned.  A  woman  who  is  a  wage  earner  over 
a  washtub,  or  a  janitress,  ought  not  to  perform 
such  labor  within  eight  weeks  after  an  operation, 
certainly  not  without  a  binder ;  and  yet  these  pa- 
tients do  not  know  this  fact.  The  ward  patient 
needs  education  in  these  matters  and  just  as  much 
advice  as  our  private  patients.  It  is  either  a  ques- 
tion of  instructing  our  house  surgeons  to  impress 
these  points  on  the  patients  or  take  it  upon  our- 
selves. Every  surgeon  should  have  his  patient's 
welfare  at  heart,  no  matter  what  her  station  in  life, 
to  such  an  extent  that  the  patient  is  informed  re- 
garding the  possible  necessity  of  a  binder,  her 
freedom  or  prohibition  to  do  certain  household 
duties,  and  whether  medication  is  necessary  the 
few  weeks  succeeding  an  operation. 

I  believe  that  every  laparotomy  is  entitled  to 
just  as  much  care  and  consideration  after  an 
operation  as  during,  or  even  before. 

126  Joralemon  Street. 


COLLES'S  FRACTURE.* 
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Hospital. 

Colles's  fracture,  or  to  use  the  term  preferred 
by  some,  fracture  of  the  lower  end  of  the  radius, 
has  been  the  prolific  source  of  medical  debate  for 
nearly  a  century.  No  year  passes  by  that  some 
contribution  is  not  made  toward  its  elucidation. 
The  mechanical  factors  which  cause  it,  the  patho- 
logical conditions  present,  the  variety  of  splint 
which  best  meets  the  indications  are  the  oft  re- 
curring subjects  of  medical  controversy. 

Prior  to  Abraham  Colles's  investigations  in 
1 814  this  condition  was  treated  as  an  outward 
dislocation  of  the  wrist,  and  at  this  late  day  the 
same  mistake  has  not  been  entirely  eliminated 
from  surgical  practice. 

Dr.  Colles,  of  Dublin,  gave  an  accurate  de- 
scription of  the  lesion,  and  since  that  contribu- 
tion, fracture  of  the  lower  end  of  the  radius  has 
been  more  familiarly  known  as  Colles's  fracture. 

*Read  before  the  Brooklyn  Medical  Society  April  13,  1904. 


Valpean,  in  observing  the  deformity,  was  im- 
pressed with  its  similarity  to  a  silver  fork,  and 
it  -has  also  been  called  silver  fork  fracture. 

There  seems  to  be  no  good  reason  why  it 
should  not  retain  the  name  of  Colles,  for  while  it 
is  a  fracture  of  the  lower  end  of  the  radius,  it  is 
more — it  is  a  fracture  of  such  distinctive  charac- 
teristics that  it  is  worthy  of  a  distinctive  name. 
It  is  no  flight  of  fancy  to  observe  the  analogy 
between  a  Potts  and  a  Colles  fracture.  They 
both  have  in  common  a  characteristic  cause,  a 
characteristic  pathology,  a  characteristic  de- 
formity, and  a  characteristic  symptomatology. 
Potts's  fracture-  means  more  than  a  fracture  of 
the  lower  end  of  the  fibula,  and  Colles'  fracture 
means  more  than  fracture  of  the  lower  end  of 
the  radius. 

Colles's  fracture  is  one  of  the  commonest,  rank- 
ing next  in  frequency  to  fracture,  of  the  clavicle. 
Its  frequency  is  easily  accounted  for  when  we  re- 
call the  circumstances  under  which  a  Colles's 
fracture  is  sustained.  When  a  person  falls  it  is 
the  natural  thing  to  throw  the  hand  forward  for 
protection,  thus  the  hand  in  the  hyperextended 
position  receives  the  force  of  the  fall  and  the 
blow  is  transmitted  from  the  carpus  to  the  carpal 
end  of  the  radius  and  fracture  results. 

Without  elaborating  the  various  theories  as  to 
the  cause  of  this  lesion,  the  following  explana- 
tion seems  rational  and  sufficing,  and  its  correct- 
ness I  have  verified  by  experiments  on  the  ca- 
daver. 

1st.  There  is  a  weak  spot  in  the  radius  about 
three-quarters  of  an  inch  below  its  carpel  end 
at  a  point  where  the  compact  tissue  of  the  shaft 
joins  the  cancellous  tissue  of  the  head. 

2d.  If  we  look  at  the  mechanical  factors  pres- 
ent when  the  hand  is  hyperextended  (Fix.  1) 
we  see  the  carpus  attached  to  the  radius  by  the 
thick,  stout  anterior  ligament ;  the  apex  of  the 
carpus  pressing  against  the  articular  surface  of 
the  radius  as  a  fulcrum,  the  hand  acting  as  a 
lever.  When  force  is  applied  to  the  point  of 
rupture  the  hand,  the  ligament,  or  the  radius 
must  break ;  the  end  of  the  radius,  therefore,  is 
torn  off  at  the  weak  spot  before  mentioned,  be- 
cause of  the  cross  strain  imposed  at  this  point. 

A  fracture  of  the  radius  at  this  point  produced 
in  this  manner  produces  a  pathological  condition 
which  gives  us  five  well  marked  deformities. 

1.  Prominence  of  the  fragment  at  back  of 
wrist. 

2.  Hand  thrown  to  radial  side,  giving  appear- 
ance of  dislocation  of  wrist. 

3.  Promience  of  the  ulna. 


22 


BROOKLYN  MEDICAL  JOURNAL. 


January,  1905 


4.  Widening  of  the  wrist, 

5.  Shortening  of  the  radius. 

The  dorsal  prominence  at  the  wrist  is  caused 
by  the  fragment  of  the  radius  displaced  upward 
and  backward,  and  tilted  on  its  own  axis  (Fix. 
II.)  The  hand  and  wrist  follows  the  distal  frag- 
ment to  which  it  is  bound  by.  strong  ligaments, 
and  hence  the  appearance  of  an  outward  disloca- 
tion at  the  wrist.  As  the  lower  end  of  the  radius 
is  displaced  it  is  torn  away  from  the  ulna,  the 
fibro  cartilage  is  dislocated,  and  an  undue  prom- 
inence of  the  ulna  results,  this  also  cause  a  widen- 
ing of  the  wrist  as  the  radius  and  ulna  are  spread 
from  their  normal  position.  The  backward  dis- 
placement of  the  radial  fragment  causes  a  short- 
ening of  the  radius  and  is  shown  by  comparing 
the  normal  relation  of  the  radial  and  ulna  styloid 
with  the  same  in  a  Colles's  fracture  (Fig.  III.). 


Fig.  I. — Section  in  long  axis  of  radius  showing  action  of  radio- 
carpal ligaments  and  point  where  fracture  occurs. 
(.Stimson  Modified.  1 


In  the  normal  arm  the  radial  styloid  is  about 
one-half  inch  lower  than  the  ulna;  in  a  Colles's 
fracture  the  radial  styloid  is  pushed  upward  so 
that  the  tips  of  the  styloids  will  be  on  a  level,  or 
the  radial  may  even  be  on  a  higher  level  than  the 
ulna. 

One  other  peculiarity,  and  a  most  important 
one  to  keep  in  mind — the  absence  in  most  cases  of 
crepitus,  or  abnormal  mobility,  of  the  fractured 
fragment.  Many  surgeons  hold  that  impaction  is 
an  essential  feature  of  this  fracture.  I  do  not 
believe  that  true  impaction  occurs  as  a  rule  save 
in  elderly  people. 

What  I  have  demonstrated  on  the  cadaver  to 
be  true  is  this,  that  the  lower  fragment  is  locked 
or  entangled  in  the  upper  fragment  by  the  tooth- 
like  surfaces  of  bone  interlocking  and  the  con- 
tracting flexors  and  extensors  exert  their  force  in 
keeping  the  fragment  in  its  a!  normal  position. 

For  this  reason  it  is  difficult  to  dislodge  the 


fragment  without  great  force,  and  the  fragment 
is  seldom  satisfactorily  reduced  without  anesthe- 
sia to  paralyze  the  muscles. 

In  the  diagnosis  of  this  fracture  we  start  out 


Fig.  II.— Lateral  view>f  displaced  fragment  (after  Codman.) 


Fig.  III.— Showing  normal  relation  of  radial  and  ulna  styloids 
and  the  relation  after  Colles's  fracture. 


handicapped  by  the  absence  of  the  two  most  im- 
portant symptoms  of  all  fractures,  viz. :  crepitus 
and  abnormal  mobility.  The  diagnosis  must  be 
made  upon  a  deformity  of  the  wrist,  and  the  es- 
sentials of  this  deformity  form  the  symptom — 
complex  of  Colles's  fracture. 

The  symptom  complex  is  the  result  of  five 
pathological  factors : 

1.  Dorsal  prominence  over  radial  side  of  wrist. 

2.  Hand  abducted  to  radial  side. 

3.  Change  in  the  normal  relations  of  the  radial 
and  ulna  styloids. 

4.  Prominence  of  the  ulna. 

5.  Widening  of  the  wrist. 

And  we  may  add  that  in  65  per  cent,  of  cases 
the  ulna  styloid  is  torn  off. 
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In  making  a  diagnosis  of  Colles's  fracture  the 
normal  wrist  must  be  made  the  standard  of  com- 
parison. Find  the  normal  relations  of  the  radial 
and  ulna  styloids  (Fig.  III.),  measure  the  width 
of  the  normal  wrist.  Compare  the  two  wrists  in 
every  particular  and  demonstrate  the  symptom 
complex.  Finally,  the  X-ray  will  clear  up  the 
diagnosis  at  once,  and  demonstrate  the  bony  lesion 
beyond  doubt. 

TREATMENT  OF  COLLES'S  FRACTURRE. 

The  cure  of  a  Colles's  fracture  consists  in  its 
immediate  reduction.  If  the  fragment  be  accu- 
rately replaced  any  form  of  splint  will  give  a 
good  result,  if  not,  no  form  of  splint  will  make  the 
result  satisfactory.  In  short,  results  in  Colles's 
fracture  depend  entirely  upon  reduction  and  not 
upon  the  splint. 

This  is  clearly  demonstrated  when  true  impac- 
tion occurs  in  elderly  people.  A  good  result  can- 
not be  had  by  any  form  of  treatment  because  the 
fragment  cannot  be  replaced  in  its  normal  posi- 
tion. 

If,  then,  the  cure  depends  upon  the  reduction, 
let  me  first  call  attention  to  the  futility  of  certain 
procedures  commonly  resorted  to. 

Attempts  at  reduction  without  anesthesia  are 
unsatisfactory,  unreliable,  and  usually  futile. 
Consider  of  what  use  pulling  upon  the  hand  is 
in  dislodging  the  fragment.  The  most  that  can 
be  accomplished  is  a  slight  give  in  the  firm  carpal 
ligaments,  a  slight  separation  of  the  carpal  bones, 
after  this  the  flexor  and  extensors  begin  to  resist 
and  oppose  further  traction. 

The  ligaments  may  be  stretched  but  the  frag- 
ment remains  stationary. 

The  prime  requisite,  therefore,  in  the  treat- 
ment of  this  fracture  is  complete  anesthesia,  or 
enough  to  relax  the  tension  of  the  muscles  which 
oppose  traction.  A  fragment  which  seems  im- 
movable may  become  movable  under  anesthesia. 
The  patient  being  anesthetized,  any  manipulation 
which  will  bring  the  fragment  to  its  normal  posi- 
tion is  a  proper  procedure.  I  believe,  however, 
that  there  is  a  definite  rule  of  procedure  which 
will  best  accomplish  our  purpose. 

While  there  are  many  ways,  there  is  a  best 
way,  and  the  proof  of  this  I  have  demonstrated 
upon  the  cadaver  and  in  a  few  recent  cases  in 
which  I  have  proven  its  efficacy. 

I  am  indebted  to  Griffiths  for  suggesting  tract- 
tion  of  the  hand  in  the  flexed  position.  This  I 
believe  can  further  be  improved  by  supinating  the 
hand  and  bending  the  forearm  at  a  right  angle 
to  relax  the  supinator  longus  muscle  attached  to 
the  displaced  fragment. 


The  procedure  recommended  is  to  effect  re- 
duction by  placing  the  hand  in  the  opposite  po- 
sition to  that  in  which  the  injury  was  sustained. 

At  the  time  of  injury  the  hand  is  hyperextend- 
ed  and  pronated.  By  supinating  and  flexing  the 
hand  I  believe  that  reduction  can  most  easily  be 
accomplished.  With  the  patient  completely 
anesthetized  the  forearm  is  brought  to  a  right 
angle  with  arm  and  supinated.  Traction  is  made 
upon  the  hand  in  the  flexed  position  and  counter 
pressure  is  made  upon  the  upper  fragment.  (Fig. 
IV.) 


Fig.  IV. — Correct  position  of  hand  and  forearm  in  reducing 
Colles's  fracture. 

Reasons  for  this  manipulation : 

1.  Complete  anesthesia  usually  unlocks  the 
fragment. 

2.  The  forearm  is  brought  to  a  right  angle  and 
supinated  to  relax  the  supinator  longus  muscle 
attached  to  the  displaced  fragment. 

3.  Traction  is  made  upon  the  hand  in  the  flexed 
position  because  the  strong  anterior  ligament 
which  binds  the  displaced  fragment  to  the  carpus 
will  thus  directly  pull  the  fragment  into  its  nor 
mal  position. 

The  value  of  the  strong  anterior  ligament  con- 
necting fragment  and  carpus  has  not  been  suffi- 
ciently emphasized.    It  is  of  immense  importance 
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in  pulling  the  fragment  into  position  if  traction 
be  made  upon  the  hand  flexed. 

After  reduction  there  is  little  to  be  said  about 
choice  of  splint.  Any  splint  which  will  keep  the 
fragment  immobilized  in  position  is-  the  one  to 
use.  One  point,  however,  of  importance  ought  to 
be  observed,  whatever  splint  be  used,  viz.,  placing 
the  arm  in  a  sling,  with  the  weight  of  arm  resting 
upon  the  ulna,  the  hand  outside  the  sling  and 
pointing  downward.  This  position  will  tend  to 
correct  the  widening  of  the  wrist  and  the  promi- 
nence of  the  ulna. 

An  entire  paper  could  profitably  be  devoted 
to  the  discussion  of  the  results  following  Colles' 
fracture.  In  the  treatment  of  these  cases  it  is 
well  to  realize  that  under  the  best  treatment  per- 
fect results  cannot  always  be  expected.  There 
is  often  permanent  damage  which  no  reduction 
can  repair.  Where  there  is  true  impaction,  or 
loss  of  bony  substance,  there  is  bound  to  be  re- 
sultant deformity.  Where  there  is  rupture  of 
the  triangular  fibro  cartilage,  there  is  apt  to  be 
permanent  widening  of  the  wrist  with  undue 
prominence  of  the  ulna.  Stiffening  of  the  fingers 
can  be  overcome  by  early  mobilization  and  the 
prevention  of  adhesions  in  the  tendon  sheaths. 

The  movements  of  pronation  and  supination 
are  recovered  slowly  because  of  involvement  of 
the  radio-ulnar  joint.  Several  months  will  elapse 
before  these  movements  will  have  reached  their 
normal  range. 

With  these  facts  before  us,  it  is  the  duty  of 
every  surgeon  to  protect  himself  by  making  a 
frank  statement  to  his  patient  that  under  the  best 
treatment  some  deformity  may  result,  and  that 
no  one  can  guarantee  a  perfect  restituto  ad  intc- 
gum. 

VALUE  OF  THE  X-RAY  IN  THIS  FRACTURE. 

In  the  field  of  fractures  there  is  not  another 
where  the  X-ray  is  of  more  value  than  in  the 
treatment  of  Colles'  fracture.  It  is  valuable  in 
making  an  exact  diagnosis — a  correct  prognosis, 
and  to  observe  the  reposition  and  retention  of 
the  fragment  under  the  splint.  Yet  there  is  a 
singular  indifference  of  the  profession  to  its  use 
at  the  right  time.  The  X-ray  is  usually  called 
upon  to  find  out  why,  after  four  or  five  weeks  in 
a  splint,  the  patient  has  a  resultant  deformity. 
Too  late !  The  X-ray  at  that  time  is  of  use  only 
to  satisfy  curiosity.  The  diagnosis  should  be 
confirmed  by  X-ray  and  a  photograph  of  the 
lesion  made.  This  makes  the  diagnosis  exact, 
and  secures  valuable  evidence  for  the  surgeon's 
protection. 

Quite  as  important  as  the  diagnosis  it  gives 


us  a  basis  for  prognosis,  and  we  can  then  prepare 
the  patient  for  results  which  may  reasonably  be 
expected.  If  during  the  first  week  two  or 
three  X-ray  exposures  can  be  made,  it  will  enable 
us  to  observe  if  the  fragment  remains  in  position 
and  to  make  such  readjustments  of  retention  ap- 
paratus as  may  be  indicated. 

Finally,  our  results  in  Colles'  fracture  will  im- 
prove if  we  realize  that  the  worst  deformities  are 
those  following  inadequate,  which  is  as  bad  as 
no  treatment.  That  nothing  short  of  reduction 
under  anesthesia  is  adequate  or  satisfactory. 

That  the  X-ray  is  an  important  adjunct  for  • 
protection  of  patient  and  surgeon. 

That  in  this  fracture  prognosis  is  as  important 
as  diagnosis. 


THE  CLINICAL  SIGNIFICANCE  OF 'TUBE  CASTS  IN 
THE  URINE. 


BY  THOMAS  C.  CRAIG,  M.D. 

The  subject  of  the  clinical  significance  of  tube 
casts  in  the  urine  is  one  which  to  every  physician 
is  very  important.  Ever  since  the  discovery  of 
Dr.  Bright,  pathologists  have  been  endeavoring 
to  harmonize  the  clinical  aspects  of  the  urine  with 
that  of  the  kidney  lesion.  Tube  casts  have  not.  in- 
aptly been  named  "the  messengers  from  the 
kidneys."  Certain  it  is  that  we  ought  to  be  able 
to  recognize  some  of  the  kidney  lesions  by  the 
evidence  given  by  an  examination  of  the  urine. 

The  kidneys  are  compound  tubular  glands  and 
their  function  is  to  remove  from  the  blood  debris 
that  is  no  longer  of  any  use  to  the  economy,  or 
that  may  be  poisonous  to  the  tissues  if  retained 
and  allowed  to  accumulate.  It  is  not  my  inten- 
tion, nor  have  I  the  time,  to  enter  into  the  an- 
atomy or  physiology  of  the  kidney.  It  has  been 
abundantly  proven  that  the  kidneys  do  remove 
much  poisonous  material  from  the  blood,  and  you 
are  perhaps  familiar  with  the  experiments  of 
Bouchard  in  this  direction,  who  states  that  the 
urine  contains  seven  toxic  substances ;  two  of 
these  are  endowed  with  the  property  of  causing 
convulsions,  another  causes  contraction  of  the 
pupil,  another  reduces  heat,  another  is  sialoge- 
nous  in  its  effects,  another  is  narcotic,  and  an- 
other one  is  diuretic,  and  this  last  substance  is 
probably  urea.  Urea  is  toxic  only  in  very  large 
doses,  hence  we  are  led  to  believe  that  the  inju- 
rious effects  are  produced  by  the  substances  other 
than  urea.  Drs.  Hughes  and  Carter,  in  a  series 
of  experiments,  some  years  ago,  showed  that  it 
was  not  the  non-elimination  of  the  urea  that 
caused  diseases,  but  that  there  was  an  accom- 
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panying  poison  which  was  retained  in  the  blood 
and  thus  produced  the  disease. 

These  organs  thus  being  the  great  strainers 
of  the  blood,  allow  to  percolate  out  many  things 
poisonous  and  non-poisonous. 

This  is  well  exemplified  in  many  of  the  con- 
tinued and  eruptive  fevers  and  in  many  of  the  dis- 
eases in  which  a  virulent  toxin  is  formed,  for  we 
often  find  in  these  diseases  that  the  excremen- 
titious  material  is  of  such  a  character  as  to  irri- 
tate the  delicate  renal  tissues  to  the  extent  of 
causing  an  albuminuria  and  in  some  cases  a 
chronic  inflammation  with  the  result  of  our  find- 
ing tube  casts  in  the  urine. 

The  toxines  from  the  infectious  diseases  or 
the  iritating  materials  resulting  from  a  faulty 
metabolism  in  the  digestive  process  or  the  con- 
stant presence  in  the  vascular  system  of  foreign 
substances,  if  continued  for  too  long  a  time,  will 
surely  set  up  a  congestion  which  in  its  turn  may 
lead  to  chronic  structural  changes  in  the  vascular 
and  renal  systems. 

The  dividing  line  between'  the  acute  process 
and  the  chronic  condition  is  never  sharply  drawn. 
We  cannot  tell  where  one  ends  and  the  other 
begins.  The  whole  thing  resolves  itself  into  a 
question  of  time,  but  it  is  often  difficult  to  tell 
when  an  irreparable  damage  has  been  done.  It 
is  only  by  constant  and  repeated  investigation  of 
the  case  that  we  are  finally  able  to  observe  the 
albumin  and  casts  to  disappear  in  these  cases,  the 
hypertrophy  of  the  heart  to  subside,  and  the  in- 
creased arterial  tension  give  way  to  normal  ten- 
sion. Some  writers  on  renal  pathology  claim  that 
the  primary  lesion,  in  cases  of  nephritis,  is  the 
glomerula  and  that  the  tubular  portion  of  the 
kidney  is  secondarily  involved.  Hence,  it  is  in 
these  cases  that  we  almost  invariably  have  an 
albuminaria  as  the  first  renal  symptom,  but  as 
soon  as  the  disease  has  advanced  far  enough  to 
affect  the  tubular  structures  we  have  the  cast 
formation. 

It  is  but  reasonable  to  suppose  that  substances 
so  foreign  to  normal  tissue  would  cause  changes 
in  them  and  thus  it  is  that  we  have  renal  disease 
established. 

Writers  of  the  past  and  of  the  present  are 
not  yet  agreed  as  to  what  is  the  exact  material 
which  enters  into  the  formation  of  urinary  tube 
casts. 

"Three  chief  views  have  been  held  as  to  their 
nature  and  mode  of  production : 

"First,  that  they  are  the  result  of  disintegra- 
tion of  the  epithelium  of  the  renal  tubules,  the  re- 
sulting products  becoming  packed  into  moulds  by 


the  pressure  of  the  urine,  until  at  length  they  slip 
through  the  smaller  convoluted  into  the  large 
straight  tubes  and  appear  in  the  urinary  sediment. 

"Second,  that  they  consist  of  a  secretion  of  the 
morbidly  irritated  epithelium  lining  the  renal 
tubules,  which  become  caked  into  moulds  and 
are  washed  down  with  the  urine. 

"Third,  that  they  consist  of  coagulable  ele- 
ments of  the  blood  which  gain  access  to  the  renal 
tubules  through  pathological  lesions  of  the  latter, 
and  that  any  free  or  partly  detached  products 
of  the  tubules  become  entangled  in  this  coagulable 
product,  assisting  to  form  the  moulds  of  the 
tubules,  which  subsequently  appear  in  the  urine 
as  casts."  (Purdy.) 

This  last  view  is  the  one  most  generally  ac- 
cepted, at  least,  it  will  serve  to  explain  the  forma- 
tion of  the  more  common  casts. 

Whatever  view  or  theory  we  accept,  the  main 
point  is,  whether  the  condition  of  the  kidneys  is 
such  as  to  be  permanently  injured,  or  whether 
they  are  such  as  to  regain  their  normal  structure : 
the  one  great  cardinal  point  to  the  patient  and 
physician  is  to  find  out  the  trouble  and  cure  the 
disease. 

One  is  often  asked  the  question,  are  tube  casts 
always  indicative  of  kidney  disease?  I  can  only 
give  you  my  own  individual  opinion  on  this  point 
by  saying  that  it  depends  on  the  character  of  the 
cast  found  and  its  permanency  in  the  urine. 
Formerly  we  were  taught'  that  the  simple  finding 
of  an  innocent  looking  hyaline  cast  was  an  in- 
fallible sign  of  Bright's  disease ;  but  we  know,  at 
present,  that  this  is  not  so  unless  accompanied  by 
other  confirmatory  symptoms.  Hyaline  casts  are 
frequently  found  in  the  urine  of  healthy  persons, 
but  this  presence  can  generally  be  explained  by 
error  in  diet  or  drink  or  exercise.  Under  these 
conditions  they  soon  disappear.  Then,  again, 
we  know  that  hyaline  casts  are  found  in  the 
majority  of  cases  of  persons  over  fifty  years  of 
age  who  lead  a  strenuous  life ;  and  quite  fre- 
quently in  the  urine  of  persons  much  younger 
who  pursue  an  occupation  demanding  extreme 
muscular  and  mental  fatigue. 

Then,  again,  we  must  not  forget  that  hyaline 
casts  are  extremely  common  in  senile  degenera- 
tion of  the  kidneys  in  persons  over  sixty  years 
of  age ;  yet  in  many  of  the  above  mentioned  cases 
there  is  no  trace  of  albumin  present,  and  no  sign 
of  disease  evident  and  the  person  lives  on  to  ad- 
vanced age. 

DIFFERENT  KINDS  OF  CASTS. 

Casts  are  classified  according  to  their  com- 
position and  size.    A  simple  division  is  as  fol- 
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lows :  The  hyaline  cast,  the  waxy  cast,  the  fatty 
cast,  the  blood  cast,  the  epithelial  cast,  the  leuco- 
cyte cast,  the  bacterial  cast,  the  crystalline  cast  or 
that  composed  of  crystals  which  have  arranged 
themselves  in  a  cast-like  shape,  and  the  mucus 
cast  or  cylindroid.  Their  mode  of  formation  is 
as  follows :  When  the  material  composing  them  is 
exuded  into  the  kidney  tubules  it  solidifies  and 
then  contracts  and  is  washed  down  by  the  urine. 
If  the  formation  has  taken  place  in  a  narrow 
part  of  the  tubule,  we  have  the  small  hyaline  cast ; 
if  the  epithelium  of  the  tube  is  loosened,  this  may 
adhere  to  the  cast  and  will  then  form  an  epithelial 
cast ;  if  the  epithelial  lining  of  the  tube  has  al- 
ready been  detached,  we  will  then  have  a  medium 
sized  or  large  hyaline  cast,  being  the  diameter 
of  the  original  size  of  the  tubule  plus  twice  the 
thickness  of  the  epithelium.  If  there  were  blood 
corpuscles  present  and  they  adhered  to  the 
cast,  or  if  the  blood  was  in  sufficient  quantity 
to  fill  the  tubule  and  thus  form  a  mold,  then  we 
will  have  a  blood  cast.  If  leucocytes  are  present 
and  adhere  to  the  cast,  we  have  a  leucocyte  cast ; 
and  in  the  same  way  may  have  a  bacterial  cast 
formed.  When  the  material  is  quite  solid  in  ap- 
pearance and  resembles  molten  wax,  we  have  a 
waxy  cast  formed.  Sometimes  crystals  aggre- 
gate into  cast-like  bodies. 

When  the  tubules  contain  disintegrated  epithe- 
lium or  disintegrated  blood  cells  and  this  material 
becomes  incorporated  in  the  cast,  we  have  formed 
the  granular  cast ;  and  thus  it  happens  that  we 
have  the  slightly  granular,  the  moderately  granu- 
lar and  the  highly  or  darkly  granular  cast. 

Any  of  these  casts  may  also  be  stained  by  the 
presence  of  bile  or  blood  pigment. 

We  frequently  find  mucus  casts  or  cylindroidsin 
the  urine.  They  are  mucus  molds  of  the  urinifer- 
ous  tubules  and  differ  from  true  casts  by  their 
great  length,  unequal  diameter  and  fibrillated 
appearance.  Occasionally  they  have  adhering  to 
them  granular  debris,  such  as  urates  or  phos- 
phates. We  find  them  in  highly  acid  conditions 
of  the  urine  and  generally  when  the  specific  grav- 
ity is  high  ;  and  also  in  cases  of  irritation  of  the 
bladder,  where  the  process  has  extended  along 
the  ureters  to  the  kidneys  and  also  in  passive 
renal  congestion. 

Casts  are  produced  by  irritation  and  by  inflam- 
mation of  both  a  high  and  low  grade  intensity. 
Anything  which  will  bring  these  things  about 
will  produce  casts  in  the  urine.  Thus  a  highly 
acid  condition  of  the  urine  with  concentration, 
the  toxins  of  bacterial  origin,  the  poison  of 
syphilis,  the  ingestion  of  alcohol,  lead,  phosphor- 


ous, cantharides,  turpentine  and  many  other  sub- 
stances, will  produce  casts  in  the  urine,  and  it  has 
been  said  that  the  modern  use  of  the  coal  tar 
products  are  largely  responsible  for  many  cases 
of  renal  derangement,  and  the  subsequent  ap- 
pearance of  urinary  tube  casts. 

Casts  in  the  urine  show  that  inflammatory 
changes  are  going  on  in  the  kidney  structure  and 
it  is  according  to  the  length  of  time  these  inflam- 
matory changes  continue  that  the  resulting  con- 
dition of  the  kidney  will  be. 

In  many  of  these  conditions  the  brunt  of  these 
inflammatory  changes  does  not  cease  with  the 
kidneys,  but  is  made  manifest  in  many  tissues 
of  the  body,  principally  in  the  arterial  system  and 
in  the  increased  growth  of  connective  tissues  in 
the  intercellular  spaces  ;  thus  giving  rise  to  cir- 
rhotic conditions  and  arterio-sclerosis. 

Nature  always  tries  to  protect  herself,  and 
when  she  becomes  conscious  that  these  irritating, 
poisonous  materials  are  circulating  in  the  blood 
and  there  being  brought  into  contact  with  the 
delicate  endothelial  lining  of  the  blood  vessels, 
and  also  into  contact  with  the  highly  delicate  and 
sensitive  epithelial  lining  of  the  uriniferous  in- 
bules,  she  begins  to  safeguard  herself  by  increas- 
ing the  thickness  of  these  epithelial  cells  and  in- 
creasing the  amount  of  the  connective  tissue 
stroma  and  thus  tries  to  barricade  herself  against 
a  substance  that  is  repellent  to  her.  Under  these 
varying  conditions  of  low  grade  and  active  in- 
flammatory processes,  we  find  the  kidneys  under- 
going certain  and  well  known  changes,  and  in 
these  changes  certain  modifications  take  place  in 
the  cell  structure  and  accompanying  this  we  have 
the  urinary  tube  casts  formed. 

The  following  are  the  diseases  in  which  renal 
casts"  are  commonly  found  in  the  urine : 

Simple  pyrexia. 

Acute  and  passive  renal  hyperaemia. 

Acute  parenchymatous  nephritis. 

Chronic  parenchymatous  nephritis. 

Chronic  interstitial  nephritis. 

Suppurative  interstitial  nephritis,  or  as  it  is 
commonly  called,  surgical  kidney. 

Amyloid  degeneration  of  the  kidneys. 
Cystic  disease  of  the  kidneys. 

Renal  tuberculosis. 

Renal  cancer. 

Renal  calculus. 

Renal  embolism. 

Uremia. 

Diseases  accompanied  by  a  pyrexial  condition, 
such  as : 

Typhoid  fever. 
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Diphtheria. 
Scarlet  fever. 
Typhus  fever. 
Cholera. 
Yellow  fever. 
Small  pox. 
Pneumonia. 

Pulmonary  tuberculosis. 

Rheumatism. 

Acute  and  chronic  gout. 

Erysipelas. 

Tonsillitis. 

Haemaglobinuria. 

We  must  not  lose  sight  of  the  fact  that  some 
form  of  nephritis  may  succeed  renal  congestion  in 
any  of  these  diseases.  Thus,  pneumonia  is  fre- 
quently complicated  by  a  nephritis,  and  the 
prognosis  is  then  very  grave ;  45  to  50  per 
centum  of  the  cases  proving  fatal.  In  some 
cases  of  pneumonia  this  renal  complication  sets  in, 
and  then  there  is  a  retention  of  the  pneumotoxm 
in  the  blood,  and  as  a  consequence  a  hyperpy- 
rexial  state  ensues. 

The  urine  should  always  be  seduously  watched 
in  this  disease  for  this  complication.  Amyloid 
degeneration  of  the  kidneys  is  more  or  less  com- 
mon in  cases  of  chronic  pulmonary  tuberculosis. 

In  pregnancy  a  renal  congestion  may  go  on  to 
a  nephritis. 

Scarlet  fever  is  generally  accompanied  by  renal 
changes,  and  these  may  vary  with  the  severity  of 
the  case,  the  toxin  in  some  cases  being  more 
irritating  than  in  others. 

Simple  as  it  may  seem,  dietetic  errors  often 
give  rise  to  renal  tube  casts,  and  these  in  propor- 
tion to  the  kind  of  food  taken  and  the  duration  of 
such  error.  Indeed,  I  think  it  is  an  accepted  fact 
that  more  cases  of  chronic  interstitial  nephritis 
are  due  to  dietetic  errors  than  to  any  other  cause. 
Foods  that  are  rich  in  the  purin  bases  or  nuclein 
and  nucleic  acid,  which  go  to  form  uric  acid,  are 
particularly  apt  to  give  rise  to  disturbances  which 
compel  a  constant  renal  congestion,  and  which,  if 
continued  long  enough,  ends  in  a  chronic  inflam- 
matory condition  which  oftentimes  is  permanent. 
These  conditions  are  most  always  accompanied 
by  the  presence  of  renal  casts  in  the  urine. 

As  a  working  basis  we  conveniently  divide  casts 
into  groups ;  as,  the  cylindroids,  the  hyaline  casts, 
the  granular  casts,  the  epithelial  and  blood  casts, 
the  waxy  casts,  the  leucocyte  and  bacterial  casts. 
The  mucous  cylindroids  are  always  the  first  to 
appear  in  cases  of  irritation  and  passive  conges- 
tion of  the  renal  tissues,  and  are  generally  re- 
garded as  showing  only  a  temporary  cause.  They 


are  often  spoken  of  as  false  casts  in  contradis- 
tinction to  the  true  casts. 

The  hyaline  casts  are  always  the  first  true  casts 
to  appear  in  any  disease,  for  they  are  the  indi- 
cators of  commencing  irritation  or  congestion  of 
the  renal  tubules.  With  this  beginning  conges- 
tion we  find  the  small  clear  hyaline  cast;  and  as 
the  disease  progresses  we  find  these  casts,  in 
some  cases,  early  beginning  to  be  slightly  granu- 
lar or  simply  granular  in  one  portion  of  their 
extent. 

This  granular  material  is  not  broken  down 
renal  tubule  cells,  for  in  these  cases  the  tubules 
have  not  exfoliated  their  epithelial  linings,  and 
moreover  we  never  find  any  epithelial  casts  pres- 
ent, besides  this  the  size  of  the  casts  indicate  a 
small  mould  for  their  formation. 

I  think  that  the  granularity  must  be  due  to 
some  deposition  of  the  more  insoluble  urinary 
sabs  on  them,  such  as  urates  produced  by  falling 
out  of  solution  in  highly  acid  conditions  of  the 
urine,  and  thus  being  in  position  to  readily  attach 
themselves  to  the  soft,  easily  impressionable  small 
hyaline  cast.  It  is  more  than  probable  that  this 
takes  place  after  the  urine  leaves  the  kidneys, 
possibly  it  takes  place  in  the  pelvis  of  the  kidney 
or  in  the  ureter  or  in  the  bladder.  It  is  not  at  all 
uncommon  to  find  these  small  slightly  granular 
hyaline  casts  disappear  entirely  from  the  urine  in 
the  course  of  a  few  days  or  weeks.  They  would 
therefore  represent  a  temporary  condition  of  de- 
rangement. 

When  we  come  to  inquire  into  the  presence  of 
the  medium-sized  hyaline  casts  the  case  is  very 
similar  to  the  one  which  produced  the  small  hya- 
line cast.  The  renal  tubes  differ  in  their  cali- 
bre in  different  parts  of  their  course,  and  thus  we 
have  explained  to  us  why  we  have  a  medium- 
sized  hyaline  cast,  and  when  it  is  granular  or 
partly  so  we  account  for  it  as  we  did  in  the  case 
of  the  small  hyaline  cast.  With  the  presence  of 
the  large  hyaline  cast  the  case  is  different,  their 
presence  is  much  more  significant.  The  large 
hyaline  cast  is  formed  in  the  tubule  only  after 
the  epithelium  lining  them  has  disappeared.  This 
exfoliation  may  take  place  by  the  epithelium  itself 
becoming  detached  and  being  washed  away  by 
the  urine,  or  as  was  previously  explained,  a  hya- 
line cast  may  form  and  the  cells  become  attached 
to  it,  or  the  cells  may  undergo  a  granular  degen- 
eration in  situ  and  thus  enter  into  the  formation 
of  the  cast,  thus  producing  a  granular  cast.  In 
either  case  the  renal  tubule  is  stripped  of  its 
epithelium,  and  we  thus  have  a  large  tube  for  the 
subsequent  formation  of  large  hyaline  or  waxy 
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casts.  It  is  thus  seen  that  the  presence  of  a  large 
hyaline  cast  or  a  large  granular  cast,  in  the  urine, 
is  of  much  more  importance  than  the  presence  of 
the  small  or  medium-sized  ones  were.  In  like 
manner  the  presence  of  a  waxy  cast  or  an  epithe- 
lial cast  becomes  more  important.  Blood  casts 
represent  an  acute  process,  or  an  acute  process 
engrafted  on  a  chronic  condition.  Whenever  the 
heart  is  strongly  forcing  the  blood  into  the  renal 
capillaries,  and  a  condition  exists  which  impedes 
the  readyoutflow  of  the  blood  into  the  renal  veins, 
we  are  liable  to  have  a  rupture  of  some  of  these 
capillaries,  and  as  a  consequence  a  renal  hemor- 
rhage. A  hemorrhage  may  also  take  place  when 
the  kidney  is  invaded  by  a  malignant  growth, 
which  breaks  down  or  undergoes  an  ulceration. 
Before  the  hemorrhage  actually  takes  place  we 
have  the  appearance  of  blood  discs  in  the  urine. 
These  sometimes  become  attached  to  hyaline 
casts,  in  a  like  manner  to  the  epithelial  cells,  and 
thus  is  produced  the  hyaline  blood  cast.  The 
hemorrhage  is  sometimes  so  severe  that  the  blood 
discs  themselves  form  solid  moulds  of  the  renal 
tubules.  Blood  casts  are  thus  indicative  of  renal 
hemorrhage. 

In  cases  of  suppurative  kidney  disease  hyaline 
casts  mav  have  embedded  in  them  or  attached  to 
tbem  numerous  leucocytes  and  thus  give  evidence 
of  a  suppurative  process  in  the  renal  tissues.  As 
was  previously  mentioned,  bacteria  sometimes  are 
found  held  together  in  cast-like  forms,  and  their 
presence  in  the  urine  is  regarded  as  giving  evi- 
dence of  septic  suppuration  of  the  kidnev  tissue, 
such  as  embolic  abscess.  Tt  is  important  not  to 
confound  the  true  bacterial  cast  with  the  loose 
agglutination  of  bacteria  that  is  sometimes  seen 
in  decomposing-  urine. 

When  an  epithelial  cast  remains  in  the  tubule 
for  some  time  it  occasionally  undergoes  fattv  de- 
eeneration.  and  we  then  have  a  fattv  cast  result. 
These  casts  are  generally  present  in  old  standing 
cases  of  cbronic  parenchymatous  nephritis,  and 
are  looked  upon  as  showing  a  chronic  inflamma- 
tory condition — the  large  white  kidney. 
(To  be  continued.} 


SURGICAL  ANESTHESIA  IN  CHILDHOOD. 


A.  F.  F.RPMANN,  M.P., 
lecturer  on  Anesthesia  at  the  T.onp  Island  College  Hospital . 

Fortunately  few  children  succumb  to  an  anes- 
thetic. There  are  no  special  statistics  subsequent 
to  tRq^.  the  year  of  the  Lnncef  report;  if  such 
were  obtainable,  T  would  expect  that  the  percent- 
age of  fatal  cases  reported  since  that  year — 45 


patients  under  15  years  among  600  of  all  ages — 
would  be  greatly  lessened.  Speaking  generally, 
the  child  bears  an  anesthetic  better  than  the  adult. 
A  representative  report  is  that  of  the  St.  Mary's 
Free  Hospital  for  Children  (New  York),  whose 
record  is  that  in  thirty-five  years  there  have  been 
no  deaths  on  the  table.  If  all  reports  were  like 
that,  the  anesthetist  would  feel  easy  about  every 
narcosis  in  childhood.  Unfortunately,  we  each 
of  us  privately  know  of  too  many  fatalities.  The 
child  is  safe  if  the  anesthetic  is  carefully  given — 
safer  than  most  adults,  for  it  has  not  yet  over- 
drawn its  health  account,  as  so  many  adults  have 
done ;  nor  is  it  dealt  with  so  carelessly  as  many 
adults  are.  I  find  that  most  anesthetists  have 
an  instinctive  solicitude  for  the  safety  of  a  child 
and  are  most  cautious  when  one  is  under  their 
care.  In  addition  to  this,  few  of  the  major  and 
severest  operations  are  necessary  in  the  earlier 
years  of  life.  So  the  comparative  immunity  of 
children  can  be  accounted  for  without  giving  the 
child  great  consideration.  On  the  other  hand, 
certain  facts  are  well  known,  and  if  negligently 
regarded  or  entirely  lost  sight  of,  will  rise  up 
in  the  judgment  of  many  unreported  cases.  Any 
narcosis  is  a  serious  attack  upon  a  child's  vitality. 
To  prolong  it  by  unnecessary  delay,  either  by  fail- 
ing to  complete  important  details  of  the  operation 
before  the  anesthetic  is  begun,  or  by  unreasonable 
slowness  on  the  part  of  the  operator,  is  a  crime 
against  the  little  patient.  It  is  no  less  necessary 
to  husband  the  child's  body-heat  by  avoiding 
exposure  to  a  low  temperature  either  in  the  room 
itself  or  from  a  cold  table  or  covering;  and  espe- 
cially should  an  anesthetist  be  careful  if  the  pa- 
tient has  lost  a  large  amount  of  blood. 

Childhood  ends  with  puberty.  Children's  hos- 
pitals usually  consider  this  period  to  be  at  four- 
teen years.  I  have  noticed  that  within  this  age- 
limit  there  are  three  well  defined  sub-periods 
I.  From  the  time  of  the  beginning  of  sentiency 
through  the  period  of  the  first  dentition.  2.  The 
interval  between  that  and  the  beginning  of  the 
second  dentition,  during  which  there  is  the  de- 
velopment of  intellection.  3.  The  transition 
period,  from  about  six  to  fourteen,  during  which 
time  the  bodv  is  assuming  more  definitely  the 
characteristics  of  the  preadolescent  stage.  For 
the  purpose  of  mv  paper,  I  am  led  to  define  yet 
a  fourth,  the  earliest  period,  that  of  the  foetal 
life.  To  consider  the  peculiarities  of  each  of 
these  stages  of  the  child's  development  requires 
more  time  than  is  at  our  disposal  this  evening. 
Tt  will  have  to  suffice  that  mention  is  made  only 
of  those  features  which  have  an  immediate  bear- 
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ing  upon  the  subject  under  consideration.  So  I 
endeavor  to  frame  a  reply  to  this  question.  In 
what  particulars  does  a  child  differ  from  an  adult 
that  it  should  be  treated  in  a  manner  peculiar  to 
itself  when  subjected  to  a  general,  an  inhalation 
anesthetic  ? 

During  its  intra-uterine  existence,  the  child  is 
affected  by  changes  in  the  maternal  organism 
through  the  intimate  relations  of  their  blood.  It 
is  certainly  conceivable  that  an  anesthetic  agent 
which  will  penetrate  to  and  affect  the  protoplasm 
of  a  cell  of  the  brain  is  equally  able  to  pass  into 
the  blood  of  the  placenta ;  and  that  it  does  so  is 
seen  in  the  report  of  a  case  of  fatal  foetal  nar- 
cosis occurring  in  the  course  of  a  protracted 
delivery  during  which  the  mother  was  given 
forty-eight  ounces  of  chloroform.  Perhaps  many 
another  still-born  baby  died  in  the  same  way,  and 
it  is  an  open  question  whether  many  a  child  who 
was  said  to  have  been  squeezed  to  death  by  a 
forceps  was  not  quite  as  much  poisoned  by  the 
anesthetic.  The  safe  way  is  to  use  only  as  little 
chloroform  as  possible.  Ether  is  not  so  safe  for 
the  foetus  because  so  much  more  of  it  is  taken  up 
by  the  maternal  blood  and  by  just  so  much  more 
lessens  its  oxygen  carrying  power. 

Up  to  the  first  two  or  three  months  after  birth 
the  infant  retains  many  of  the  characteristics  of 
its  fcetal  condition  with  respect  to  a  narcosis.  Cu- 
taneous sensibility  to  pain  is  slight  and  sentiency 
is  barely  perceptible.  At  this  time  usually  no 
anesthetic  is  required  for  the  few  if  for  any  sur- 
gical interferences  which  may  be  necessary.  I 
find  that  Benno  Midler  (Hamburg)  takes  the 
same  view  in  his  Handbuch-Narkologie — "Es  ist 
sogar  im  algemeinen  Branch,  ein  Kind  unter  1 
Jahr  nich  zu  narkotisieren." 

At  the  Babies'  Hospital  (New  York)  it  is  a 
rare  case  which  requires  an  anesthetic.  Circum- 
cisions are  usually  done  without  it.  Dr.  Satter- 
white,  the  anesthetist  at  the  Hospital  for  Rup- 
tured and  Crippled  (New  York)  once  anesthe- 
tized a  child  only  a  few  days  of  age  whose  ab- 
dominal wall  had  to  be  sewed  together  to  cover 
a  bad  condition  of  eventration.  Even  then  he 
gave  only  a  whiff  and  felt,  he  says,  that  even  so 
little  was  hardly  necessary. 

At  the  New  York  Foundling  Asylum  it  is  quite 
the  rule  to  give  ether  for  every  operation,  re- 
gardless of  age.  It  is  not  because  the  necrosis  is 
dangerous  to  the  child,  but  because  what  little 
has  to  be  done  can  usually  be  done  without. 

Tt  is  when  the  infant  has  begun  to  find  itself 
and  to  have  pronounced  likes  and  dislikes  that 
the  question  of  a  general  anesthetic  must  first  be 


seriously  considered.  Three  peculiarities  of  the 
infant  must  be  kept  in  mind.  I.  The  naso- 
pharynx is  of  very  small  dimensions ;  a  slight 
encroachment  of  the  mucous  wall  upon  its  lumen 
may  make  it.  dangerously  small.  2.  The  sternum 
and  spine  are  very  flexible ;  they  may  readily  be 
distorted  so  as  to  disturb  the  relation  of  the 
thoracic  contents.  3.  The  lung  capacity  is  pro- 
portionately much  less  than  at  a  later  age ;  there 
is  a  greater  abundance  of  connective  tissue,  the 
bronchi  are  larger  and  the  alveoli  are  but  rudi- 
mentarily  developed.  One  is  not  surprised,  then, 
that  an  infant  cannot  readily  respond  to  condi- 
tions which  require  an  extra  amount  of  respira- 
tory power.  This  may  be  the  case  if  the  upper 
air  passages  are  narrowed  by  a  congested  state 
of  the  mucous  membrane,  or  by  a  diminished 
capacity  of  the  alveoli  because  of  an  engorge- 
ment of  the  pulmonary  vessels,  or  even  because 
of  a  faulty  position  of  the  trunk,  or  a  careless 
pressure  of  an  arm  or  blankets  upon  the  chest. 

These  conditions  necessitate  the  choice  of  an 
anesthetic  which  relieves  in  the  best  manner  any 
tendency  to  a  congested  condition  of  the  air  pas- 
sages, and  a  method  of  administration  which  in- 
sures full  and  free  respiration.  The  preference 
is  given  to  chloroform,  though  many  operators 
will  use  nothing  but  ether.  Personally,  I  am  find- 
ing ethyl-chloride  to  be  a  very  efficient  agent. 
My  paper  before  the  Associated  Physicians  last 
winter  covers  this  ground  quite  thoroughly  (see 
Medical  News,  May  28,  1904). 

Concerning  the  method  of  administering,  only 
this  need  to  be  said,  that  all  the  "don'ts"  which 
are  to  be  heeded  in  the  case  of  an  adult  apply 
equally  here;  especially  the  cautions  to  keep  the 
body  warm,  to  maintain  a  free  air  way  and  to 
keep  pressure  off  the  chest.  One  particular  point 
needs  to  be  remembered,  that  a  child's  head  can- 
not be  placed  in  a  position  of  extreme  extension 
without  incurring  the  danger  of  blocking  the 
fauces.  The  manipulation  of  the  lower  jaw 
must  be  mainly  relied  upon  to  maintain  open 
upper  air  passages. 

By  the  end  of  the  third  year,  with  the  com- 
pletion of  the  first  dentition,  the  infant  is  fast 
losing  its  immaturity.  The  anesthetist  now  ha? 
to  deal  with  lungs  which  are  in  a  state  of  com 
plete  functional  activity;  the  character  of  the 
respiratory  movement  is  more  pronouncedly  ab- 
dominal and  has  decreased  in  rate  from  45  to 
about  40  at  three  years  and  25  at  five  years ;  while 
the  heart  has  not  yet  fully  assumed  its  adult  posi- 
tion, for  the  apex  beat  is  to  be  located  in  the 
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fourth  interspace,  it  is  more  securely  anchored 
and  is  confined  in  a  less  flexible  thorax. 

The  pulse  rate  has  decreased  from  no  to  about 
75  at  the  end  of  the  second  year,  and  continues 
until,  at  the  age  of  five  years  it  is  usually  about 
90. 

It  is  at  this  time  that  the  manner  of  adminis- 
tration becomes  more  important.  Shall  the  child 
be  forced  to  take  the  anesthetic  or  will  one  allow 
the  child  to  take  its  own  time?  There  is  no  uni- 
formity of  opinion  on  this  question.  It  is  a  mat- 
ter of  individual  aptitude  as  well  as  depending 
upon  the  occasion  and  the  disposition  of  the 
child.  I  have  found  that  most  anesthetists  prefer 
to  let  the  child  have  its  own  way,  for  then  they 
obtain  a  calmer  anesthesia  and  are  better  able  to 
control  the  anesthetic.  It  happens,  though  alto- 
gether too  frequently,  that  the  anesthetist  is  hur- 
ried and  cannot  do  as  he  pleases,  but  must,  willy- 
nilly,  force  the  anesthetic.  This  is  the  practice 
in  a  certain  institution  when  the  yearly  round  up 
of  tonsilotomy  and  adenectomy  cases  is  made. 
An  assistant  starts  the  etherization  and  then,  be- 
fore the  child  is  fully  under  the  anesthetic  passes 
it  on  to  the  anesthetist,  who  completes  the  anes- 
thesia and  holds  it  until  the  operator  is  ready  for 
the  case.  In  this  manner  thirty  or  forty  opera- 
tions are  done  in  an  hour.  In  private,  also,  one 
is  oftentimes  confronted  with  the  necessity  of 
simply  holding  a  child  by  main  force  and  com- 
pelling it  to  inhale  the  anesthetic.  In  such  cases, 
I  strongly  favor  using  either  ethyl-chloride  or 
one  of  the  mixtures  A.  C.  E.,  or  one  of  the 
Schleich  solutions,  or  Anesthol.  They  are  rap'd, 
pleasant  and  can  be  pushed  with  safety.  If  a 
drop  of  some  volatile  oil — eucalyptus  or  gaul- 
theria — is  sprinkled  upon  the  cone  it  will  dis- 
guise the  anesthetic  odor  somewhat.  The  cries 
and  coughs  but  hasten  inspiration.  I  have  never 
had  occasion  to  notice  that  the  psychologic  shock 
was  severe  or  that  the  danger  to  the  heart  is  in 
any  way  so  great  as  in  the  case  of  the  adult. 
Some  children  will  submit  very  readily,  and  if 
one  has  plenty  of  time  and  will  use  some  tact, 
most  every  child  can  be  sufficiently  persuaded  to 
yield,  may  be,  though  a  reluctant  consent  to  the 
imposition  of  the  inhaler.  If  one  will  remember 
alw  ays  that  both  ether  and  chloroform  are  heavier 
than  air,  it  will  be  easy  sometimes  to  give  them 
enough  to  get  used  to  the  smell  of  the  anesthetic 
even  by  holding  the  cone  some  distance  above  the 
face.  It  is  of  no  little  importance  to  use  some 
form  of  an  inhaler  which  is  as  unlike  an  instru- 
ment as  possible.  I  was  much  interested  to  notice 
that  in  the  New  York  hospitals  particularly  they 


are  doing  something  w  hich  I  have  been  practising 
for  some  time.  That  is,  to  use  a  so-called  paper 
and  towel  cone.  It  is  easily  put  together,  is 
clean,  and,  best  of  all,  does  not  frighten  the  child. 
(For  a  description  with  illustration,  see  Medical 
News,  May  28,  1904.) 

At  this  age,  chloroform  is  not  generally  em- 
ployed; yet  there  is  no  objection  to  its  use  if 
carefully  handled.  The  very  fact  of  the  relatively 
greater  strength  of  the  heart  in  a  child  than  in  an 
adult,  the  rare  presence  of  disorders  of  the  cir- 
culatory apparatus,  together  with  the  acknowl- 
edged greater  susceptibility  of  the  kidneys  and 
lungs  to  inflammatory  changes,  would  seem  to 
give  chloroform  an  a  priori  advantage.  I  believe 
that  custom  has  a  great  deal  to  do  with  this 
matter,  for  certainly  in  other  parts  of  this  coun- 
try and  in  Europe  a  great  deal  of  chloroform  is 
used. 

An  unpleasant  feature  of  the  course  of  the 
anesthesia  in  children  is  the  uncertain  behavior 
of  the  eye.  The  child's  eye  is  uncanny ;  it  may 
remain  wide  open,  but  it  is  not  glassy ;  sometimes 
the  eyeball  rolls  about  in  an  annoying  fashion ; 
occasionally  one  cannot  place  any  reliance  upon 
the  pupillary  reflex.  Extremes  should  always 
be  guarded  against,  especially  any  sudden  dili- 
tation  of  the  pupil  from  a  condition  of  marked 
myosis.  The  pulse  may  be  very  rapid — no  or 
120  is  not  alarming ;  the  respiration  rate  may  be 
much  accelerated.  But  it  is  the  character  of  these 
signs  which  indicate  the  condition  of  the  patient, 
and  their  inter-relations.  Of  special  importance 
is  the  appearance  of  the  patient.  A  blue  color 
is  less  to  be  feared  than  a  deepening  leaden,  ashy 
pallor.  I  am  always  afraid  when  the  lips  begin 
to  grow  white  and  the  tip  of  the  nose  and  the 
ears  turn  a  dirty  yellow.  A  safe  rule  always  is, 
"when  in  doubt,  stop."  Supposing  it  does  mean 
that  the  patient  vomits  and  shows  you  were  mis- 
taken as  to  the  depth  of  the  narcosis.  Any  one 
who  has  once  anxiously  watched  for  the  first 
faint  sigh  of  a  returning  respiration  will  risk  a 
rebuke  or  ridicule  rather  than  lose  a  life. 

The  third  period  of  a  child's  life  is  one  of  a 
state  of  nervous  instability.  It  must  be  treated 
with  all  due  allowance  for  a  tendency  to  emo- 
tional changes  and  disturbances  of  the  cerebro- 
spinal system  due  to  rapid  development  and  ac- 
tive molecular  change.  Hence,  the  initial  stage 
of  the  narcosis  is  of  most  importance ;  the  course 
of  the  anesthesia  follow  s  more  closely  that  of  the 
adult.  I  should  now  hesitate  to  force  an  anes- 
thesia :  yet  it  requires  all  the  tact  one  possesses 
to  overcome  the  timiditv  and  even  fear  sometimes 
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which  one  meets.  At  this  time  the  so-called 
"lighter"  anesthetics  are  valuable.  The  nitrous 
oxide  gas  can  be  used  with  great  advantage  as 
a  preliminary  to  ether ;  the  close-fitting  face-piece 
and  the  bag  are  no  longer  likely  to  be  a  source 
of  dread.  Gas  is  not  the  ideal  anesthetic  for 
children.  There  is  no  ideal,  to  be  sure.  If  ethyl- 
chloride  shall  prove  to  be  able  to  quiet  the  muscu- 
lar twitchings  which  are  so  annoying  oftentimes 
when  gas  is  employed,  and  can  be  given  long 
enough  to  overcome  all  muscular  rigidity,  to  that 
degree  it  will  be  better  than  gas,  and  in  so  far 
as  these  agents  can  be  used  to  shorten  the  time 
of  an  operation,  they  will  be  preferable  to  both 
ether  and  chloroform.  If  to  no  further  extent, 
they  should  precede  the  others  to  allow  of  a  more 
rapid  and  a  more  pleasant  anesthesia. 

Within  this  period  probably  most  operations 
for  either  enlarged  tonsils  or  hypertrophied  post- 
nasal adenoids  are  done.    This  phase  of  the  sub- 
ject opens  many  interesting  questions.    Not  the 
least  vexatious  one  is  that  of  the  position  of  the 
child — in  the  anesthetist's  lap  or  seated  in  a  chair 
or  on  the  back  or  in  the  Rose  position.  Shall 
there  be  complete  anesthesia  or  only  the  primary 
stage,  the  so-called  "talking"  anesthesia?  Ordi- 
narily Dr.  Sturges'  practice  at  the  Seney  Hospital 
(Brooklyn)  is  to  be  commended.    The  arrange- 
ments are  made  as  for  any  operation,  the  patient 
is  in  the  dorsal  position  and  the  anesthetist  main- 
tains a  complete  anesthesia.    This,  however,  may 
not  be  practical,  except  with  sufficient  assistance. 
In  private  work,  Dudley's  (Brooklyn)  plan,  to  tie 
the  child  into  a  chair,  does  very  well.   The  anes- 
thetist can  be  of  some  assistance  to  the  operator, 
especially  if  he  will  use  the  simple  device  for 
feeding  the  ether  mask,  which  I  will  describe 
later.    If  now  only  a  talking  anesthesia  is  main- 
tained, the  fauces  can  be  easily  kept  clear  of 
blood  and  mucus.    To  the  importance  of  protect- 
ing the  lower  air  way,  Bennet  (New  York)  calls 
particular  attention  in  a  paper  in  the  April,  1904, 
Laryngoscope.    He  cites,  in  this  connection,  the 
method  devised  by  Crile   (Chicago),  who  in- 
troduces heavy  walled  rubber  tubes  through  the 
nostrils  to  a  point  in  the  pharynx  opposite  the 
top   of   the   larynx,    respiration    taking  place 
through  the  tubes,  and  the  anesthetic  applied  in 
this  manner.    The  mouth  is  kept  open  and  the 
tongue  pulled  well  forward,  while  the  space  thus 
formed  at  the  back  of  the  pharynx  is  packed 
tightly  with  gauze. 

Not  many  of  the  major  operations  are  per- 
formed on  children.  Of  more  than  400  opera- 
tions done  during  one  year  at  the  St.  Mary's  Free 


Hospital  for  Children   (New  York),  out  of  a 
total  of  1,000  cases,  less  than  10  per  cent,  were  of 
any  magnitude.    The  operation  itself,  then,  need 
have  no  further  particular  mention  in  this  paper. 
It  is  interesting,  however,  to  notice  that  many 
of  the  operations  in  this  report,  which  is  proba- 
bly a  typical  one,  deal  with  conditions  which 
reveal  some  impoverished  state  of  the  blood  or  a 
lowered  vitality.     The  anesthetist  must  always 
carefully  note  the  general  condition  of  his  patient, 
and  be  on  his  guard  lest  anesthetic  plus  operation 
plus  lowered  vitality  be  not  greater  than  the  re- 
sisting power  of  the  organism.    Of  the  general 
conditions  which  predispose  to  danger,  first  and 
foremost  is  the  status  lymphaticus.    I  found  an 
editorial  in  the  Medical  News  in  the  spring  of 
1902  which  quoted  a  report  from  the  Children's 
Clinic  at  Gratz  that  all  the  deaths  occurring  there 
during  the  past  twenty  years  were  in  patients  in 
whom  this  condition  was  proved  at  the  autopsy. 
I  do  not  know  that  I  ought  to  do  more  than  just 
mention  this  matter,  for  a  most  excellent  article 
on  the  subject  appeared  in  the  January,  1904, 
number  of  Pediatrics.    Suffice  it  to  say  that  the 
status  lymphaticus  may  be  suspected  in  a  child 
whose  superficial  lymph  glands  generally  are  in- 
volved—those in  the  neck  and  the  axilla,  the 
tonsils,  the  pharyngeal  lymphatics,  the  circum- 
vallate  papillae  of  the  tongue.    The  spleen  may 
be  palpable.    The  child  appears  to  be  in  perfect 
health,  may  be  a  trifle  too  fat  and  perhaps  the 
skin  is  thin  and  pale ;  the  complexion  pasty.  If 
one  encounters  such  a  child  it  is  undoubtedly  best 
to  avoid  chloroform.     Concerning  rachitis  and 
scrofula,  one  can  say  only  what  might  be  said  of 
all  depraved  conditions.    Conserve  the  strength, 
hurry  as  much  as  possible,  use  the  least  possible 
quantity  of  the  anesthetic.    Let  the  child  have 
nourishment  as  late  as  possible  before  the  opera- 
tion, according  to  its  condition  and  the  nature  of 
the  meal.    The  same  rules  are  operative  in  these 
cases  in  children  just  the  same  as  in  adults. 

Concerning  the  induction  of  anesthesia  while 
the  child  is  sleeping,  I  have  only  to  say  that  it 
can  be  done  and  is  a  good  practice.  The  difficul- 
ties are  that  one  is  likely  to  give  too  strong  a 
vapor,  and  to  attempt  it  during  a  light  sleep.  Dr. 
Satterwhite  has  had  some  excellent  results  at  the 
Hospital  for  Ruptured  and  Crippled  (New 
York).  It  frequently  happens  that  the  children 
fall  asleep  while  waiting  for  the  operation  and 
on  a  number  of  occasions  he  has  been  able  to 
effect  a  narcosis  without  the  child's  knowledge. 
Such  cases  have  been  reported  here,  too.  It  has 
been  the  pleasure  of  my  own  experience  as  well. 
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Only  this  morning  I  succeeded  in  continuing  the 
natural  sleep  of  a  baby  boy  into  the  anesthetic 
sleep.  It  was  specially  desired  in  this  instance, 
for  it  was  thought  to  be  objectionable  to  let  him 
become  aware  of  the  slight  operation  which  had 
to  be  done  about  the  prepuce.  It  is  a  procedure 
which  deserves  wider  practice. 

I  fear  I  have  left  many  important  matters  un- 
said, but  I  hope  I  have  touched  the  salient  points 
of  the  subject. 

In  conclusion,  permit  me  to  show  you  the  only 
new  appliances  which  I  have  been  able  to  find. 
This  tubular  spring  is  to  slip  over  the  ordinary 
Allis  rubber  cover  so  as  to  make  the  face  opening 
fit  any  size  face.  One  or  more  may  be  used  for  a 
child's  face.  By  its  means  the  regular  adult  size 
inhaler  can  readily  be  made  small  enough  to  fit 
even  an  infant's  face.  This  other,  a  bulb  ether 
container,  is  fitted,  as  you  see,  with  a  sharp- 
pointed  metal  nozzle,  so  that  it  can  be  stuck  into 
a  towel  cone  and  enable  the  anesthetist  to  manipu- 
late the  cone  and  control  the  ether  supply  with 
one  hand.  Tieman  has  made  both  of  these  for 
me.  I  have  found  them  very  handy.  Dr.  Tucker, 
of  the  Eye  and  Ear  Hospital  (Brooklyn),  taught 
me  a  trick  the  other  day  which  I  have  used  with 
good  results.  It  is  to  fold  several  thicknesses  of 
gauze  over  one  end  of  the  Allis  instead  of  thread- 
ing it.  I  like  that  because  I  can  place  one  of  these 
5  grm.  tubes  of  ethyl-chloride  into  my  modified 
Allis  inhaler,  put  on  the  cover  and  obtain  a  quick 
and  pleasant  anesthesia  while  completing  the  an- 
esthesia by  introducing  ether  through  the  side 
opening. 


TRANSACTIONS  OF  SOCIETIES. 


THE   MEDICAL   SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  December  20,  1904. 


The  President,  J.  E.  Sheppard,  M.D.,  in  the 
Chair. 


There  were  about  200  members  present. 
The  meeting  was  called  to  order,  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 

report  of  council. 
The  Council  reported  favorably  upon  the  fol- 
lowing applications  for  membership. 
R.  W.  Shearman,  P.  &  S.,  1901. 
F.  Tilney,  L.  I.  C.  H.,  1902. 


VV.  J.  Campbell,  L.  I.  C.  EL,  1899. 
W.  E.  McCollom,  P.  &  S.,  1903. 
W.  K.  Jacobs,  P.  &  S.,  1899. 
Jerome  Walker,  P.  &  S.,  1868. 
S.  F.  Anderson,  L.  I.  C.  H.,  1889. 
R.  A.  Black,  P.  &  S.,  1883. 
W.  F.  Saybolt,  Univ.  of  Penn.,  1902. 
J.  J.  Sheehy,  Wooster  Univ.,  1891. 

applications  for  membership. 

Applications  have  been  received  from  the  fol- 
lowing : 

Samuel  A.  Marshall,  22  Prospect  Street,  Johns 
Hopkins  Univ.,  1902.  Proposed  by  J.  M.  Callen- 
dar ;  endorsed  by  W.  S.  Hubbard. 

Sigmund  Beck,  Henry  Street,  cor.  Neptune 
Avenue,  N.  Y.,  Univ.,  1892.  Proposed  by  J.  C. 
Hancock ;  seconded  by  E.  H.  Mayne. 

M.  Mandelbaum,  37  Debevoise  Street,  N.  Y. 
Univ.,  1902.  Proposed  by  J.  E.  Sheppard;  sec- 
onded by  Membership  Committee. 

A.  Hayman,  73  McKibben  Street,  N.  Y.  Umv  , 
1890.  Proposed  by  J.  E.  Sheppard. ;  seconded  by 
Membership  Committee. 

Carl  Fulda,  1096  Halsey  Street,  P.  &  S.,  1901. 
Proposed  by  George  R.  Fowler ;  seconded  by 
Russell  S.  Fowler. 

Charles  Lucius  Stone,  166  Halsey  Street,  Cor- 
nell, 1902.  Proposed  by  George  R.  Fowler; 
seconded  by  Russell  S.  Fowler. 

W.  B.  Moseley,  Kings  County  Hospital,  Univ. 
Virginia,  1890.  Proposed  by  Cecil  MacCoy : 
seconded  by  A.  C.  Brush. 

James  E.  Thompson,  223  Greene  Avenue,  L.  I 
C.  H.,  1897.    Proposed  by  L.  A.  McClelland; 
seconded  by  Membership  Committee. 

The  following  are  proposed  by  the  Membership 
Committee : 

John  J.  Dowling,  256  Tompkins  Avenue,  L.  I. 
C.  H.,  1899. 

Emilio  L.  Hergert,  1275  Hancock  Street,  L.  I. 
C.  H.,  1896. 

Frederick  M.  Jacobs,  194  Prince  Street,  L.  I. 
C.  H.,  1 901. 

Joseph  Francis  Ward,  152  Fourteenth  Street. 
Baltimore  Uuniv.,  1899. 

John  D.  Doyle,  228  Ninth  Street,  Queens 
Univ.,  1898. 

F.  D.  Moore,  801  Prospect  Place,  Univ.  Penn., 
1898. 

W.  W.  Colby,  717  Halsey  Street,  Bellevue, 

1896. 

for  honorary  membership. 

Dr.  William  Osier,  Johns  Hopkins  University, 
Baltimore,  Md.    Proposed  by  William  Browning. 
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ELECTION  OF  MEMBERS. 

The  following  having  been  duly  proposed  and 
accepted  by  the  Council,  were  declared,  by  the 
President,  elected  to  active  membership : 

Edward  R.  Hildreth,  Cornell,  1902. 

F.  H.  Wilson,  P.  &  S.,  1904. 

H.  C.  McChesney,  P.  &  S.,  1902. 

D.  Sherman,  L.  I.  C.  H.,  1896. 

N.  McS.  Whittaker,  P.  &  S.,  1903. 

C.  F.  Bolduan,  P.  &  S.,  1901. 

H.  J.  Wood,  Albany  Medical  Coll.,  1885. 
Kurt  Eisner,  Univ.  Munich,  1897. 

SCIENTIFIC  PROGRAM. 

I.  Paper:  Some  Forms  of  Dyspnoea  and  Their 
Treatment.    By  Dr.  John  A.  McCorkle. 

Discussed  by  Dr.  Fairbairn. 

2.  Address :  In  Memoriam  of  the  Deceased 
Members  during  the  past  year.  Rev.  J.  Howard 
Mellish,  Rector,  Holy  Trinity  Church. 

EXECUTIVE  SESSION. 

The  following  resolution  was  read,  and,  on 
motion,  duly  carried,  adopted : 

Whereas  :  The  President  of  the  New  York 
State  Optical  Society  has  announced  that  the  Kill 
to  Define  and  Regulate  the  Practice  of  Optometry, 
which  failed  to  pass  at  the  last  session  of  the 
Legislature,  will  be  brought  up  again  for  con- 
sideration ;  and 

Whereas:  The  claim  is  falsely  made  that  sev- 
enty-five per  cent,  of  the  general  medical  practi- 
tioners favor  this  measure  ;  and 

Whereas  :  We  believe  from  the  publications 
of  the  opticians  who  favor  this  Bill,  that  they 
not  only  desire  to,  but  are  now  actually  engaged 
in,  the  practice  of  a  branch  of  medicine  in  viola- 
tion of  the  present  medical  law  ;  be  it 

Resolved:  That  the  Medical  Society  of  the 
County  of  Kings,  in  meeting  assembled,  protests 
against  the  enactment  of  such  a  Bill  as  contrary 
to  the  best  interests  of  the  people  of  the  State  of 
New  York. 

Resolved  :  That  a  copy  of  this  protest  be  for- 
warded to  each  Senator  and  Assemblyman  repre- 
senting this  County. 

Resolved:  That  a  Committee  of  Three  be  ap- 
pointed to  take  such  action  as  may  seem  best  fitted 
to  accomplish  the  defeat  of  this  and  similar  meas- 
ures. 

The  following  resolution  was  read,  and,  on 
motion,  duly  carried,  adopted: 

Whereas  :  The  present  lease  of  the  Long 
Island  State  Hospital,  Flatbush,  to  the  State,  ex- 
pires September  30,  1905  : 


At  a  Meeting  of  the  Consulting  Staff  of  said 
hospital,  held  November  3,  1904,  it  was  moved 
and  seconded,  that  in  the  interests  of  humanity, 
as  well  as  medical  science,  and  for  the  proper 
treatment  of  the  insane,  it  is  imperative  that  a 
permanent  hospital  be  maintained  in  this  Borough 
for  the  care  and  treatment  of  those  of  unsound 
mind ;  and  it  is  further 

Moved:  That  this  Resolution  be  presented  to 
the  various  medical  societies  in  the  Borough  cf 
Brooklyn,  for  consideration. 

Unanimously  carried,  all  of  the  following  mem- 
bers of  the  Consulting  Staff  voting  in  the  affirma- 
tive : 

Dr.  William  Browning, 
Dr.  Henry  A.  Fairbairn,  Sec'y, 
249  McDonough  St.,  Bklyn. 
Dr.  Algernon  T.  Bristow, 
Dr.  George  McNaughton, 
Dr.  William  Maddren, 
Dr.  Calvin  S.  Barber, 
Dr.  James  M.  Winfield, 
Dr.  James  C.  Hancock, 
Dr.  Frederick  Peterson. 

Nominations  for  officers  of  the  Society  for  the 
ensuing  year  were  then  made,  as  follows : 

For  President — E.  H.  Bartley,  J.  W.  Fleming. 

For  Vice-President — W.  F.  Campbell,  C.  F. 
Barber. 

For  Secretary — J.  A.  Lee,  W.  C.  Woolsey. 

For  Associate  Secretary — W.  F.  Jewett,  T.  V. 
Hegeman,  N.  P.  Rathbun. 

For  Treasurer — O.  A.  Gordon. 

For  Associate  Treasurer — J.  R.  Stivers,  H.  C. 
Keenan. 

For  Directing  Librarian — J.  M.  Winfield. 

For  Trustee — J.  E.  Sheppard. 

For  Censors — W.  C.  Wood,  J.  P.  Warbasse, 
W.  F.  Dudley,  T.  R.  French,  H.  G.  Webster,  P. 
M.  Pilcher,  A.  M.  Judd,  W.  B.  Brader,  N.  P. 
Rathbun,  F.  B.  Cross. 

For  Delegates- — Dr.  Webster  made  a  motion 
that  the  naming  of  the  71  delegates  to  the  State 
Society  be  referred  to  the  Council  with  power  to 
nominate  the  full  list.  Carried. 

It  was  duly  moved,  seconded  and  carried,  that 
those  delegates  who  had  been  named  during  the 
preceding  two  years,  up  to  the  limit  of  21,  in  so 
far  as  said  delegates  attend  the  State  Society 
meetings,  be  those  whose  dues  shall  be  paid  by 
this  Society. 

Adjourned. 

W.  S.  Hubbard, 

Secretary. 
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MEDICAL  SOCIETY,  COUNTY  OF  KINGS. 

SECTION  ON  PEDIATRICS. 


49TH  Regular  Meeting  of  the  Section,  held 
on  Wednesday,  September  28th,  1904. 


Wm.  A.  Northridge,  M.D.,  Chairman. 
R.  Taylor  Wheeler,  M.D.,  Editor. 


r.    EXHIBITION  of  a  case  of  cretinism. 

DR.  E.  H.  BARTLEY. 

Child  now  seventeen  months  old.  Has  been 
on  thyroid  extract.  ^4  grain  three  times  a  day. 
Treatment  was  started  when  child  was  seven 
months  old. 

Before  treatment,  his  convulsions  were  very 
frequent,  but  of  late  they  are  becoming  more  and 
more  rare.  At  seven  months  he  could  not  hold 
his  head  up ;  now  he  can.  He  was  breast-fed  for 
twelve  months.  I  do  not  present  this  as  an  ab- 
solute case  of  cretinism,  as  all  the  symptoms  of 
the  disease  are  not  present. 

Rachitis  is  to  be  thought  of,  but  there  are  even 
very  few  of  the  evidences  of  that. 

surgical  anesthesia  in  childhood, 
dr.  a.  f.  erdmann. 
Discussion, 

Dr.  Wm.  P.  Northridge:  After  hearing  the 
paper,  several  questions  rise  in  my  mind.  1st. 
What  is  the  most  kind  and  skillful  method  of 
giving  anesthetics  to  children?  2d.  Do  children 
suffer  more  from  the  anesthetics  or  the  shock  of 
operation?  3d.  What  is  the  best  anesthetic  to 
use. 

In  answer  to  question  two,  would  say  that  I 
find  shock  of  operation  causes  more  trouble. 

4th.  How  long  should  a  child  go  without  food 
before  and  after  operation  ? 

Dr.  C.  Le  Grand  Kerr  :  I  give  a  cup  of  warm 
milk  diluted,  up  to  a  time  as  late  as  one  hour  be- 
fore operating. 

Children  fear  two  things  very  badly,  viz.,  pain 
and  hunger. 

The  operator  should  never  be  in  a  hurry  but 
should  wait  patiently  for  the  anesthetic  to  be 
properly  given. 

It  is  perfectly  proper  to  chloroform  a  sleeping 
child.  The  breathing  then  is  perfectly  regular 
and  can  be  used  as  a  guide. 

We  should  guard  against  loss  of  body  heat 
during  operation. 

The  danger  of  an  anesthetic  in  children  is  not 
so  much  from  the  toxic  element  as  from  the 
asphyxial. 


Plan  the  operation  well  ahead  so  that  there 
shall  be  no  loss  of  time. 

Dr.  Ludlam  :  In  my  choice  of  anesthetics,  I 
give,  by  far,  the  preference  to  ether.  This  works 
especially  well  in  adenectomy.  I  have  seen  quite 
an  alarming  effect  on  the  pulse  in  some  cases  even 
when  chloroform  was  given  by  the  drop  method. 
I  would  give  ether  even  in  very  young  children 
(four  months).    It  cuts  off  shock  of  operation. 

Dr.  Parrish  :  My  preference,  too,  is  decidedly 
for  ether.  I  have  given  up  chloroform  entirely 
and  never  have  any  complications  after  ether. 

Dr.  E.  H.  Bartley:  I  am  glad  there  are  some 
medical  men  who  are  giving  up  their  time  to  the 
special  study  of  anesthetics.  I  hate  to  see  a  man 
pushing  an  anesthetic.  I  have  always  preferred 
chloroform.  The  ease  of  giving  at  the  start  and 
the  rapid  moving  is  a  great  factor. 

Dr.  C.  Le  Grand  Kerr:  I  have  been  going  on 
using  ethyl-chloride  this  year  as  much  as  ever 
except  in  throat  and  nose  cases.  The  rigidity 
of  the  muscles  of  the  jaw  that  sometimes  occurs 
during  its  use  bars  it  out  in  these  cases.  For 
opening  abscesses,  especially  in  office  practice, 
its  field  is  large. 

Dr.  A.  F.  Erdmann  :  My  own  preference  is 
rather  for  chloroform  before  ether,  but  if  I  should 
tell  the  whole  truth,  I  would  say  I  like  one  of 
the  mixtures  better  than  either.  We  must  re- 
member, in  giving  an  anesthetic  during  sleep, 
that  the  deepest  sleep  is  during  the  first  half  hour 
and  the  longer  sleep  goes  on  the  lighter  it  be- 
comes, so  don't  wait  until  nearly  the  time  a  child 
would  naturally  awaken  to  begin  your  anesthetic. 


THE  BROOKLYN  SURGICAL  SOCIETY. 

Regular  Meeting,  November  3,  1904. 

The  President,  W.  B.  Brinsmade,  M.D.,  in  the 
Chair. 


GRAPE  SEEDS  IN  THE  APPENDIX  VERM  I  FOR  MIS. 

Dr.  Paul  M.  Pilcher  presented  a  specimen  of 
an  appendix  containing  grape  seeds.  The  case 
was  that  of  a  man  who  had  recurring  attacks  and 
was  operated  on  during  the  interval.  The  appen- 
dix was  dilated,  and  constricted  near  the  caecum. 
It  contained  six  grape  seeds.  There  could  be  no 
question  about  the  character  of  the  seeds,  he  said, 
as  one  had  been  sectioned  and  the  examination 
proved  conclusively  its  character. 

Discussion. 

Dr.  C.  H.  Goodrich  said  that  while  it  is  rather 
rare  to  find  foreign  bodies  in  the  appendix,  he  had 
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two  such  cases  in  the  last  year.  One  was  a  grape 
seed  and  the  other  was  a  raspberry  seed. 

Dr.  J.  R.  Kevin  stated  that  about  six  years 
ago  he  had  operated  on  a  child  seven  years  of  age, 
and  found  a  rusty  pin  in  the  appendix.  This 
was  the  only  foreign  body  he  had  ever  seen  in 
the  appendix. 

Dr.  B.  B.  Mosher  had  but  once  seen  a  seed,  al- 
though he  had  seen  three  separate  cases  with  a 
pin  in  the  appendix.  The  cases  were  seen  in  St. 
Peter's  Hospital. 

Dr.  C.  H.  Terry  said  that  Dr.  Downey  report- 
ed a  case  two  years  ago  which  occurred  in  St. 
Mary's  Hospital,  in  which  he  operated  and  found 
a  wire  nail  in  the  appendix.  It  was  the  largest 
article  he  had  ever  heard  of  in  the  appendix. 

resection  of  lower  jaw  for  sarcoma,  early 
application  of  interdental  splint. 

Dr.  Paul  M.  Pilciier  reported  the  case  of  a 
female,  aged  22,  admitted  to  the  Methodist  Epis- 
copal Hospital,  service  of  Dr.  L.  S.  Pilcher, 
August  15,  1904. 

Twelve  months  ago  she  noticed  a  swelling  on 
the  alveolar  process  of  the  inferior  maxilla,  right 
side.  In  December,  1903,  she  had  a  tooth  ex- 
tracted from  the  enlarged  alveolus  and  the  swell- 
ing incised.  No  reduction  in  its  size  followed. 
April  29,  1904  Dr.  Pilcher  removed  through  the 
mouth  all  the  apparently  involved  gum  with  the 
underlying  alveolar  process.  Microscopic  ex- 
amination of  the  tissue  removed  showed  it  to  be  a 
sarcoma  of  the  bone.  The  operation  wound 
healed  promptly,  but  recurrence  of  the  growth 
quickly  became  evident  and  she  returned  to  the 
hospital  August  15,  1904,  at  which  time  the  in- 
ferior maxilla  about  two  inches  to  the  right  of 
the  symphysis  presented  a  distinct  tumor  involv- 
ing the  bone.  Its  outline  was  regular  and  the 
surface  smooth.  The  growth  did  not  involve  the 
soft  parts  and  was  not  visible  externally,  but 
seemed  to  involve  the  entire  thickness  of  the  bone. 
Its  consistency  was  hard.  There  was  no  tender- 
ness and  no  glandular  enlargement  in  the  neck. 
The  lower  molar  teeth  on  the  right  side  had  been 
extracted. 

Operation. — Through  a  one  inch  incision  below 
the  angle  of  the  jaw  on  the  right  side,  a  Gigli 
saw  was  passed  around  the  maxillary  bone  be- 
hind the  last  molar  tooth  by  means  of  a  silk 
carrier.  The  jaw  was  then  sawed  through  at 
this  point.  The  first  incisor  tooth  was  then  re- 
moved on  the  right  side  and  the  Gigli  saw  passed 
around  the  jaw  at  the  symphysis.  This  was  done 
from  within  the  mouth.    The  inferior  maxillary 


bone  was  then  sawed  through  at  the  symphysis. 
A  portion  of  the  jaw  from  the  symphysis  and 
angle  was  then  removed  by  incisions  through 
the  mucous  membrane  close  to  the  jaw,  and  cut- 
ting the  muscular  attachments.  A  small  drainage 
tube  was  placed  through  the  external  wound  sur- 
rounded by  iodoform  gauze.  The  mucous  mem- 
brane was  sutured  with  interrupted  chromic  su- 
tures, and  the  wound  packed  firmly  with  iodo- 
form gauze,  the  end  coming  out  anteriorly. 

On  the  following  day  an  interdental  splint  was 
fitted,  which  had  previously  been  prepared  by 
Dr.  Russell.  This  was  introduced  and  kept  in 
place  for  some  weeks,  while  the  wound  was  cica- 
trizing. By  this  means  was  prevented  any  de- 
formity from  dropping  in  of  the  unsupported 
portions  of  the  jaw.  The  wound  healing  was 
uncomplicated;  and  after  it  had  been  sutured, 
Dr.  Russell  put  in  place  a  dental  prosthetic  ap- 
pliance, consisting  of  a  plate  having  a  "plumper," 
which  fitted  into  the  space  left  after  removal  of 
the  section  of  jaw.  At  present  the  patient  is  able 
to  eat  without  inconvenience,  and  there  is  very 
little  external  deformity. 

Discussion. 

Dr.  J.  P.  Warbasse  said  that  the  particular 
point  in  these  cases  which  impressed  itself  on  him 
was  the  necessity  of  early  application  of  a  pros- 
thetic apparatus  to  hold  the  cheek  plump  and 
the  remaining  segment  of  the  jaw  in  place. 
Very  often  the  application  of  such  a  prosthetic 
apparatus  is  deferred  until  the  contraction  of  the 
scar  has  become  so  strong  that  the  remaining 
fragment  of  jaw  is  pulled  out  of  position,  and 
there  is  not  enough  elasticity  left  to  permit  press- 
ing the  jaw  out  again.  The  point  he  would  make 
is  the  necessity  of  very  early  application  of  such 
a  plumper. 

Another  point,  he  continued,  which  shows  in 
this  particular  specimen,  is  that  in  many  of  these 
cases,  instead  of  taking  out  a  whole  segment  of 
the  jaw,  one  may  leave  just  a  sufficient  bridge  of 
bone  on  the  lower  aspect  of  the  inferior  maxilla 
to  connect  the  two  parts,  so  that  the  inferior  con- 
tour of  the  jaw  is  not  destroyed.  He  stated  tint 
he  had  been  able  to  do  that  in  a  case  very  similar 
to  this.  However,  he  admitted  that  in  the  case 
under  discussion,  the  tumor  extended  so  far  down, 
that  that  would  have  been  scarcely  possible.  It 
could  have  been  done,  but  the  surgeon  was  justi- 
fied in  removing  all  he  did,  for  he  had  reason  to 
believe  that  the  entire  thickness  of  the  bone  was 
involved.  Nevertheless,  this  particular  case 
would  have  lent  itself  to  that  special  operation  if 
the  base  of  the  tumor-bearing  bone  had  been 
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removed  with  the  rongeur ;  and  then  a  sufficient 
bridge  of  the  lower  segment  of  the  bone  could 
have  been  left  to  connect  the  two  parts. 

Dr.  Paul  M.  Pilcher  replied  that  the  first 
operation  had  been  conducted  on  the  lines  sug- 
gested by  Dr.  Warbasse,  in  the  hope  that  thereby 
full  removal  of  the  disease  might  be  effected  with- 
out the  disadvantage  and  probable  deformity  that 
a  more  radical  operation  would  entail.  The  prompt 
regrowth  of  the  tumor  in  loco  had  demonstrated 
the  futility  of  the  proceeding.  Even  had  it  been 
technically  possible  to  remove  the  disease  com- 
pletely, leaving  behind  a  bridge  of  bone  to  pre- 
serve the  continuity  of  the  jaw,  it  was  to  be  re- 
membered that  after  such  an  operation  more  or 
less  atrophy  of  the  bony  tissue  takes  place,  and 
he  had  in  mind  one  case  in  which  after  such  a 
bony  bridge  had  been  left,  the  bridge  was  broken 
very  quickly,  and,  consequently,  no  advantage  ac- 
crued from  it.  Dr.  Pilcher  believed  that  in  sarco- 
matous growths  the  cells  are  found  often  outside 
of  the  capsule,  and  it  seemed  to  him  that  if  any 
portion  of  the  bone  had  been  left  in  the  region 
involved  in  this  case,  that  there  would  have  been 
great  danger  of  recurrence.  He  called  attention 
to  the  form  of  the  tumor  as  being  more  or  less 
egg-shaped,  so  that  the  cavity  came  down  to  the 
inferior  border  of  the  lower  jaw.  In  these  cases 
it  might  seem,  he  said,  from  the  outside  that  one 
could  have  left  a  sufficient  bridge  of  bone,  but  to- 
wards the  middle  of  the  bone  the  involvement 
might  be  so  deep,  that  even  the  small  bridge  left 
might  be  involved,  and  it  was  his  general  ex- 
perience that  a  surgeon  should  go  very  wide  of 
such  a  tumor  mass  in  order  to  secure  the  patient 
certainty  of  entire  removal  of  the  disease. 

He  stated  that  in  some  of  these  cases  he  had 
himself  examined  the  jaw,  and  often  found  sar- 
coma cells  some  little  distance  from  the  main 
tumor  mass.  In  this  case  not  only  did  the  opera- 
tor go  wide  of  the  tumor  on  one  side,  but  he 
went  fully  an  inch  on  the  other  side  toward  the 
median  line  so  as  to  encompass  the  tumor.  He 
repeated  his  belief  that  in  this  case  he  would  not 
have  been  justified  in  leaving  any  bridge  at  all. 

EXCISION    OF    ILEO-CECAL    COIL    FOR    TUMOR  OF 
CECUM  AND  APPENDIX. 

Dr.  Paul  M.  Pilcher,  in  reporting  this  case, 
stated  that  the  patient  was  a  man  aged  35,  ad- 
mitted to  the  Methodist  Episcopal  Hospital  May 
3,  1904,  in  the  service  of  Dr.  L.  S.  Pilcher.  As 
to  the  family  history,  it  might  be  said  that  a 
grandmother  died  of  cancer,  and  the  only  previ- 


ous history  of  illness  was  malaria,  which  the  pa- 
tient had  three  years  ago. 

His  present  trouble  began  two  years  ago,  when 
he  suffered  from  an  attack  of  pain  localized  in 
the  right  iliac  fossa,  which  lasted  two  or  three 
days.  There  was  no  tenderness  over  this  region 
except  on  active  motion.  He  had  no  fever  nor 
chills,  but  was  constipated.  A  second  similar 
attack  occurred  eight  months  ago.  Since  this  last 
attack  he  has  had  a  more  or  less  constant  feeling 
of  discomfort  in  this  region.  Seventeen  days  ago 
he  had  a  third  attack  similar  to  the  first.  The  pain 
was  severe  and  the  area  very  tender.  He  had  no 
vomiting  or  fever,  but  did  have  some  nausea. 

On  examination  of  the  abdominal  wall  there 
was  found  in  the  right  iliac  region  a  small  lump, 
the  size  of  a  walnut,  firm,  tender  to  pressure,  flat 
on  percussion,  not  fluctuating,  slightly  movable. 

After  incising  the  peritoneum,  this  was  found 
to  be  markedly  thickened  and  adherent  to  the  un- 
derlying tumor  mass.  The  peritoneal  cavity  was 
opened  to  the  inner  side  of  the  area  of  adhesion. 
Palpation  revealed  a  new  growth  involving  the 
appendix  and  head  of  the  caecum,  and  infiltrating 
the  lateral  abdominal  wall.  A  wide  excision  of 
the  abdominal  muscle  mass  was  made,  freeing  the 
growth,  after  which  the  operative  procedure  in- 
cluded three  steps,  which  Dr.  Pilcher  detailed  as 
follows : 

1.  Division  of  Ilium.  Purse  string  suture  of 
silk  passed  about  ilium  six  inches  from  the  ileo- 
cecal junction,  then  two  ligatures  of  heavy  cat- 
gut about  half  an  inch  nearer  the  caecum.  Gut 
divided  between  the  catgut  ligatures,  and  stumps 
cauterized  with  carbolic  acid.  Stump  of  ileum  in- 
verted, and  purse  string  suture  drawn  up  tight. 
A  continuous  silk  suture  to  further  close  stump. 

2.  Ligature  in  sections  of  the  mesentery  and 
meso-colon  with  removal  of  a  small  portion  cf 
the  ileum,  caecum  and  about  five  inches  of  the 
ascending  colon,  divided  and  sutured  in  the  same 
manner  as  the  ileum  with  a  silk  purse-string  su- 
ture. Wound  cleansed  and  a  drainage  tube 
passed  out  at  the  right  lumbar  region.  Layer  su- 
ture of  abdominal  wall. 

3.  Median  four-inch  hypogastric  incision  from 
umbilicus  downward.  A  lateral  anastomosis  be- 
tween the  end  of  the  ileum  and  the  transverse 
colon.  Large  intestinal  clamps  used  in  this  pro- 
cedure and  silk  used  for  both  mucous  and  peri- 
toneal coats.    Suture  of  abdominal  wound. 

The  bowels  moved  on  the  second  day  after 
operation.  The  recovery  was  uneventful.  Both 
wounds  healed  by  primary  union. 
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Discussion. 

Dr.  J.  P.  Warbasse  said  that  the  relation  of 
malignant  growths  to  the  appendical  region  has 
attracted  a  good  deal  of  attention,  and  we  all 
know  that  many  cases  of  malignant  disease  of 
the  caecal  region  have  been  mistaken  for  appendi- 
citis. Indeed,  so  common  is  this  complication 
that  the  most  careful  diagnostician  is  often  mis- 
taken. He  recalled  a  case  of  cancer  of  the  caecum 
in  which  not  to  have  made  a  diagnosis  of  ap- 
pendicitis would  have  been  really  bad  judgment — - 
the  case  was  so  much  more  like  an  appendicitis 
than  it  was  like  a  carcinoma  of  the  caecum. 
There  had  not  been  enough  tumor  to  have  caused 
obstruction,  but  there  had  been  an  ulceration  of 
the  caecum  in  the  base  of  the  tumor  mass,  so  that 
a  perforation  resulted  with  the  formation  of  pus 
and  the  development  of  an  abscess  involving  the 
appendix  itself.  For  the  surgeon  to  have  made 
any  diagnosis  other  than  appendicitis  would  have 
been  unexpected. 

Dr.  Warbasse  added,  that  in  this  particular  case 
he  regretted  very  much  that  Dr.  Pilcher  did  not 
present  the  pathological  report.  From  gross  ap- 
pearance of  the  specimen,  he  would  say  the  de- 
posit in  the  wall  of  the  caecum  and  the  appendix 
was  purely  inflammatory,  and,  consequently,  a 
diagnosis  of  appendicitis  was  justified,  because 
that  is  what  it  was. 

FRACTURES  OF  THE  BASE  OF  THE  SKULL. 

Dr.  C.  H.  Terry  said  that  on  June  17th  last  in 
an  accident  on  a  trolley  car,  as  the  passengers 
made  a  rush  to  get  off  the  car,  two  women  were 
thrown  to  the  ground,  causing  a  fracture  of  the 
base  of  the  skull  in  each  case.  While  no  opera- 
tive interference  was  required  in  these  patients, 
still  two  injuries  of  a  similar  general  character, 
occurring  at  the  same  time,  he  found  interesting 
to  observe,  and  the  progress  and  sequelae  he 
thought  might  be  found  deserving  of  note. 

The  first  case,  Miss  W.,  a  typewriter,  43  years 
of  age,  was  seen  at  St.  Mary's  Hospital  about  an 
hour  after  the  accident.  She  was  then  uncon- 
scious, was  vomiting  and  had  hemorrhage  from 
the  right  ear  and  nostril.  The  stupor  continued 
for  about  ten  days,  during  which  time  she  had  in- 
voluntary evacuations.  She  could  swallow 
liquids,  a  teaspoonful  at  a  time,  with  great  diffi- 
culty. Then  she  became  violently  delirious,  so 
violent  that  she  had  to  be  constantly  restrained 
from  jumping  out  of  bed.  She  suffered  most  in- 
tense headache  and  insomnia,  which  could  be  re- 
lieved only  by  full  doses  of  morphine  after  other 
hypnotics  bad  failed.  About  the  sixth  week  of 
her  stay  in  the  hospital  the  character  of  the  de- 


lirium changed  to  one  of  ecstacy.  She  became 
excessively  polite,  all  things  seemed  to  her  to  take 
on  a  roseate  hue,  she  condescendingly  obeyed 
every  request,  she  began  to  control  the  action  of 
her  bowels  and  bladder,  and  for  the  first  time 
since  her  admission  to  the  hospital  she  showed 
signs  of  improvement.  Up  to  this  time  serious 
doubts  were  entertained  as  to  the  final  state  of  her 
mental  condition. 

In  the  seventh  week  her  hallucinations  all  dis- 
appeared during  waking  hours,  but  the  most  hor- 
rible dreams  tortured  her  at  night,  even  without 
the  use  of  hypnotics.  She  was  now  apparently 
perfectly  sane,  but  very  melancholic.  She  began 
to  walk  with  the  assistance  of  a  person  on  each 
side  of  her,  and  left  the  hospital  in  the  eighth 
week  after  her  injury.  Two  or  three  weeks  later 
"she  began  to  walk  alone,  but  she  could  not  pro- 
gress in  a  straight  line,  always  bearing  off  to  the 
left.  This  he  believed  indicated  trouble  in  the 
cerebellum. 

At  the  present  time,  four  and  one-half  months 
after  the  injury,  the  patient  is  pale  and  enaemic, 
has  not  gained  21  pounds  lost  during  her  illness, 
has  a  poor  appetite,  is  more  or  less  despondent 
and  wanders  around  in  a  listless  manner.  Want 
of  employment  may  account  for  this  condition  to 
a  certain  extent.  What  the  ultimate  result  of 
this  injury  may  be,  he  said,  will  be  interesting  to 
know. 

Mrs.  C,  age  23,  was  injured  at  the  same  time 
and  in  the  same  manner  as  the  above  mentioned 
case.  She  had  all  the  symptoms  of  fracture  of 
the  base  of  the  skull,  coma,  vomiting,  hemor- 
rhages from  left  ear  and  nostril.  In  addition  she 
had  a  fracture  of  both  the  tibia  and  fibula  of  the 
left  leg  just  above  the  ankle.  She  remained  coma- 
tose for  about  two  weeks,  and  when  she  began 
to  regain  consciousness  it  was  noticed  that  she 
had  ptosis  of  the  left  eye,  inequality  of  pupils, 
and  still  later  the  whole  of  the  left  side  of  the 
face  was  paralyzed.  Her  general  condition  con- 
tinued to  improve,  and  she  left  the  hospital  about 
a  month  after  the  accident.  Since  then  Dr.  Terry 
has  treated  her  at  her  own  home.  Dr.  Lee  ap- 
plied retentive  apparatus  for  the  fracture  and  a 
perfect  result  was  obtained. 

These  patients  while  in  the  hospital  had  the 
treatment  generally  adopted  for  this  class  of  in- 
jury, viz. :  ice  cap,  heat  to  the  extremities,  bro- 
mides, ergot,  strychnia,  iodides,  etc.  Only  in  tha 
first  case  was  morphia  necessary.  The  ears  and 
nostrils  were  washed  several  times  daily  with  a 
solution  of  boric  acid  and  afterward  filled  with 
iodoform  gauze. 
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The  paralysis  of  the  face  in  the  second  case 
has  very  greatly  improved  under  the  use  of  elec- 
tricity, so  that  now  it  could  be  hardly  noticed  un- 
less attention  was  called  to  it.  At  this  time  he 
did  not  think  there  had  been  any  improvement  in 
her  hearing  nor  in  the  sight  of  the  left  eye.  A 
specialist  examined  her  recently  and  says  he  be- 
lieves she  has  a  beginning  atrophy  of  the  optic 
nerve,  and  within  a  year  she  will  be  totally  blind 
in  that  eye.  Her  general  health  he  did  not 
think  was  as  good  as  it  was  two  months  ago, 
whatever  might  be  the  cause. 

Discussion. 

Dr.  J.  A.  Lee  said  that  the  peculiar  feature 
that  appealed  to  him  in  both  these  cases  of  frac- 
ture of  the  skull  was  the  opposite  conditions  the 
patients  presented.  In  the  first  case  Dr.  Terry 
mentioned  the  delirium  was  of  a  specially  noisy 
and  disturbed  character,  the  patient  requiring  the 
almost  constant  attendance  of  two  nurses.  She 
was  kept  in  bed  only  by  force.  This  condition 
persisted  for  weeks.  There  was  a  constant  dilata- 
tion of  the  pupils  and  an  incontinence  of  urine 
and  feces.  The  most  peculiar  feature  of  the  case 
was  the  rapidity  of  the  change.  He  specially  re- 
membered going  to  see  her  one  afternoon  in  the 
ward.  She  did  not  know  anyone,  was  delirious 
and  very  boisterous  in  her  conversation  and  ac- 
tions, and  the  next  morning  when  he  called  upon 
her  she  was  the  embodiment  of  ladylike  polite- 
ness and  did  not  recall  the  actions  of  the  previous 
day. 

The  other  case,  after  she  recovered  from 
her  comatose  state,  presented  no  evidence  of  any 
mental  disturbance.  The  results  of  her  accident 
seemed  to  be  entirely  physical.  Her  mind  was 
calm  and  passive.  She  slept  without  the  use  of 
hypnotics,  but  complained  of  headache  for  some 
time.  That  subsided  of  its  own  accord.  The 
paralysis  of  the  muscles  of  the  face  and  eyelid 
was  very  pronounced.  On  Dr.  Terry's  advice 
Dr.  Lee  gave  electrical  treatment.  The  stimulus 
caused  rapid  contraction  of  the  orbicularis  pal- 
pebrarum and  relieved  the  paralysis  in  a  short 
time.  The  point  that  he  wished  to  call  the  atten- 
tion of  the  Society  to  was  the  opposite  condi- 
tions presented  in  two  cases  of  fracture  of  the 
base  of  the  skull  occurring  at  the  same  time  and 
place  and  in  the  same  manner.  In  one  case  the 
symptoms  were  largely  physical,  and  in  the  other 
largely  psychical. 

SUTURE  OF  OLD  FRACTURE  OF  THE  PATELLA. 

Dr.  C.  H.  Terry  reported  the  case  of  a  young 
man  who  two  years  ago  last  spring  broke  his  pa- 


tella. The  speaker  did  not  know  what  treatment 
was  followed.  He  came  to  St.  Mary's  Hospital 
last  June,  stating  that  he  had  fractured  the  patella 
a  second  time  two  months  previously,  but  had 
not  applied  for  treatment  at  the  time.  Dr.  Terry 
stated  that  he  had  cut  down  on  the  patella  with 
the  concavity  of  the  incision  looking  upward,  and 
on  opening  the  joint  found  in  the  posterior  por- 
tion of  the  head  of  the  tibia  a  yellowish  pinkish 
growth  about  the  size  of  a  quarter  of  a  dollar 
piece  and  three  or  four  times  as  thick.  It  was 
very  vascular  and  bled  very  freely.  He  curetted 
this  away,  and  found  afterward  there  had  been  no 
attempt  whatever  on  the  part  of  Nature  to  throw 
out  a  ligament  between  the  fragments.  The 
broken  fragments  had  become  atrophied,  so  that 
in  freshening  the  edges  he  had  to  cut  a  good  deal 
of  tissue  away  in  order  to  get  a  solid  portion 
for  suture.  An  attempt  was  made  to  draw  the 
fragments  together  with  silver  wire,  but  the  su- 
tures broke  and  he  made  use  of  chromic  gut. 
The  leg  was  put  up  in  plaster  for  six  weeks.  The 
wound  healed  by  first  intention,  and  the  man  now 
has  a  very  good  leg.  Motion  is  more  or  less  lim- 
ited, but  still  he  has  a  perfect  patella. 

VESICAL  CALCULI  FOLLOWING  SUPRAPUBIC 
LITHOTOMY. 

Dr.  T.  B.  Spence  exhibited  vesical  calculi  he 
had  removed  from  a  patient  at  the  Methodist 
Episcopal  Hospital  a  week  ago.  This  man  gave 
a  history  of  having  had  an  operation  for  calculus 
four  years  ago,  after  having  symptoms  of  such  a 
condition  for  three  years  previously.  He  was 
operated  on  four  years  ago  suprapubically,  and 
was  left  with  a  suprapubic  sinus  which  would 
not  heal.  At  the  end  of  two  years  that  was 
operated  on  and  closed,  a  perineal  tube  being 
used  for  drainage,  but  following  this  operation  he 
had  still  some  irritation  of  the  bladder,  and  ap- 
parently for  the  last  two  years  he  had  been  suf- 
fering from  vesical  calculus  again. 

He  was  admitted  to  the  hospital  with  a  fluctua- 
ting, tender  mass  in  the  suprapubic  scar.  The 
day  after  he  came  into  the  hospital  this  opened 
and  urine  escaped  through  the  sinus.  He  was 
operated  on  and  these  rather  usually  large  stones 
were  removed  from  the  bladder,  the  larger  weigh- 
ing 70  grams  and  the  smaller  53  grams,  approxi- 
mately four  ounces  for  the  two. 

ABSCESS  OF  THE  LUNG  WITH  SLOUGHING. 

Dr.  W.  H.  Rankin  showed  a  patient,  a  man 
about  28,  who  after  a  pneumonia  had  a  consid- 
erable amount  of  lung  tissue  become  gangrenous 
and  slough  away.    Thoractomy  was  performed. 
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There  seemed  to  be  a  very  large  cavity  in  his 
lung.  When  the  first  dressing  was  taken  down 
a  forceps  placed  in  the  cavity  took  away  pieces 
of  the  lung,  and  for  two  weeks  afterward  great 
masses  of  sloughing  tissue  came  away.  The  scar 
tissue  resulting  from  the  abscess  seems  to  have 
obstructed  the  lower  part  of  the  lung,  and  he  has 
very  little  breathing  at  the  site  of  the  lesion.  He 
is,  however,  very  comfortable  and  well.  Dr. 
Rankin  expressed  his  wonder  that  a  man  could 
have  so  much  lung  tissue  destroyed  in  so  short  a 
time. 

ABSCESS  OF  LUNG. 

Dr.  W.  H.  Rankin  reported  the  case  of  a  man, 
36  years  old,  admitted  to  St.  John's  Hospital  May 
1 2th.  He  had  always  been  well,  but  never  very 
strong.  Two  years  ago  he  had  a  pneumonia  from 
which  he  recovered,  and  had  remained  well  until 
two  weeks  before  he  entered  the  hospital,  when 
he  was  again  seized  with  pneumonia  complicating 
pleurisy.  At  the  end  of  a  week  from  the  begin- 
ning of  his  illness  he  was  much  better,  but  after 
a  day  or  two  his  breathing  became  more  labored 
and  his  temperature  began  to  increase  from  day 
to  day  until  the  time  of  his  admittance,  when  it 
was  103.4;  P.  120,  R.  30.  On  inspection  there 
was  a  slight  fullness  on  the  right  side  and  very 
little  respiratory  movement.  Percussion  brought 
out  dullness  everywhere  in  the  right  lung  except- 
ing at  the  apex.  From  the  axillary  line  forward 
for  a  circumference  of  five  or  six  inches  over  the 
fourth,  fifth  and  sixth  ribs,  the  percussion  note 
was  flat.  Over  the  upper  part  of  the  lung  there 
was  bronchial  breathing  excepting  at  the  apex, 
where  it  was  broncho-vesicular  in  character.  A 
diagnosis  of  empyema  and  abscess  of  the  lung 
was  made.  Under  cocaine  anesthesia  a  piece  of 
the  sixth  rib  was  removed,  allowing  several 
ounces  of  pus  to  escape  from  the  pleural  cavity. 
The  abscess  was  quite  superficial  and  easily 
opened,  when  more  pus  escaped,  exposing  to  view 
large  pieces  of  gangrenous  lung  tissue.  A  con- 
siderable quantity  of  this  was  taken  away  with 
dressing  forceps  and  the  cavity  drained. 

This  gangrenous  lung  tissue  continued  to  come 
away  for  several  days.  At  the  end  of  two  weeks  the 
lung  cavity  was  irrigated  with  acetozone  and  the 
patient  very  rapidly  improved.  After  being  in  the 
hospital  five  weeks  he  was  given  a  general  anes- 
thetic, and  a  portion  of  four  ribs  over  the  cavity 
in  the  lung  removed,  allowing  the  chest  wall  to 
collapse  onto  the  shrunken  lung.  The  patient 
left  the  hospital  July  8th  much  improved  in  health 
and  with  the  wound  closed.    At  the  present  time 


the  breathing  over  the  lower  part  of  the  lung  is 
very  imperfect,  and  Dr.  Rankin  feared  that  the 
extensive  sloughing  and  scar  tissue  had  damaged 
it  beyond  repair. 

AMPUTATION    OF    THE    THIGH    FOR  TUBERCULAR 
ARTHRITIS  OF  KNEE. 

Dr.  W.  H.  Rankin  reported  the  case  of  a  fe- 
male, age  38,  who  entered  St.  John's  Hospital 
May  1 2th.  Her  father  and  mother  died  of  tu- 
berculosis, also  one  brother,  one  sister  and  sev- 
eral cousins.  She  was  a  delicate  child.  When 
twelve  years  old  she  had  typhoid  fever,  from 
which  she  convalesced  slowly.  At  thirteen  years 
of  age  the  right  knee  became  swollen,  stiff  and 
painful,  and  never  afterward  became  quite  nor- 
mal. Every  few  months  it  would  puff  up,  be 
painful  in  walking,  with  the  limit  of  motion  les- 
sened, but  after  prolonged  rest  and  simply  coun- 
ter irritant  treatment  it  would  become  fairly  com- 
fortable in  walking,  and  the  swelling  disappear 
until  the  diseased  knee  would  be  little  larger  than 
its  fellow. 

These  recurring  attacks  continued  until  she 
was  25  years  old,  when  the  leg  above  the  knee 
became  swollen  and  painful,  and  she  then  began 
to  have  daily  elevations  of  temperature.  She 
then  sought  treatment  in  the  Long  Island  College 
Hospital,  where  some  necrosed  bone  was  curetted 
from  the  femur  and  amputation  advised.  This 
she  declined,  but  within  a  year  went  to  the  Roose- 
velt Hospital,  where  the  thigh  was  freely  incised 
in  several  places  and  more  necrosed  bone  re- 
moved. At  the  end  of  a  year  from  this  subse- 
quent operation  the  wound  closed  and  the  patient 
was  able  to  resume  her  occupation  as  a  dress- 
maker. For  the  past  ten  years  she  has  suffered 
but  little  inconvenience  or  pain  from  her  leg. 
The  knee  would  occasionally  puff  up,  but  subside 
after  rest,  leaving  but  little  soreness  or  discom- 
fort in  walking. 

During  the  past  year  she  has  been  much  on  her 
feet  caring  for  a  cousin  suffering  from  tubercu- 
losis. In  March  the  internal  condynes  of  the 
right  femur  became  increasingly  painful.  The 
leg  about  the  knee  became  swollen,  the  skin  red- 
dened, and  within  a  few  weeks  there  was  formed 
an  abscess.  This  was  opened  under  an  anes- 
thetic, and  some  necrosed  bone  curetted  from 
the  internal  condyle  by  her  physician.  As  she  did 
not  improve,  on  the  advice  of  her  physician  she 
came  to  St.  John's  Hospital  to  have  the  leg  am- 
putated. At  the  time  of  her  admittance  the  right 
knee  was  larger  than  the  left.    There  was  appar- 
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ently  little  fluid  in  the  joint,  but  above  the  pa- 
tella it  was  doughy  or  boggy  to  the  touch.  There 
was  some  pus  discharging  from  the  wound,  as 
well  as  a  considerable  burrowing  of  pus  around 
the  joint.  The  patient  was  suffering  quite  severe 
pain  and  had  had  a  temperature  for  some  time, 
which  had  weakened  and  emaciated  her  consid- 
erably. As  the  tubercular  process  had  evidently 
extended  into  the  joint,  as  well  as  into  the  shaft 
of  the  femur,  it  was  thought  advisable  to  am- 
putate the  limb  well  above  the  knee  rather  than 
attempt  an  excision  of  the  joint.  She  sustained 
very  little  shock  at  the  operation.  The  wound 
healed  kindly,  and  two  weeks  afterward  she  re- 
turned to  her  home,  regaining  her  strength  very 
rapidly. 

PERI  NEPHRITIC  ABSCESS  IN  A  CHILD  SIX  MONTHS 
OLD. 

Dr.  W.  H.  Rankin  reported  the  case  of  a  male 
child,  who  first  came  under  his  care  when  six 
months  old.  The  mother  gave  the  following 
history  :  At  birth  the  child  was  healthy,  of  average 
weight,  and  although  the  mother  was  unable  to 
nurse  him  at  the  breast,  he  seemed  to  thrive 
nicely  on  artificial  food  until  he  was  four  and 
one-half  months  old.  Whereas  he  had  been  eager 
for  his  bottle  up  to  this  time,  he  now  became 
indifferent  to  his  food  and  gradually  became  fret- 
ful and  ceased  to  thrive.  As  the  food  was 
thought  to  be  the  cause  of  his  condition  it  was 
changed,  but  with  no  benefit,  for  the  child  began 
to  lose  weight  and  become  much  more  restless, 
crying  a  great  deal  and  sleeping  only  for  a  short 
time.  When  he  was  stripped  for  inspection  the 
mother  remarked  that  he  seemed  to  cry  less  when 
lying  in  his  crib  than  when  he  was  fondled.  With 
his  clothing  off  it  was  noticed  his  right  leg  was 
drawn  up  and  could  be  flexed  on  the  abdomen 
without  resistance,  but  to  extend  it  caused  him 
to  cry.  He  was  poorly  nourished,  there  was  con- 
siderable distention  of  the  belly,  and  there  was  a 
very  long  prepuce.  Turning  his  face  down,  it 
was  at  once  apparent  that  there  was  a  deflection 
of  the  spine  to  the  left  side  in  the  lumbar  region, 
and  the  ilio-costal  space  to  the  right  was  slightly 
fuller  than  on  the  opposite  side.  The  muscles  on 
the  right  side  were  quite  rigid  and  there  was 
some  tenderness  on  pressure.  He  was  then  hav- 
ing increased  temperature. 

Although  the  patient  was  but  six  months  old, 
Dr.  Rankin  did  not  feel  quite  safe  in  excluding 
the  spine  as  the  source  of  the  trouble.  He,  there- 
fore, asked  Dr.  V.  P.  Gibncy  to  see  the  child  with 
him.    Dr.  Gibney  concurred  in  the  diagnosis  of 


perinephritic  abscess,  and  advised  operation. 
Under  chloroform  anesthesia,  Dr.  L.  H.  Rankin 
made  an  incision  in  Simon's  line,  and  evacuated 
about  two  ounces  of  thick  pus  and  drained.  At 
the  same  time  he  circumcised  the  patient.  After 
the  operation  the  child  immediately  began  to 
improve  and  is  now  perfectly  healthy. 

The  interesting  point  in  this  case,  he  said, 
would  seem  to  be  the  source  of  the  infection  in  so 
young  a  child.  He  had  not  been  suffering  from 
any  exanthematous  disease.  There  was  not  and 
had  not  been  any  sores  any  place  in  the  body. 
There  was  not  elsewhere  any  infection  and  there 
had  not  been  any.  At  the  time  he  saw  him  there 
was,  to  be  sure,  much  intestinal  disturbance,  but 
previous  to  the  commencement  of  his  illness  he 
was  apparently  perfectly  well.  The  speaker 
thought  it  possible  that  the  bacteria  which  are 
known  to  be  eliminated  from  the  kidney  could 
reach  the  fascia  renalis  through  the  free  anasto- 
mosis in  the  veins  between  the  kidney  fascia,  the 
capsule  and  the  renal  parenchyma. 


THE  BROOKLYN  GYNECOLOGICAL 
SOCIETY. 


Stated  Meeting,  October  7,  1904. 


The  President,  W.  E.  Butler,  M.D.,  in  the 
Chair. 

REPORT  OF  CASE  :  ADENO-PAPILLOMA  OF  OVARY. 

Dr.  S.  J.  McNamara  :  This  specimen  the  path- 
ologist has  reported  on  as  an  adeno-papilloma  of 
the  ovary.  The  patient  was  55  years  of  age,  and 
the  abdomen  was  almost  as  large  as  a  pregnancy 
at  term.  She  had  previously  been  operated  on  at 
Bellevue  four  years  ago,  and  the  uterus  and  left 
ovary  had  been  removed.  We  found  this  cyst 
contained  44  ounces  of  fluid  of  a  turbid 
brown  color  and  putrefactive  odor,  alkaline  re- 
action, specific  gravity  1027,  and  contained  epi- 
thelial and  pus  cells.  There  is  not  much  of  in- 
terest in  the  history,  but  it  is  a  rare  specimen  in 
my  experience. 

REPORT  OF  CASE:    RUPTURED  TUBAL  PREGNANCY. 

Dr.  S.  J.  McNamara  :  This  specimen  is  taken 
from  a  woman  who  had  previously  been  operated 
on  for  ectopic  gestation.  She  was  28  years  old, 
Russian,  married  ten  years,  three  children,  no 
miscarriages.  Last  child  five  years  ago.  Menses 
regular,  no  cessation  or  irregularities,  except  the 
last  period  it  continued  three  weeks  and  up  to  the 
time  of  examination,  August  20th.     On  close 
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questioning  she  admitted  having  had  severe  pain 
at  her  last  menstrual  period.  On  August  21st, 
she  had  severe  pain  with  collapse.  There  were  no 
vaginal  symptoms  of  ectopic  pregnancy,  the  hem- 
orrhage was  into  the  peritoneal  cavity,  and  could 
not  be  detected  by  vaginal  examination.  She  came 
in  for  the  prolonged  menstrual  flow.  I  examined 
her  the  day  before  she  went  into  collapse  and  did 
not  make  the  diagnosis.  The  next  day  I  was 
called  to  the  hospital  and  found  her  in  collapse. 
Even  then  there  was  nothing  to  make  the  diag- 
nosis, and  we  operated  on  the  symptoms.  We 
did  not  know  she  had  been  operated  on  pre- 
viously. Inquiry  elicited  the  fact  that  she  had 
been  operated  on  for  the  same  condition.  She 
made  an  uninterrupted  recovery. 

I  thought  at  the  time  that  the  pregnancy  might 
have  been  intramural,  but  examination  of  the 
specimen  shows  that  the  rupture  took  place  near 
the  distal  end  of  the  tube  and  not  the  uterine 
end,  so  I  am  unable  to  account  for  the  hemor- 
rhage into  the  uterus,  although  it  was  similar  in 
character  to  the  blood  we  took  out  of  the  abdom- 
inal cavity. 

Discussion. 

Dr.  C.  Jewett  :  I  do  not  know  if  I  got  all  the 
history.  Did  I  understand  the  Doctor  that  there 
was  a  hemorrhage  into  the  uterus,  and  what  was 
the  reason  for  supposing  it  came  from  the  tube? 
Did  the  hemorrhage  occur  into  the  uterus  in  the 
ectopic  case?  What  was  the  evidence  the  hem- 
orrhage occurred  from  the  tube  to  the  uterus? 

Dr.  S.  J.  McNamara:  No  evidence  at  all.  It 
was  similar  in  color  to  the  kind  of  blood  we 
found  in  the  abdominal  cavity. 

Dr.  Jewett  :  May  not  that  blood  have  come 
from  the  endometrium? 

Dr.  McNamara  :  Yes.  The  woman  having 
had  no  irregularity  up  to  the  period  preceding 
led  me  to  suppose  there  was  some  connection 
between  the  ectopic  and  the  discharge  of  blood 
from  the  uterus. 

Dr.  Jewett  :  There  almost  always  is  a  hem- 
orrhage at  the  time  the  tube  ruptures.  This  I 
take  it  as  due  to  the  separation  of  the  decidua, 
which  is  developed  in  every  case  of  ectopic  ges- 
tation. 

Dr.  McNamara:  The  point  of  interest  was 
the  difficulty  of  diagnosing  that  the  rupture  had 
taken  place  into  the  peritoneal  cavity  and  very 
little  or  no  vaginal  signs  of  ectopic. 

Dr.  G.  McNaughton  :  I  understood  the  Doc- 
tor did  elicit  after  careful  inquiry  a  lot  of  pain 


preceding  the  commencement  of  the  flow,  which 
was  the  last  flow  she  had. 

Dr.  McNamara  :  Upon  close  questioning  she 
admitted  some  pain.  She  had  little  intelligence 
and  probably  would  not  notice  a  small  amount  of 
pain. 

Dr.  McNaughton  :  The  point  I  wished  to 
make  was,  if  you  inquire  carefully  in  these  cases, 
you  can  almost  always  make  out  a  very  decided 
attack  of  pain.  It  is  very  rare  that  they  rupture 
without  it. 

It  is  a  difficult  matter  to  map  out  fluid  in  the 
peritoneal  cavity  unless  circumscribed,  or  unless 
it  is  a  coagulum,  so  as  to  give  a  little  resistance. 
The  Doctor's  diagnosis  in  this  case  was  inter- 
fered with  by  the  previous  condition  on  the  oppo- 
site side  from  the  former  operation. 

Dr.  Jewett  :  In  this  case  the  failure  to  make 
the  diagnosis  apparently  was  due  to  the  inability 
of  the  patient  to  give  a  clear  history.  The  diag- 
nosis ought  to  be  made  in  practically  every 
case  of  recently  ruptured  tube  in  ectopic  gesta- 
tion. The  salient  diagnostic  points  are  a  skipped 
period,  often  antecedent  sterility,  pain  which  is 
abrupt  and  usually  intense ;  in  case  of  much  in- 
ternal hemorrhage,  collapse,  and  genital  hemor- 
rhage which  is  more  or  less  irregular.  This  com- 
plex of  symptoms  is  very  characteristic,  and 
enough  as  a  rule  to  make  the  diagnosis.  Ec- 
topic gestation  is  not  always  easy  of  recognition, 
but  a  ruptured  ectopic  pregnancy  should  be  rec- 
ognized almost  invariably  if  the  history  can  be 
relied  on. 

A  large  proportion  of  these  cases  are  not  rup- 
tured tubes,  but  tubal  abortions,  and  it  is  a  ques- 
tion to  what  extent  the  patient  may  escape  ex- 
treme pain  in  tubal  abortion.  It  is  not  so  pro- 
nounced probably  as  in  rupture,  particularly  in  a 
pregnancy  well  out  in  the  ampalla. 

report  of  case  :  recto-vaginal  fistula. 

Dr.  C.  Jewett:  I  saw  a  case  yesterday  that 
was  unusual.  The  woman  was  confined  two 
weeks  ago.  She  was  a  primipara.  The  doctor 
said  that  the  labor  was  normal  and  had  lasted 
only  five  or  six  hours  and  no  intervention  was 
practiced.  The  child  was  small,  weighing  less 
than  seven  pounds.  The  woman  had  a  recto- 
vaginal fistula  close  to  the  sphincter  and  large 
enough  to  admit  the  thumb.  The  tear  ran  trans- 
versely. 

I  expect  to  close  it  in  a  day  or  two  by  lib- 
erating the  anterior  rectal  mucous  membrane 
above  the  fistula,  bringing  it  down  and  suturing 
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it  to  the  anal  margin,  and  then  closing  the  rest  of 
the  septum,  with  slk-worm  gut. 

Dr.  McNamara  :  Was  there  any  previous 
history  of  rectal  trouble,  either  hemorrhoidal  or 
rectal  ulcer? 

Dr.  Jewett  :  There  was  no  history  of  irrita- 
ble ulcer,  stricture  or  syphilis. 

FURTHER  REMARKS  OX  ESERIN  SULPHATE  AFTER 
ABDOMINAL  SECTION. 

Dr.  C.  Jewett  :  Since  I  presented  this  matter 
a  month  or  two  ago  I  have  used  eserin  in  28  cases 
after  abdominal  section.  The  experience  has 
been  similar  to  that  I  detailed  before.  The  pa- 
tients have  been  much  more  comfortable,  tympa- 
nites has  been  less  frequent  and  never  pronounced, 
thirst  diminished  and  nausea  almost  absent.  Most 
important  of  all,  bowel  movements  have  easily  and 
promptly  been  secured  within  48  hours  after 
operation. 

I  have  not  used  the  A.  B.  &  S.  pill  as  sug- 
gested by  Craig.  Calomel  and  salines  were  given 
in  but  few  instances.  Usually  after  1-40  grain  of 
eserin  the  bowels  have  acted  at  once  in  response 
to  a  single  molasses  enema. 

In  88%  there  was  practically  no  tympany. 
This,  however,  is  a  matter  that  depends  largely 
upon  the  extent  of  exposure  and  handling  of  the 
intestines.    Eserin  will  not  always  prevent  it. 

I  reported  a  case  of  marked  apparent  obstruc- 
tion, mainly  paretic,  which  had  resisted  all  other 
measures.  A  hypodermic  of  eserin  salicylat,  1-60 
grain,  repeated  after  12  hours,  was  followed  by 
complete  and  permanent  relief.  In  a  similar  case 
at  the  Long  Island  College  Hospital,  in  the  ser- 
vice of  one  of  my  colleagues,  extreme  paretic  ob- 
struction was  promptly  overcome  by  a  single  dose 
of  eserin,  followed  in  three  hours  by  the  molasses 
enema.  Eserin  cannot  be  expected  to  act  in 
established  mechanical  obstruction.  It  was  given 
recently  at  the  Bushwick  Hospital  in  a  case  of 
obstruction  due  to  adhesions,  with  appendicitis, 
but  without  effect  after  repeated  doses.  Murphy, 
of  Chicago,  by  the  way,  in  a  review  of  two  thou- 
sand cases,  says  the  typical  order  of  beginning 
symptoms  in  appendicitis  is  pain,  vomiting,  ten- 
derness and  temperature.  When  a  case  departs 
from  that  order  he  is  doubtful  of  the  diagnosis 
of  appendicitis.  In  the  case  just  referred  to,  if 
the  history  was  right,  there  was  no  vomiting  for 
days,  no  elevation  of  temperature,  except  for  a 
few  hours,  when  it  was  102.  The  abdomen  was 
opened  by  Dr.  Schauf ;  a  large  concretion  was 
found  in  the  appendix,  which  had  nearly  ulcerated 


through.  There  was  a  large  mass  of  intestine 
densely  matted  together  around  the  appendix. 

Dr.  Taylor,  when  I  first  brought  up  this  sub- 
ject at  a  recent  meeting,  suggested  that  the 
eserin  might  perhaps  better  be  given  after  opera- 
tion than  before,  since  the  increased  peristalsis 
might  be  troublesome  during  the  work.  Dr. 
Craig,  in  a  second  article,  advises  that  it  be  given 
during  the  operation. 

In  the  most  of  my  cases  it  has  been  given  at 
the  close  of  operation. 

The  measure,  I  am  sure,  is  one  of  great  value 
for  the  prevention  of  post  operative  intestinal 
paresis  and  of  mechanical  obstruction  due  to  ad- 
hesions. 

Talking  with  a  veterinarian  recently,  I  was 
much  interested  to  learn  that  physostimine  has 
for  a  long  time  been  used  in  the  treatment  of 
bowel  obstructions  in  horses. 

Pankow,  in  a  recent  paper  to  which  I  called 
Dr.  Craig's  attention,  disputes  the  claims  of  Vo- 
gel  for  eserin.  To  this  Craig  replies  in  the  fol- 
lowing personal  letter,  part  of  which,  by  his  per- 
mission, I  will  read. 

"His  (Pankow's)  conclusions  are  entirely 
worthless  for  two  principal  reasons.  First,  the 
foremost,  because  he  used  precisely  the  dosage 
which  came  near  to  discouraging  me  on  the  whole 
affair.  Calabar  bean,  having  been  so  long  known 
as  the  ordeal  bean,  has  acquired  a  much  unde- 
served bad  reputation.  It  is  emphatically  to  be 
classed  with  extremely  poisonous  drugs,  but  no 
whit  more  so  than  morphine,  strychnine  or  pilo- 
carpine and  others  commonly  in  daily  use.  Fur- 
thermore, the  more  deadly  properties  of  the  en- 
tire plant  and  its  preparations  are  attributable  to 
its  other  alkaloid,  calabarine,  which  is,  of  course, 
eliminated  by  using  only  the  eserin.  Doses  of 
.001  or  .00125  correspond  roughly  to  doses  of  gr. 
1-67  or  gr.  1-55,  either  of  which  dose,  while  occa- 
sionally perfectly  satisfactory,  is,  on  the  whole, 
so  exactly  on  the  line  at  which  activity  begins  as 
to  be  wholly  unreliable.  Dr.  John  C.  Reeve, 
whom  of  course  you  know  well,  writes  me  that  he 
has  used  eserin  hypodermically  frequently  in 
doses  of  gr.  1-12  with  no  untoward  effects.  Such 
doses,  however.  I  cannot  approve  for  the  pre- 
vention of  paresis,  because  they  may  be  dangerous 
and  are  certainly  unnecessary.  They  may  be 
needed,  as  Dr.  Reeve  has  employed  them,  to  over- 
come a  well-established  paresis. 

"Had  Pankow  employed  doses  equivalent  to  gr. 
1-30  or  even  gr.  1-40  he  would  have  been  able  to 
draw  very  different  conclusions,  and  even  as  it 
is,  I  do  not  feel  convinced  that  his  work,  as 
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reported,  fully  justifies  his  present  conclusions.  No 
better  proof  of  this  can  be  adduced  than  his  own 
lack  of  consistency,  constituting  the  second  cause 
of  the  worthlessness  of  his  conclusions.  We 
fear  paresis  only  when  peritoneal  sepsis  follows 
coliotomy  or  when  the  paresis  is  induced  by  ex- 
posure or  manipulation  of  the  peritoneum  and 
intestines  themselves,  and  therefore  why,  in  the 
name  of  common  sense,  should  Pankow  fear  in- 
testinal paresis  after  the  Alexander-Adams  op- 
eration, at  least  as  it  is  performed  in  our  country ; 
and  yet  his  results  were  not  materially  different 
in  that  series  from  the  others. 

"Now,  if  I  may  say  just  one  word  as  to  the 
time  for  its  administration :  I  think — in  fact  I 
know  from  experience — that  fear  of  a  too  early 
peristalsis  is  justifiable,  and  from  a  very  consider- 
able experience  I  am  convinced  that  it  should  be 
administered  after  the  abdomen  is  opened  and 
not  until  we  are  certain  that  prompt,  within  fif- 
teen to  thirty  minutes,  resumption  of  active  per- 
istalsis will  be  entirely  compatible  with  the  best 
interests  of  the  patient." 

paper:  shall  the  appendix  be  removed  when 
the  abdomen  is  opened  for  other  reasons? 

by  dr.  o.  a.  gordon. 

Discussion. 

Dr.  W.  B.  Chase:  I  heartily  approve  of  the 
deductions  of  the  writer  of  the  paper.  There  is 
one  other  question  which  I  think  should  be  taken 
into  account  in  this  matter,  and  it  is  a  little  out- 
side the  scope  of  the  paper. 

It  seems  to  be  necessary  that  the  surgeon 
should  take  some  precaution  to  guard  himself 
against  the  possibilities  of  the  question  being 
raised  as  to  whether  he  exceeded  his  authority 
in  doing  operations  in  the  pelvic  or  peritoneal 
cavity  not  contemplated  in  the  original  opera- 
tion. For  instance,  if  you  have  occasion  to  do  a 
hysterectomy  to  remove  diseased  ovaries  and 
tubes,  and  you  have  told  your  patient  your  diag- 
nosis, and  you  find  other  things  and  remove 
them,  you  may  be  called  sharply  to  account ; 
you  may  do  something  not  contemplated  in  the 
original  operation.  I  think  the  surgeon  who  holds 
to  the  theory  that  he  should  remove  the  appendix 
on  sight  will  do  well  to  put  himself  in  a  posi- 
tion before  the  patient,  that  he  had  a  right  to  do 
that  thing,  and,  therefore,  he  should  get  the  con- 
sent of  his  patient  to  do  what,  in  his  judgment,  is 
best. 

I  think  the  conclusions  of  Morris  of  New  York 
are  correct.    There  can  be  no  question,  however 


simple  the  operation,  that  it  may  and  does  add 
to  the  difficulty  of  the  operation,  and  it  may  be 
difficult  to  say  just  how  much  influence  it  may 
have  had  in  bringing  about  results  that  are  not 
altogether  satisfactory.  The  time  element  is  im- 
portant, and  if  we  see  an  apparently  normal  ap- 
pendix, I  think  it  should  be  let  alone. 

Dr.  C.  Jewett  :  I  have  the  greatest  respect  for 
Dr.  Gordon's  judicial  attitude  on  this  question, 
but  my  practice  is  the  opposite  of  his.  First,  one 
point  in  the  discussion : 

Dr.  Chase  raises  an  ethical  or  medico-legal 
question.  Every  operator,  I  believe,  should  insist 
on  the  right  to  be  guided  by  his  own  judgment 
after  the  abdomen  is  open.  He  certainly  would 
fall  short  of  his  duty  if  he  found  the  appendix 
diseased  and  did  not  remove  it,  for  the  reason  that 
he  had  not  consulted  the  patient  about  it. 

Dr.  Gordon  says  the  disease  occurs  more  fre- 
quently in  men  than  in  women.  Dr.  Murphy's 
statistics  of  2,000  cases  do  not  bear  out  this  con- 
tention. It  is  not  much  more  frequent  in  men 
than  in  women  in  his  work.  Baldy,  the  author, 
says  he  has  never  known  appendicitis  to  develop 
after  abdominal  operations  in  which  he  had  re- 
moved other  organs  and  left  the  appendix.  Has 
Dr.  Baldy  followed  all  the  cases  in  which  he  has 
operated,  and  if  he  has,  why  should  operation  pre- 
vent appendicitis  when  the  appendix  is  left?  Ap- 
pendicitis is  found  in  abdomens  that  have  never 
been  opened,  and  why  should  it  not  be  more  fre- 
quent after  peritoneal  trauma,  especially  on  the 
right  side  ? 

The  statistics  of  the  operation  go  to  show  that 
the  danger  of  taking  out  the  appendix  in  the 
course  of  an  operation  done  for  another  purpose 
cannot  be  so  very  great  as  has  been  estimated. 
The  results  of  Ochsner,  Deaver  and  Murphy  with 
diseased  appendices,  if  I  remember  correctly,  are 
not  over  4  or  5  per  cent,  of  deaths,  taking  all 
cases  as  they  come.  For  operations  in  a  normal 
peritoneum  a  death  rate  of  not  more  than  1  per 
cent,  is  conceded  by  Morris.  The  deaths  which 
would  result  from  the  added  work  necessary  to 
remove  the  appendix  in  an  operation  already 
under  way  should  be  less  than  even  for  abdominal 
section  done  for  appendectomy  even  with  a 
healthy  appendix. 

The  question  is  answered  forcibly  bv  two  arti- 
cles published  by  Dr.  Reuben  Peterson  of  Ann 
Arbor.  He  reports  200  gynecologic  abdominal 
sections  in  which  he  removed  the  appendix.  His 
object  was  to  determine  in  which  proportion  of 
cases  the  appendix  is  diseased.  In  these  200  cases 
nearly  50  per  cent,  were  diseased,  and  of  these 
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counted  as  healthy  some  showed  atrophy  of  mus- 
cle and  hyperplasia  of  the  lymph-adenoid  tissue. 
The  examinations  were  made  by  Dr.  Warthin, 
Professor  of  Pathology  in  Ann  Arbor,  and  he 
surely  could  not  be  suspected  of  drawing  conclu- 
sons  from  forceps,  bruises  or  other  operative  in- 
juries. As  Peterson  says,  you  cannot  tell  by  the 
macroscopic  appearance  of  the  appendix  whether 
it  is  diseased  or  not. 

In  a  patient  in  good  condition  the  risk  of  the 
five  minutes  extra  work  is  practically  nil,  and  is 
offset  many  times  by  the  added  peace  of  mind  that 
it  brings  to  the  patient  in  after  years.  Five  min- 
utes is  ample  with  an  apparently  healthy  appen- 
dix, and  when  it  is  adherent  and  more  time  is  re- 
quired, more  risk  is  justified. 

Recently  I  removed  the  appendix  in  case  of  a 
woman  who  was  in  perfect  health,  but  who  feared 
to  go  into  the  mountains  for  the  summer  lest  she 
be  attacked  with  appendicitis  where  she  could  not 
be  properly  taken  care  of.  The  preceding  sum- 
mer she  had  spent  in  bed  with  severe  appendicitis, 
in  the  country. 

Dr.  G.  MacNaughton  :  I  agree  with  Dr.  Jew- 
ett  in  his  conclusion  about  the  removal  of  the  ap- 
pendix for  these  reasons :  Until  the  physiologist 
can  show  us  the  appendix  has  a  function,  which 
they  seem  to  have  a  great  deal  of  difficulty  in 
proving,  and  the  pathologist  can  assure  us  we  can 
make  a  diagnosis  of  the  diseased  appendix  from 
its  appearances,  I  should  continue  to  remove  every 
one  that  I  touched  in  doing  an  abdominal  opera- 
tion for  other  reasons. 

I  have  not  had  anything  like  the  large  experi- 
ence of  Baldy,  but  on  several  occasions  I  have 
had  to  do  a  secondary  operation  before  this  plan 
was  instituted.  We  all  have  had  experiences  in 
operating  on  cases  where  there  seemed  to  be  posi- 
tive signs  of  appendicitis,  yet  when  that  organ 
was  brought  into  view  we  were  surprised  at  the 
little  change  in  the  gross  appearances  of  it,  and  we 
had  concluded  we  had  made  a  mistake.  How- 
ever, removing  it,  the  symptoms  have  been  re- 
moved. I  think  every  one  will  concede  cases  of 
that  kind.  If  you  can  prevent  a  second  abdom- 
inal operation,  it  is  always  best  to  do  it,  because 
an  additional  incision  in  the  abdominal  wall  very 
decidedly  weakens  it. 

I  believe,  of  course,  if  your  patient  is  in  bad 
condition,  if  you  find  that  you  have  to  conserve 
the  time — fifteen  minutes  ;  I  cannot  remove  it  in 
five  minutes — sometimes  it  requires  quite  a  little 
while  to  find  it.  The  more  trouble  I  have  to  find 
it  the  more  likely  I  am  to  conclude  it  is  normal. 
A  gross  inflammatory  condition  is  easily  found. 


Where  there  is  less  disease  there  is  more  difficulty 
in  finding  it.  That  is  my  experience.  I  believe, 
anyway,  the  appendix  should  be  inspected. 

I  had  an  experience  a  few  years  ago  in  oper- 
ating for  ectopic.  I  found  the  ectopic  was  all 
right,  and  it  occurred  to  me  at  that  time  to  ex- 
amine the  appendix,  and  I  found  that  woman  had 
an  acute  appendicitis.  It  was  the  symptoms  of 
acute  appendicitis  which  determined  the  opera- 
tion. At  the  time  of  operation  the  ectopic  was 
certainly  unruptured,  so  that  it  was  in  a  safe  con- 
dition, but  the  symptoms  which  determined  that 
operation  were  caused  by  the  appendicitis.  I  be- 
lieve in  taking  it  out  every  time,  if  we  do  not  in- 
jure the  patient  by  occupying  fifteen  minutes 
longer. 

Dr.  W.  Maddren  :  I  have  adopted  the  rule  of 
removing  the  appendix  when  exposed,  and  it  does 
not  increase  the  jeopardy  of  the  operation.  We 
may  beg  the  question,  according  to  Dr.  Gordon's 
ground,  but  the  pathologist  tells  us  that  more 
than  40%  of  appendices  in  post-mortem  exam- 
ination show  evidences  of  disease.  A  great  many 
show  evidence  of  previous  disease  by  adhesions 
and  conditions  of  that  kind.  If  there  is  so  large  a 
percentage  of  appendices  that  have  undergone 
inflammatory  and  other  diseased  conditions,  it  is 
pretty  hard  for  us  to  tell  from  ordinary  inspec- 
tion. There  are  circumstances  when  you  can  re- 
move an  appendix  in  perhaps  not  over  five  min- 
utes. You  are  operating,  we  will  say,  for  hernia, 
and  your  appendix  comes  in  sight.  If  it  is  nor- 
mal, you  can  remove  it  in  five  minutes. 

There  is  another  point :  if  it  is  normal  you 
should  not  have  any  adhesions  afterward.  Sim- 
ply amputating  it,  if  you  do  your  work  properly 
there  is  nothing  left  to  form  adhesions.  Of 
course,  you  might  get  a  little  septic  matter  from 
the  appendix  and  make  trouble  that  way.  That 
holds  to  a  certain  extent,  but  you  should  not  have 
it  if  you  take  proper  precautions.  If  the  opera- 
tion is  done  under  proper  conditions  we  should 
not  have  a  mortality  of  1%. 

I  will  continue  to  remove  appendices  when 
brought  into  view,  and  I  consider  it  does  not  put 
the  patient  in  additional  jeopardy. 

The  point  Dr.  Chase  has  made,  it  seems,  is  not 
a  good  one.  I  do  not  think  we  have  any  right  to 
open  the  abdomen  and  operate  on  a  restricted  di- 
agnosis. We  should  decline  to  do  an  operation 
unless  we  are  permitted  to  exercise  our  best 
judgment,  and  I  never  operate  in  private  practice 
unless  I  have  the  privilege  of  doing  what  I  think 
is  necessary.  That  is  the  way  I  would  like  to  be 
treated  mvsclf. 
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Another  point :  the  difficulty  of  finding  the  ap- 
pendix has  been  spoken  of.  A  perfectly  normal 
appendix  with  a  general  distribution  should  be 
easily  found.  My  experience  has  been  if  it  is 
hard  to  find  it  is  more  certain  to  be  diseased.  It 
is  probably  placed  behind  the  caecum,  and  is  more 
certainly  diseased,  and  if  you  have  to  hunt  for  it, 
that  is  more  reason,  in  my  estimation,  to  remove  it. 
Dr.  Gordon's  remark  that  the  search  for  it  may 
produce  sepsis ;  if  you  are  going  to  search  for  it 
to  see  if  it  is  healthy,  you  have  done  as  much 
damage  as  if  you  removed  it  properly. 

Dr.  J.  C.  MacEvitt  :  About  a  year  ago  a  dis- 
cussion of  this  kind  was  participated  in,  ,  and  I 
took  the  view  opposing  the  removal  of  all  normal 
appendices  during  other  operative  procedures 
where  the  abdominal  cavity  was  opened.  I  am 
willing  to  be  converted.  The  statistics  of  Mur- 
phy and  Peterson,  the  advocacy  of  it  by  Drs. 
Jewett  and  McNaughton  cause  me  to  waver 
somewhat.  There  can  be  no  cast  iron  rule,  in  my 
opinion.  I  am  not  ready  to  assent  to  the  removal 
of  all  appendices,  but  I  have  this  to  say,  that  in 
the  removal  of  the  uterus  and  adnexa  we  leave  a 
cause  there  for  producing  appendicitis.  This  was 
demonstrated  to  me  by  a  case  of  very  recent  oc- 
currence. 

Sixteen  months  ago  I  operated  on  a  woman 
for  a  torn  cervix  and  perineum,  and  while  under 
the  anesthetic  I  made  a  vaginal  examination,  and 
found  a  cystic  ovary  about  the  size  of  a  walnut. 
Whether  I  did  wise  in  telling  the  woman  of  the 
existence  of  this  ovary  or  not  after  operation  is 
a  question.  In  a  few  months  she  returned,  say- 
ing she  had  marked  pain  on  the  side  of  the  dis- 
eased ovary.  It  was  so  persistent  that  she  re- 
quested an  operation  for  its  relief.  I  removed 
the  ovary  on  the  right  side,  and  finding  the  one 
on  the  left  cystic,  simply  removed  the  cystic  por- 
tion. Three  months  after  the  removal  of  the 
ovary  the  woman  became  pregnant  and  was  de- 
livered at  term.  Three  weeks  after  the  delivery 
I  was  sent  for  and  found  a  tumor  in  the  right 
iliac  region.  She  had  a  temperature  of  102. 50 
and  complained  of  pain,  but  not  excessive  in  char- 
acter. From  the  history,  as  well  as  I  could  ascer- 
tain, she  had  fever  from  the  first  day  after  deliv- 
ery until  the  time  I  saw  her. 

I  found  this  tumor  in  the  iliac  region,  and  sup- 
posed from  the  history  of  the  case  that  it  was  a 
septic  infection.  Believing  I  would  secure  pus,  I 
aspirated  through  the  cul-de-sac  without  being 
able  to  find  pus.  I  opened  the  abdomen  and 
found  a  mass  of  exudative  material.  I  believed  at 
first  buried  in  this  I  would  find  a  pus  tube  or 


localized  pus  cavity,  but  I  found  instead  that  it 
was  due  to  an  appendicitis.  The  appendix  was 
attached  to  the  broad  ligament  and  this  inflamma- 
tory mass  surrounded  it.  It  is  a  question  in  my 
mind  whether  this  appendicitis  (it  was  of  a  ca- 
tarrhal character)  was  due  to  an  appendicitis  per 
se,  or  whether  it  was  due  to  an  appendix  becom- 
ing attached  to  the  broad  ligament,  and  this  in- 
flammatory material  by  pressure  producing  the 
appendicitis.  This  is  one  case  that  would  undoubt- 
edly show  the  necessity  of  removing  the  appendix. 
The  appendix,  upon  the  original  operation,  was 
absolutely  normal. 

Another  point  is  this :  when  we  fail  to  remove 
the  appendix  of  a  patient  after  operation  on  the 
pelvic  organs,  she  will  often  return  complaining 
of  pain  on  the  right  side.  It  is  a  question  some- 
times whether  this  is  due  to  an  appendicitis  or 
inflammatory  adhesions  producing  pain.  That 
would  be  another  argument  in  favor  of  removing 
the  normal  appendix.  Statistics  vary  much,  as 
instanced  by  the  quotations  of  Drs.  Gordon  and 
Jewett,  and  can  be  made  to  adapt  themselves  to 
almost  any  statement. 

Dr.  S.  J.  McNamara  :  I  believe  the  peace  of 
mind,  health  and  happiness  of  any  individual  is 
enhanced  by  removing  the  appendix.  I  believe, 
especially  in  the  female,  where  appendicitis  is 
complicated  with  pregnancy  or  similar  conditions, 
it  is  a  disease  which  we  must  always  fear. 

Dr.  W.  J.  Corcoran  :  I  would  like  to  add  one 
word  in  commendation  of  Dr.  Gordon's  paper.  It 
agrees  with  my  belief  that  we  should  never  kick  a 
sleeping  dog.  The  appendix  is  a  good  article  to 
leave  alone,  and  if  we  applied  a  little  bit  of  logic 
we  would  come  out  just  about  right.  There  is 
no  one  of  us  who  would  not  be  glad  if  he  had  no 
appendix,  but  we  would  not  like  to  lie  down  and 
have  it  taken  out.  When  we  have  an  operation 
opening  the  abdomen,  and  there  is  some  reason 
for  looking  after  the  appendix,  some  reason  for 
investigating  it,  well  and  good,  and  if  after  you 
find  you  think  it  is  diseased  take  it  out.  Suppose 
you  have  an  ordinary  fibroid  and  a  cystic  ovary 
011  the  other  side,  why  do  you  go  hunting  after 
the  appendix  at  all? 

As  far  as  statistics  are  concerned,  I  do  not  think 
they  show  anything  at  all,  until  you  show  statistics 
to  prove  that  the  people  who  have  been  operated 
on  are  more  liable  to  appendicitis  than  those  who 
have  not. 

The  question  of  diagnosis  is  uncertain,  and 
when  we  go  into  the  abdominal  cavity  for  a  pre- 
sumably enlarged  tube,  painful  ovary  or  some 
reason   rather  indefinite,  and  cannot  find  that 
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our  original  diagnosis  has  been  confirmed,  then 
I  would  investigate  the  appendix.  My  opin- 
ion is,  if  you  have  to  investigate  the  appendix, 
take  it  out,  but  never  kick  a  sleeping  dog. 

Dr.  O.  A.  Gordon  :  I  desire  to  thank  the  mem- 
bers for  the  liberal  discussion  of  the  paper.  Al- 
though I  have  the  greatest  possible  respect  for 
the  opinions  of  those  who  have  differed  from  me, 
all  that  has  been  said  in  favor  of  the  removal  of 
the  normal  appendix  has  not  changed  my  views. 

Doctor  Jewett  tells  us  of  200  apparently 
healthy  appendices  that  were  removed  and  ex- 
amined microscopically,  50%  of  which  were 
found  diseased.  It  certainly  seems  strange  that 
with  so  large  a  per  cent,  of  diseased  appendices, 
only  about  2%  of  the  population  ever  have  ap- 
pendicitis. 

The  statement  by  Dr.  Jewett  that  appendicitis 
is  certainly  more  likely  to  occur  in  the  case  where 
an  operation  has  been  done  on  the  peritoneum  is 
not  in  accord  with  observations  of  other  operators 
of  large  experience. 

One  quotes  from  several  thousand  abdominal 
sections  for  other  reasons,  and  says  he  has  ''seen 
but  two  cases  that  were  afterwards  affected 
with  appendicitis."  And  still  another  (Dr.  Baldy) 
reports  100  abdominal  operations  with  no  future 
trouble  so  far  as  the  appendix  was  concerned. 

Doctor  Jewett  also  says:  "If  there  is  a  chance 
that  the  patient  may  have  appendicitis,  after  op- 
eration, and  if  it  can  be  taken  out  in  five  minutes, 
and  if  there  would  be  no  material  risk,  he  can  see 
no  good  reason  why  the  appendix  should  be  re- 
moved." I  think  any  operator  will  agree  with  him, 
that  under  such  conditions,  the  additonal  opera- 
tion should  be  done.  But  I  claim  that  the  chances 
that  the  patient  will  have  appendicitis  are  very 
few.  That,  in  many  cases,  the  operation  can  not 
be  done  in  five  minutes  and  that  there  is  quite  a 
risk.  Consequently,  I  can  see  no  good  reason 
why  the  healthy  appendix  should  be  removed. 

Doctor  McNaughton  says  he  finds  considerable 
difficulty,  at  times,  in  finding  the  appendix. 

If  there  is  considerably  difficulty  in  finding  it, 
and  he  has  found  conditions  elsewhere  which  jus- 
tify the  operation,  I  claim  that  he  should  not  con- 
tinue his  search,  as  clean  structures  might  be- 
come infected. 

Where  the  appendix  is  involved  secondary  to 
inflammatory  disease  of  the  pelvic  organs,  it  is 
in  most  cases  due  to  contact  adhesions,  and  in 
such  cases  there  can  not  be  much  difficulty  in 
finding  it. 

Dr.  MacEvitt  cites  one  case.  One  case  does  not 


go  very  far  in  proving  anything.  Of  course,  that 
patient  was  just  as  liable  to  have  appendicitis  as 
one  never  operated. 


PROGRESS  IN  OPHTHALMOLOGY. 


BY  JAMES  W.  INGALLS,  M.D. 

Relation  Between  Ocular  and  Dental  Diseases. 
— Reber  {Ophthalmology,  Oct.,  1904)  in  a  high- 
ly instructive  article  considers  the  relation  be- 
tween disease  of  the  eye  and  diseases  of  the 
teeth.  In  one  class  of  cases  the  disturbances  ap- 
pear to  be  wholly  functional.  Impairment  of  ac- 
commodation is  frequently  noticed.  Schmidt- 
Rimpler  is  quoted  as  having  found  in  92  cases 
suffering  from  toothache,  that  73  of  these  'had 
weakness  of  the  power  of  accommodation. 

Traumatic  hysteria,  following  extraction  of 
teeth,  is  not  at  all  rare.  Associated  with  this  con- 
dition, Borel  has  seen  cases  of  asthenopia,  paraly- 
sis of  the  extra-ocular  muscles,  reflex  amaurosis, 
monocular  diplopia,  micropsia,  spasm  and  paraly- 
sis of  accommodation. 

Evidence  seems  to  be  conclusive  that  glaucoma 
is  sometimes  caused  by  "a  continued  irritation  of 
a  dental  branch  of  the  trigeminus."  (Mooren.) 
"Alveolar  inflammations  are  not  infrequently  seen 
to  involve  by  extension  the  autrum  of  High- 
more,  the  periosteum  of  the  lower  orbital  mar- 
gin and  the  orbit  itself." 

In  conclusion  Reber  submitted  the  following: 

1.  That  the  ophthalmologist  should  seek  the  as- 
sistance of  the  dental  surgeon  in  all  cases  of  un- 
explainable  paralysis  of  the  accommodation ;  dila- 
tation of  the  pupil ;  palsy  or  spasm  of  the  external 
ocular  muscles ;  rebellious  corneal  ulcers ;  phlyc- 
tenular disease ;  lachrymal  fistula,  orbital  celluli- 
tis ;  abscess ;  caries  and  periostitis  and  in  threat- 
ening glaucoma  without  apparent  cause. 

2.  That  the  dental  surgeon  should  refer  to  the 
ophthalmic  surgeon  patients  that  develop  any 
ocular  symptoms  whatever ;  and  in  particular 
those  exhibiting  altered  pupils  or  accommodation, 
lowered  vision,  painful  eyeballs  and  swollen  lids 
or  orbital  margins  with  prominence  of  the  eye- 
ball. The  latter  is  particularly  important,  as  pus 
in  the  orbit  will  almost  invariable  do  some  dam- 
age. 

3.  From  two  to  ten  days  is  the  time  wherein 
infection  from  an  alveolar  wound  is  most  likely 
to  take  place. 

4.  The  so-called  reflex  affections  (traumatic 
hysteria)  may  occur  at  almost  any  time  within 
six  months  after  an  extraction.  Impressionable 
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females  are  the  likeliest  subjects  for  the  develop- 
ment of  this  puzzling  phenomenon. 

5.  Eye  strain  in  certain  diseases  of  the  eye  may 
give  rise  to  neuralgias  reflected  along  the  dental 
branches  of  the  fifth  nerve,  and  thus  make  it  ap- 
pear as  though  the  teeth  were  the  primary  offend- 
ing cause. 

6.  The  small  and  the  first  and  the  great  molar 
most  frequently  provoke  the  purulent  processes 
that  later  involve  the  antrum  of  Highmore,  the 
lachrymal  sac  and  even  the  orbit. 

7.  As  Garreston  has  well  said :  "A  diseased 
tooth  may  express  itself  in  almost  any  part  of  the 
body,  while,  on  the  other  hand,  disease  in  any 
part  of  the  body  may  express  itself  in  discomfort 
through  a  tooth." 

Hysterical  Amblyopia. — Fish  ( Ophthalmology, 
Oct.,  1904)  gives  the  histories  of  a  number  of 
cases  which  would  evidently  be  classed  as  hys- 
teria. However,  upon  closer  examination,  it  was 
found,  in  each  case,  that  the  cause  of  the  trouble 
was  located  in  one  of  the  frontal  sinuses.  After 
appropriate  treatment  the  symptoms  disappeared. 

Fish  regards  frontal  sinusitis,  subacute  or 
latent,  as  a  much  more  prevalent  affection  than  is 
usually  supposed. 

"These  patients  suffer  from  asthenopia,  owing 
to  a  reduced  range  of  accommodation  or  a  dim- 
inished power  to  maintain  prolonged  accommo- 
dation, and,  furthermore,  they  are  subject  to 
frequent  attacks  or  aggravations  of  these  dis- 
tressing symptoms  when  the  sluggish  pupil  and 
ciliary  muscle  cause  them  great  discomfort." 

Glaucoma  Following  Cataract  Extraction. — 
Dupuy-Dutemps  (Annales  D'Oculistique,  July, 
1904)  regards  the  etiology  of  this  form  of  glau- 
coma as  somewhat  obscure  in  many  cases.  How- 
ever, two  factors  may  be  regarded  as  important. 

1.  The  complete  adhesions  between  the  iris  and 
the  capsule.  This  condition  more  frequently  fol- 
lows simple  extraction. 

2.  Incarceration  of  the  iris  or  capsule  in  the 
cornea. 


PROGRESS  IN  SURGERY. 


BY  GEORGE  R.   FOWLER,  M.D. 

Surgery  of  the  Gall-bladder. — W.  Severin 
(Zentralblatt  fur  Chirurgie,  XXXIII.,  969-970). 
Cholecystectomy  has  recently  been  advocated  by 
most  surgeons  because  it  is  feared  that  new  cal- 
culi will  form  in  the  diseased  gall-bladder.  A 
short  time  ago  the  author  examined  post-mortem 
the  gall-bladder  of  a  woman,  aged  fifty-four, 


from  which  Prof.  v.  Mikulicz  had  removed  five 
years  previously  eight  calculi ;  the  gall-bladder 
was  found  empty  and  but  little  altered.  Because  of 
this  and  similar  cases,  he  advises  against  cholecy- 
stectomy when  the  gall-bladder  is  not  greatly 
altered,  and  particularly  when  the  gall-bladder 
is  firmly  attached  to  the  surrounding  tissues.  In 
the  case  of  a  woman,  aged  forty-four,  much  en- 
feebled, in  whom  the  gall-bladder  was  very  ad- 
herent to  the  colon,  duodenum,  and  neighboring 
organs,  and  could  not  be  isolated,  cholecystotomy 
was  performed  and  a  calculus  removed.  The 
gall  bladder  was  then  carefully  cleansed  with  the 
sharp  spoon  and  the  wound  sutured.  Recovery 
was  uneventful.  The  case  is  of  interest  because 
the  patient  was  in  such  a  miserable  condition  be- 
fore operation,  suffering  much  pain  and  being  un- 
able to  take  nourishment,  that  the  operation  was 
twice  postponed.  The  heart  action  was  so  weak 
that  the  pulse  was  hardly  perceptible  at  the  wrist. 
Physiologic  solution  of  sodium  chlorid  was  re- 
peatedly injected  and  her  condition  gradually  im- 
proved. 

In  cases  in  which  the  gall-bladder  is  much  alt- 
ered, the  author  advised  cholecystopexy  with  sub- 
sequent cholecystotomy.  A  woman,  aged  thirty- 
two,  had  suffered  some  years  from  gall-bladder 
colic.  On  several  occasions  she  entered  the  hos- 
pital and  benefited  by  her  stay  there,  and  once, 
when  the  gall-bladder  was  much  dilated,  the  tu- 
mor suddenly  disappeared  and  marked  improve- 
ment followed,  the  contents  of  the  gall-bladder 
evidently  having  escaped  into  the  bowel.  When 
the  abdomen  was  opened  (March  20,  1904), 
many  strong  adhesions  to  the  neighboring  organs 
were  found,  the  gall-bladder  being  particularly 
firmly  attached  to  the  colon.  The  serous  mem- 
brane of  the  gall-bladder  and  of  the  colon  tore 
easily ;  at  one  place  bile  containing  whitish  co- 
agulation was  seen.  The  wall  of  the  gall-bladder 
was  whitish  and  much  altered.  Being  fearful  that 
he  would  tear  open  the  bowel  and  infect  the  ab- 
dominal cavity,  the  author  sutured  the  wall  of 
the  gall-bladder  to  the  edges  of  the  peritoneal 
opening  and  introduced  a  strip  of  gauze  into  the 
abdominal  cavity  to  the  point  of  rupture.  Su- 
ture. Tamponade  of  wound.  Aseptic  dressing. 
Favorable  course.  On  the  fourth  day  the  strip 
of  gauze  was  removed  from  the  abdominal  cav- 
ity. On  the  sixth  day  cholecystotomy  was  per- 
formed, sixteen  calculi  being  removed.  The  gall- 
bladder was  tamponed  anew  at  each  change  of 
dressing  until  complete  obliteration  occurred. 
Recovery  in  five  weeks  with  complete  obliteration 
of  the  gall-bladder  and  no  hernial  protrusion. 
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The  latter  advantage  was  gained  by  the  employ- 
ment of  Nikonow's  incision  of  the  abdominal 
walls,  as  follows  :  A  longitudinal  incision  over  the 
right  rectus ;  opening  of  anterior  wall  of  sheath 
of  tendon ;  displacement  of  muscle  toward  me- 
dian line ;  opening  of  posterior  wall  of  sheath. 
In  closing  the  abdominal  wound,  the  fascia  was 
closed  in  layers,  with  the  muscle  occupying  again 
its  old  plane.  By  means  of  such  an  incision  and 
by  suturing  the  gall-bladder  to  the  edge  of  the 
peritoneal  incision,  an  oblique  canal,  following  the 
course  of  the  gall-bladder  with  extensive  adhe- 
sion of  the  abdominal  wall,  is  obtained,  and  her- 
nial protusion  thus  avoided.  Examination  of  the 
calculi  by  Dr.  Danilow  showed  the  following: 
The  nuclei  consisted  of  a  large  number  of  blood 
pigments,  the  median  layer  of  calcium  phosphate 
and  cholesterin,  the  external  layer  exclusively  of 
cholesterin  and  traces  of  fat.  This  leads  to  the 
conclusion  that  there  is  some  probability  that  con- 
tusions causing  an  effusion  of  blood  induce  the 
formation  of  biliary  calculi. 

Pseudo-appendicitis  (nervosa). — F.  Franke 
(Arch,  intern,  dc  chir.,  Vol.  1,  fas.  2  and  4)  points 
out  the  fact  that  in  their  contention  as  to  the 
proper  treatment  of  appendicitis  surgeons  lose 
sight  of  one  important  factor,  i.e.,  the  making  of 
a  correct  diagnosis.  The  author  eliminates  those 
cases  in  which  other  affections  of  the  organ  are 
present.  The  latter,  which  are  responsible  for 
many  erroneous  diagnoses,  he  does  not  consider 
hysterical  in  nature,  but  regards  them  as  neural- 
gias or  neuritides  of  the  ilio-hypogastric  or 
neighboring  nerves,  following  an  acute  or 
■"chronic"  influenza,  and  has  called  attention  to 
them  in  a  former  paper.  Referring  to  the  "fam- 
ily" tendency  of  influenzal  affections,  he  cites  a 
number  of  instances  in  which  pseudo-appendi- 
citis occurred  in  different  members  of  the  same 
family.  The  diagnosis  in  these  cases  was  based 
upon  some  characteristic  results  of  influenza 
("strip-like"  redding  of  the  anterior  palatal 
arches,  etc.),  sensitiveness  to  pressure  of  the  at- 
tacked nerve,  and  upon  the  results  of  special 
treatment.  In  some  cases  section  from  the  living 
subject  excluded  a  diagnosis  of  true  appendicitis. 
According  to  the  author,  "pseudo-appendicitis 
nervosa"  is  easily  differentiated  from  the  reflex 
hyperesthesias  of  the  abdominal  skin  which  have 
already  been  described  as  occasionally  being  the 
cause  of  diagnostic  errors.  In  conclusion,  Franke 
emphasizes  the  theoretical  as  well  as  the  practical 
importance  of  properly  diagnosticating  these 
cases. 


PROGRESS  IN  GYNECOLOGY. 


BY  CHARLES  JEWETT,  M.D. 

Adenomyoma  of  the  Uterus. — Cameron  and 
Taylor  (Jour,  of  Obs.  and  Gyn.  of  the  Brit- 
ish Empire,  March,  1904)  report  a  case  of 
uterine  adenomyoma.  The  woman,  at  49,  had 
been  the  subject  of  a  gradually  increasing  menor- 
rhagia  for  two  or  three  years.  For  five  weeks 
hemorrhage  had  been  continuous  and  profuse. 
The  clinical  diagnosis  was  myoma  and  the  uterus 
and  appendages  were  removed.  The  macrosco- 
pic appearance  of  the  tumor  after  operation  was 
that  of  an  interstitial  myoma.  On  further  exam- 
ination no  capsule  was  found.  The  anterior  wall 
of  the  uterus  was  one  and  one-fourth  of  an  inch 
in  thickness  and  on  section  presented  three  layers. 
The  inner  layer  was  thin  and  consisted  of  spongy, 
ragged  endometrium.  The  middle  layer  was 
made  up  of  spongy,  coarsely  striated  tissue,  the 
striae  running  in  all  directions  ;  it  showed  noth- 
ing of  the  usually  walled  appearance  of  fibro- 
myoma.  The  outer  layer  was  about  one-half  inch 
in  thickness  and  its  structure  showed  only  ap- 
parently normal  uterine  tissue.  A  similar  con- 
dition was  found  in  the  posterior  uterine  wall. 
At  the  border  of  the  abnormal  growth  a  small 
encapsulated  tumor,  resembling  a  fibromyoma, 
was  seen.  The  greater  portion  of  the  new  growth 
was  made  up  of  plain,  muscular  fibres  in  bun- 
dles, interspersed  among  which  were  gland  tu- 
bules embedded  in  a  mass  of  cystogenic,  lymph- 
adenoid,  connective  tissue.  Some  of  the  cells  of 
the  acini  of  the  glands  presented  double  nuclei, 
resembling  the  condition  described  by  Bland  Sut- 
ton as  characteristic  of  the  tubular  variety  of 
uterine  cancer. 

Speaking  of  the  pathogenesis  of  these  tumors, 
the  authors  allude  to  the  theory  of  the  embryolog- 
ical  origin  of  adenomyomata  from  the  Wolffian 
ducts,  to  the  teaching  that  these  growths  have 
their  origin  in  the  endometrium  and  to  the  micro- 
bic  theory.  They  venture  the  suggestion  that 
adenomyomata  may  originate  from  proliferation 
of  infoldings  of  the  perimetrium. 

Von  Ruklinghausen  divides  these  tumors  into 
four  groups :  the  hard,  the  soft,  the  telagiectatic 
and  the  cystic  adenomyomata.  The  consistence 
differs  according  to  the  preponderance  of  mus- 
cular and  gland  tissue.  They  may  be  found  in 
the  broad  and  also  in  the  round  ligaments. 

The  prognosis  is  not  so  ■  good  as  in  simple 
myomata  and  there  is  a  tendency  to  carcinoma- 
tous degeneration.    Freund's  observation  to  the 
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effect  that  the  subjects  of  aclenomyoma  are 
women  of  feeble  development  in  whom  the  menses 
have  appeared  late,  who  have  suffered  from  ane- 
mia, dysmenorrhea,  pelvic  peritonitis,  vesical  and 
rectal  disturbances,  who  are  for  the  most  part 
sterile  and  whose  genital  system  is  defective,  were 
not  fully  borne  out  in  the  case  reported. 

This  patient  had  borne  several  children,  had 
never  had  pelvic  peritonitis,  had  no  vesical  or 
rectal  troubles.  The  operation  was  followed  by 
complete  recovery  and  improved  health  and 
strength. 

Prognosis  and  Treatment  of  Papillomatous 
Tumors  of  the  Ovary. — Pozi  {Rev.  de  Gyn. 
et  de  Chirug.,  May  and  June,  1904)  says  papil- 
lomatous tumors  of  the  ovary  are  not  all 
to  be  classed  as  malignant.  A  goodly  pro- 
portion either  do  not  recur  after  operation  or 
should  they  recur  do  so  very  late  and  with 
no  resulting  systemic  infection.  It  should  be  un- 
derstood that  the  mere  implantation  of  papilloma- 
tous growths  upon  the  adjacent  peritoneum  is 
nothing  more  than  may  occur  in  common  warts 
and  is  not  necessary  evidence  of  malignancy.  In 
the  early  stages  of  papillomatous  growths  it  is 
impossible  to  distinguish  the  malignant  from  the 
benign  by  clinical  appearances.  A  histologic  ex- 
amination alone  can  decide  and  this  must  include 
sections  from  all  parts  of  the  tumor,  since,  for  a 
time,  the  malignant  character  of  the  new  growth 
may  be  limited  to  small  portions  of  the  tumor. 

In  the  absence  of  cachexia  or  metastases,  the 
innocent  character  of  the  growth  may  be  as- 
sumed. Even  should  remote  papillary  deposits 
escape  detection  at  operation  and  be  left,  they 
usually  disappear,  or  when  they  continue  to  grow, 
may  be  removed  later  with  satisfactory  results. 

The  opposite  ovary  should  be  removed  when 
the  woman  is  near  the  menopause.  In  younger 
worrten  it  is  better  to  take  the  chance  of  a  second 
operation. 

When  both  ovaries  are  involved,  hysterectomv 
should  be  performed. 

In  the  presence  of  ascites,  improvement  usually 
follows  even  an  explorative  operation.  In  such 
cases  the  author  thinks  the  peritoneum  should  be 
drained  after  removal  of  the  growths.  When 
the  papillary  growth  is  wholly  contained  within 
the  cyst  and  there  is  no  ascites,  drainage  is  not 
called  for. 

Unusual  Death  in  New-born  Child. — Za- 
borsky  (Zentralbl.  f.  Gyn.  No.  24)  reports  the 
following  case:  An  eight-pound  child  was  de- 
livered by  forceps  in  a  condition'  of  asphyxia.  It 
was  resuscitated,  but  died  abruptly  some  minutes 
later.  At  autopsy  the  cause  of  death  was  found 
to  be  a  laceration  of  the  umbilical  vein  and  sub- 


peritoneal hemorrhage.  As  the  vessel  had  not 
been  exposed  to  injury  during  the  birth  the  only 
explanation  of  the  laceration  that  could  be  offered 
was  too  tight  a  ligation  of  the  cord.  It  was  sug- 
gested that  in  certain  subjects  the  vein  is  very 
friable.  If  the  funis  is  tied  too  firmly  the  vessels 
may  be  cut  through  and  retraction  with  hemor- 
rhage may  ensue.  This  danger  usually  may  be 
obviated  by  the  use  of  tape  or  of  a  thick,  soft, 
rather  than  a  thin,  sharp  ligature. 

Urotropin,  Methylene  Citric  Acid,  and  Uro- 
tropin  Methylene  Citrate,  or  Helmitol. — Nico- 
laier  (Deutsch.  Archiv.  f.  Klin.  Med.,  vol.  81, 
1904),  who  introduced  urotropin  nine  years 
ago,  says  that  his  original  claims  for  the  drug 
have  been  fully  confirmed  in  more  than  200 
papers  of  different  writers  on  the  subject.  It  is 
harmless  in  doses  of  Jl/2  grains  in  eight  ounces 
of  water  given  three  times  daily,  is  effective  for 
the  inhibition  of  bacterial  growth  and  is  to  some 
extent  a  uric  acid  solvent.  It  is  useful  therefore 
not  only  in  infection  of  the  urinary  tract,  except 
tuberculosis,  but  it  has  some  value  in  gout.  It 
acts  equally  well  whether  the  urine  is  acid,  alka- 
line or  neutral. 

As  a  prophylactic  before  and  after  instrumen- 
tation it  should  be  given  in  doses  up  to  60  grains 
daily. 

Occasionally  the  drug  fails  even  in  non-tuber- 
cular infections. 

Methylene  citric  acid  in  the  author's  experi- 
ence is  decidedly  inferior  to  urotropin  for  the  pre- 
vention of  bacterial  growth,  and  its  use  is  at- 
tended with  injurious  effects.  The  same  is  true 
of  citarin.  Helmitol  is  dependent  for  its  thera- 
peutic efficacy  upon  its  urotropin  content.  By 
reason  of  its  containing  methylene  citric  acid  it  is 
open  to  the  same  objections  as  the  latter.  Me- 
teorism,  diarrhea,  vesical  irritation,  albuminuria 
and  other  unpleasant  effects  have  been  reported. 
Helmitol  is  less  economical  than  urotropin,  since 
large  doses  must  be  employed. 

Conviction  of  Dishonest  Milk  Dealers. — The 
Board  of  Health  on  Dec.  15  temporarily  re- 
voked the  license  of  the  "Metropolitan,"  one  of 
the  largest  milk  concerns  in  Manhattan.  The 
Board  of  Health  found  that  the  milk  furnished 
to  this  company  by  a  certain  Blooming  Grove 
Dairy  (delectably  named)  was  stored  in  build- 
ings and  grounds  which  were  in  an  unsanitary 
state.  Eight  milk  dealers  in  Brooklyn  were 
fined  from  $10  to  $50  each  on  Dec.  19  for  selling 
adulterated  milk.  Six  dealers  in  Jamaica.  L.  I., 
were  fined  for  the  same  offense  on  Dec.  27.  Let 
us  drink  (milk,  if  preferred)  to  the  health  of  in- 
fancy, on  January  1,  1905! 


SO 
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THE  OPTOMETRY  BILL. 

The  refracting  opticians  will  again  present  the 
Optometry  Bill  to  the  next  Legislature  and  urge 
its  passage  by  that  body,  and  to  that  end  they 
are  sending  broadcast  over  the  State  circulars, 
booklets  and  petitions  to  legislators  requesting 
their  support  of  the  measure.  They  are  also 
sending  out  petitions  to  physicians  of  the  State 
requesting  their  signatures  which  they  will  sub- 
mit to  the  Senate  Committee  on  Public  Health  as 
evidence  that  the  majority  of  the  medical  pro- 
fession is  for  the  bill. 

In  fact,  they  falsely  claim  that  75%  of  the  gen- 
eral practitioners  of  the  State  are  for  it.  While 
we  know  that  the  majority  of  the  medical  pro- 
fession never  could  conscientiously  support  a  per- 
nicious measure  like  the  Optometry  Bill,  yet  the 
petition,  which  lies  before  us,  is  so  insidious, 
guileless  and  misleading  that  the  busy  practi- 
tioner, through  impulse,  might  be  led  to  sign  it 
without  giving  the  matter  due  consideration. 
Every  ophthalmologist  and  competent  general 
practitioner  recognizes  that  many  forms  of 
visual  defect  are  dependent  upon  lesions  in  the 
eye  itself,  or,  as  is  frequently  the  case,  upon 
lesions  far  removed  from  the  eye,  and  which  in 
no  way  concern  refractive  error  or  the  applica- 
tion of  glasses  for  its  correction ;  and  no  process 
of  legislation  can  ever  make  an  optician,  or  so- 
called  opticist,  capable  of  recognizing  these  dis- 
eases or  otherwise  able  to  properly  and  safely  do 
this  work. 

Eliminating  the  question  of  eye-diseases  and 


their  influence  upon  defective  vision,  we  know  of 
no  chartered  or  otherwise  legalized  institution  in 
this  country  whose  aim  and  purpose  is  to  instruct 
opticians  or  other  laymen  who  pose  before  the 
public  as  opticists  or  refracting  opticians.  Under 
a  seemingly  laudable  guise  of  self-improvement 
and  intellectual  betterment,  they  appeal  to  the 
legislature  for  relief  from  this  confessed  condi- 
tion of  incompetency  through,  and  by  means  of, 
the  Optometry  Bill,  which  provides  that  they  be 
required  to  pass  a  Board  of  Examiners  composed 
of  themselves,  men  whose  source  of  educational 
qualification,  in  so  far  as  they  pertain  to  opti:s, 
are  nil,  and  whose  standards  of  excellence  are 
such  as  any  body  of  men  would  have  whose  sole 
means  of  existence  depended  upon  the  selling  of 
glasses. 

And,  again,  this  bill  further  provides  that  the 
certificate  issued  by  their  Board  of  Examiners 
shall  be  signed  by  the  Board  of  Regents  of  the 
State  of  New  York,  thereby  placing  them  on  the 
same  plane  of  excellency  as  the  physician,  den- 
tist or  veterinary  surgeon  who  have  to  attend  a 
recognized  college  for  a  period  of  four  years  be- 
fore they  are  permitted  to  practice  their  art.  To 
say  that  such  certificates  as  are  provided  for  in 
this  bill  would  not  be  used  to  mislead  the  pubVc, 
would  challenge  the  intelligence  of  any  fair- 
minded  medical  man ;  and  it  seems  to  us  that  to 
legalize  a  class  of  men,  who  are  without  schools 
or  other  visible  means  of  acquiring  scientific  in- 
struction in  optics,  to  say  nothing  of  the  medical 
aspect  of  the  question,  would  be  a  mistake  and  a 
pernicious  piece  of  legislation. 


MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 


//  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 


Dr.  Rosalie  Bell  has  removed  to  398  Fourth 
Street. 

Dr.  George  L.  Buist  has  removed  to  3  Hancock 
Street. 

Dr.  J.  M.  Clayland  has  removed  to  152  Hewes 
Street. 
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Dr.  Edward  C.  Sullivan  has  removed  to  Kings 
Highway  and  East  18th  Street. 

Dr.  John  C.  Lester  has  opened  a  branch  office 
in  Manhattan  at  616  Madison  Avenue,  but  still 
retains  his  morning  hours  at  his  Brooklyn  ad- 
dress as  before. 

Dr.  William  F.  Campbell  is  chairman  of  the 
fencing  committee  of  the  Crescent  Athletic  Club. 

On  Thursday,  December  15th,  at  Brookline, 
Mass.,  Dr.  Frederick  C.  Paffard,  of  238  Clinton 
Street,  wedded  Miss  Helen  Crocker  Adams, 
daughter  of  Mr.  and  Mrs.  James  Adams. 

There  died  recently  in  the  German  Hospital, 
Manhattan,  a  patient,  who  had  spent  thirty-three 
years  in  an  invalid  chair  as  a  paralytic.  He  drew 
from  the  Odd  Fellows  sick  benefits  amounting  to 
$10,000. 

At  the  annual  meeting  of  the  Long  Island 
Medical  Society,  the  following  officers  were  elect- 
ed for  1905  :  President,  William  A.  Tomes ;  Vice- 
President,  Edward  E.  Cornwall ;  Secretary,  J.  E. 
Jennings ;  Treasurer,  W.  Carl  Schoenijahn. 
Stephen  H.  Lutz  was  elected  Trustee  in  place  of 
Sylvester  J.  McNamara  (term  expired),  and 
Nathan  T.  Beers,  Editor  of  the  Society  Transac- 
tions. It  was  voted  to  hold  the  annual  dinner 
on  the  first  Tuesday  in  February. 

Dr.  Henry  A.  Alderton,  was  elected  a  Fellow 
of  the  Long  Island  Medical  Society  at  its  annual  • 
meeting  by  a  unanimous  vote.  Dr.  Alderton  is 
the  first  member  of  the  Society  to  receive  a  fel- 
lowship, which  is  awarded  to  that  member  of  the 
Society  who  shall,  at  its  annual  meeting,  present 
a  paper  showing  original  research  in  any  special 
line  of  medicine  or  surgery.  Dr.  Alderton's  essay 
was  "Points  in  Connection  with  the  Facial 
Nerve."  The  honor  came  as  a  complete  surprise 
to  the  doctor,  who  was  heartily  applauded  by  his 
fellow  members. 

Dr.  Joseph  H.  Raymond,  Secretary  of  the 
Faculty  of  the  Long  Island  College  Hospital,  re- 
ports that  there  are  at  present  four  hundred  and 
four  matriculants  in  all  the  four  classes,  being  the 
largest  number  in  the  history  of  that  institution. 
There  are  ninety-five  in  the  graduating  class. 
This  is  the  largest  senior  class  in  point  of  num- 
bers ever  enrolled  at  the  Long  Island. 

Acting  on  the  request  of  Dr.  Brennan,  presi- 
dent of  the  trustees  of  Bellevue  and  Allied 
Hospitals,  the  Aldermen  recently  passed  an  emer- 
gency resolution  appropriating  $15,000  for  the 
erection  of  temporary  pavilions  as  adjuncts  to 
Bellevue  Hospital.  Dr.  Brennan  is  quoted  as 
saying  that  all  the  city  hospitals  in  Manhattan 
were  crowded  beyond  their  proper  capacities,  and 


that,  in  some,  patients  were  lying  on  mattresses 
placed  on  the  floors. 

Dr.  Clarence  R.  Hyde,  of  126  Joralemon  Street, 
has  recently  been  elected  a  member  of  the  New 
York  Obstetrical  Society. 

Dr.  Ira  Ayer,  formerly  of  Brooklyn  and  lately 
Captain  and  Assistant  Surgeon  of  U.  S.  Volun- 
teers, has  returned  from  the  Philippines  and  will 
spend  a  short  time  in  this  city. 

Medals  are  cheap  in  England.  The  nurse  who 
attended  the  Duke  of  Connaught,  when  he  had 
some  skin  scraped  off  in  an  automobile  accident 
recently,  has  received  the  Victorian  medal  from 
King  Edward. 

It  has  been  found  that  70  to  80  per  cent,  of 
the  consumptive  patients  at  one  of  the  Swiss  sani- 
toriums  retain  for  several  years  the  extra  weight 
gained  there  during  several  months  treatment. 

Plans  are  being  prepared  by  a  well-known  ar- 
chitect for  a  large  addition  to  the  Jewish  Hospital, 
corner  of  Classon  and  St.  Marks  Avenues,  to  cost 
between  $125,000  and  $130,000.  The  hospital 
has  now  $80,000  in  cash  and  is  endeavoring  to 
raise  $50,000  more  to  complete  the  building.  A 
huge  charity  fair  will  be  held  in  the  near  future, 
and  it  is  hoped  a  sufficient  sum  will  be  raised  to 
meet  all  expenses,  so  that  the  new  building  can  be 
completed  by  November,  1905. 

The  death  is  announced  of  Frances  Besson 
Tucker,  wife  of  Dr.  Harrison  A.  Tucker,  Jr.,  of 
393  Clinton  Street,  in  the  thirty-eighth  year  of 
her  age.  Mrs.  Tucker  died  on  December  14th, 
of  Potts  disease,  from  which  she  had  suffered 
for  more  than  a  year.  The  Journal  extends  its 
sincere  sympathy  to  Dr.  Tucker. 

Thirty  hospitals  all  over  the  country  will  com- 
bine their  forces  to  prosecute  the  investigation 
as  to  the  treatment  of  pneumonia,  which  is  alarm- 
ingly on  the  increase.  Nearly  twenty  per  cent, 
of  deaths  in  New  York  City  alone  are  directly 
traceable  to  this  disease.  The  increase  this  year 
over  last  is  sixteen  per  cent.,  and  the  deaths  due 
to  it  in  the  first  six  months  of  the  present  year 
numbered  8,360.  Laboratory  work  will  be  car- 
ried on  in  New  York,  Philadelphia,  Boston  and 
Saranac.  Conclusions  will  be  drawn  from  20,000 
cases  and  inoculations  of  mice  and  rabbits  will  be 
made  to  determine  the  action  of  the  pneumococcus 
on  healthy  organisms.  The  air  and  dust  of  public 
places  will  be  analyzed,  as  will  also  the  sweepings 
from  shops,  theatres,  offices,  schools,  asylums, 
jails,  churches,  factories  and  homes.  Nearly  a 
hundred  questions  have  been  formulated  for  an- 
swer by  patients,  relating  to  their  habits  and 
mode  of  life,  whether  they  use  liquor  or  tobacco, 
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ride  in  street  cars,  wear  thick  or  thin  clothing,  are 
addicted  to  colds,  have  been  exposed  to  fonl  air, 
gases  or  other  deleterious  agencies,  are  subject  to 
fatigue,  eat  heartily  or  lightly,  work  indoors  or  in 
the  open,  and  whether  or  not  they  come  of 
healthy  stock  or  inherit  tendencies  to  consump- 
tion. Tests  will  be  made  of  healthy  individuals 
for  purposes  of  comparison,  and  the  throats  of 
people  working  in  shops  and  other  crowded  places 
will  be  examined.  The  relative  immunity  of 
Southern  cities  from  the  scourge  will  be  a  subject 
of  special  inquiry.  (Ext.) 

The  Woman's  Hospital  Society  of  New  York 
has  elected  the  following  officers :  President,  P. 
F.  Chambers ;  vice-president,  Dougal  Bissel! ; 
editor,  Herman  Grad ;  secretary  and  treasurer, 
Thompson  Sweeny.  The  members  of  the  Ex- 
ecutive Committee  are :  Le  Roy  Broun,  Reginald 
M.  Rawls  and  Sumner  Shailer. 

At  the  Semi-Annual  Meeting  of  the  Oueens- 
Nassau  Medical  Society,  held  at  the  Surrogate's 
Court  Room,  Jamaica,  December  20,  1904,  the 
following  papers  were  presented :  "Prophylaxis 
in  Tuberculosis,"  Samuel  Hendrickson,  M.D. ; 
"A  Few  Thoughts  on  the  Relation  of  the  Prac- 
tice of  Medicine  to  Business  Methods,"  A.  D. 
Jacques,  M.D.  Brief  discussion  of  the  follow- 
ing: (a)  Transient  Motor-aphasia,  (b)  The  Re- 
duction of  the  Chlorides  in  Nephritis,  (c)  Meas- 
urement of  Blood  Pressure,  (d)  The  Importance 
of  Gebhardt's  Test  in  the  Management  of  Dia- 
betes, (e)  Hutchinson's  Contribution  and  the 
Meaning  of  Uric  Acid  and  the  Urates,  with 
Therapeutic  Deductions,  Henry  A.  Fairbairn, 
M.D. 

Dr.  O.  A.  Gordon,  of  71  Halsey  Street,  has 
been  appointed  attending  surgeon  to  St.  Mary's 
Hospital  in  place  of  Dr.  Walter  C.  Wood,  re- 
signed. 

Dr.  Nelson  L.  North,  of  627  Bedford  Avenue, 
and  father  of  Dr.  Nelson  L.  North,  of  Hooper 
Street,  died  Nov.  22d  after  a  short  illness.  Dr. 
North  was  graduated  from  P.  and  S.  in  1854, 
and  had  been  a  member  of  the  Kings  County 
Medical  Society  since  1859. 

The  death  of  Dr.  William  Gilfillan,  of  98  Rem- 
sen  Street,  on  December  18th,  removed  one  of  the 
best  known  of  Heights  physicians.  He  was  born 
in  Derry,  Ireland,  in  1833,  and  received  his  de- 
gree of  medicine  from  Edinburgh  in  1854.  After 
graduation  he  was  house  physician  of  the  Royal 
Infirmary  in  Edinburgh.  He  came  to  this  coun- 
try in  1857,  settling  in  Brooklyn  in  1859.  Until 
1869  he  was  on  the  surgical  staff  of  the  Long 
Island  College  Hospital.    Of  late  years  Dr.  Gil- 


fillan has  not  practised  extensively,  and  about 
three  years  ago  practically  retired  from  active 
practice.   A  son  and  daughter  survive  him. 

The  Board  of  Managers  of  Seney  Hospital  an- 
nounce that  the  conditional  $300,000  has  been 
raised  and  that  it  is  now  assured  of  the  gift  of 
$125,000  offered  by  Mr.  and  Mrs.  William  Halls. 
Mr.  Halls,  who  is  vice-president  of  the  Hanover 
National  Bank,  is  also  vice-president  of  the  Board 
of  Managers  of  the  Hospital.  The  work  of  reno- 
vating and  completing  the  building  will  now  be 
undertaken.  The  Hospital  was  opened  on  Dec. 
15.  1887. 

Dr.  Charles  H.  North,  of  Buffalo,  who  has 
been  assistant  physician -at  the  Dannemora  State 
Hospital  since  its  opening  in  1900,  has  been  pro- 
moted by  Superintendent  of  Prisons  Collins  to 
the  post  of  medical  superintendent  of  that  insti- 
tution in  place  of  Dr.  R.  B.  Lamb,  who  was  trans- 
ferred on  Dec.  1  to  the  Matteawan  Hospital. 
The  salary  is  $3,600  per  annum,  and  increased 
yearly  up  to  $4,500. 


BOOK  REVIEWS. 


Diseases  of  the  Nervous  System.  A  Text-Book  for 
Students  and  Practitioners  of  Medicine.  By  H.  Op- 
penheim,  M.D  Transl.  and  Edit,  by  Edward  E. 
Mayer,  A.M.,  M.D.  Second  American,  Edition  Re- 
vised and  Enlarged.  Phil  &  Lond.,  J.  B.  Lippincott 
Co.,  1904.    953  pp.,  16  pi.    8vo.    Price :  Cloth,  $5.00. 

This  is  an  elaborate  work,  and  presents  especially 
German  teaching  in  a  very  useful  manner.  Iti  view 
of  the  multiplicity  and  variety  of  its  contents,  any  de- 
tailed review  is  quite  out  of  the  question.  About  the 
only  method  of  examining  such  a  book  is,  like  the  as- 
sayer,  to  make  tests  here  and  there. 

The  first  92  pages  give  a  good  summary  of  General 
Symptomatology.  His  kit  for  sensory  examinations  is 
certainly  simple, — "a  brush,  a  needle,  and  a  test-tube  of 
hot  and  one  of  cold  water."  The  term  muscular  sense 
"had  best  be  dropped,"  and  its  chief  substitute  "can 
generally  be  discarded," — the  latter  point  a  bit  sur- 
prising. The  English  rendering  is  unusually  clear.  The 
descriptions  are  full,  and  the  views  of  continental  au- 
thorities on  fact  and  treatment  are  often  included. 

The  illustrations  call  for  a  word.  They  are  fairly 
numerous  and  bear  amply  on  the  morbid  anatomy.  But 
though  well  chosen,  they  are  evidently  re-reproductions 
that  come  out  in  most  cases  so  poorly  as  to  be  mere 
outlines. 

It  should  prove  an  admirable  reference  work  for  prac- 
titioners and  deserves  high  commendation,  even  in  this 
hour  of  many  neurological  treatises  to  choose  from. 

W.  B. 

A  Text-Book  of  Human  Physiology.  Bv  Albert  P. 
Brubaker,  A.M.,  M.D.  Phil..  P.  Blakiston's  Son  & 
Co.,  1904.  x,  17 — 699  pp.,  2  col.  pi.  8vo.  Price: 
Cloth,  $4.00. 

"The  object  in  view  in  the  preparation  of  this  vol- 
ume," the  author  tells  us,  in  the  preface,  "was  the 
selection  and  presentation  of  the  more  important  facts 
of  physiology,  in  a  form  which  it  is  believed  will  lie 
helpful  to  students  and  to  practitioners  of  medicine," 
and  that,  "such  facts  have  been  selected  as  will  not 
only  elucidate  the  normal  functions  of  the  tissues  and 
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organs  of  the  body,  but  which  will  be  of  assistance  in 
understanding  their  abnormal  manifestations  as  they 
present  themselves  in  hospital  and  private  work."  In 
some  sense  this  object  has  been  attained;  but,  besides 
the  statement  of  selected  physiologic  facts  and  con- 
clusions, the  text  contains  a  considerable  amount  of  de- 
scriptive anatomy  and  histology.  The  book  also  con- 
tains a  rather  large  number  of  anatomic,  histologic,  and 
physiologic  illustrations,  and  in  the  appendix,  of  about 
twenty  pages,  some  of  the  most  frequently  used  pieces 
of  physiologic  apparatus  are  described.  There  is  but 
little  originality,  either  in  the  selection  of  the  matter 
presented  or  in  the  mode  of  its  presentation ;  the  book, 
as  a  whole,  presenting  the  appearance  rather  of  a  large 
compend  of  medical  physiology  than  of  a  text-book.  It 
will  doubtless  be  more  or  less  "helpful  to  students  and 
to  practitioners  of  medicine,"  but  rather  less  so  than 
are  many  of  the  more  scientific  text-books  now  in  use 
in  our  medical  schools.  John  C.  Cardwell. 

Lectures  to  General  Practitioners  on  the  Diseases 
of  the  Stomach  and  Intestines.  With  an  Account 
of  their  Relations  to  Other  Diseases  and  of  the  Most 
Recent  Methods  Applicable  to  the  Diagnosis  and 
Treatment  of  them  in  General ;  also  "The  Gastro- 
intestinal Clinic,"  in  which  all  such  Diseases  are 
Separately  Considered.  By  Boardman  Reed,  M.D., 
N.  Y.,  E.  B.  Treat  &  Co.,  1904.  1,021  pp.  8vo. 
Price :  Cloth,  $5.00. 

The  above  volume  should  fill  a  long  felt  want  in  the 
libraries  of  the  general  practitioner  as  well  as  the 
specialist.  It  is  certainly  as  clear  and  concise  as  any 
on  the  subject,  and,  being  written  from  the  experience 
of  one  of  our  own  most  esteemed  countrymen,  takes 
on  thereby  additional  value.  The  author's  idea  of  doing 
away  with  needless  instruments  is  a  good  one;  for  in 
any  field  of  medicine  simplicity  should  be  more  con- 
stantly in  mind  than  it  is.  I  might  beg  to  differ  with 
Dr.  Reed  in  his  advocacy  of  a  tube  open  at  the  end  ,and 
also  his  recommendation  of  the  employment  of  an 
aspirator,  which  I  think  is  hardly  a  safe  thing  in  in- 
experienced hands. 

Lecture  XV  symptomatic  guide  to  diagnosis  is  in- 
valuable. The  summary  of  precautions  on  p.  207  is  well 
worth  a  careful  perusal. 

Considering  the  various  diet-lists,  certainly  those  of 
the  author  are  simpler  and  will  yield  equally  good  re- 
sults with  those  of  our  foreign  brothers.  On  the  whole 
this  book  is,  to  my  mind,  one  of  the  best,  broadest  and 
most  readable  of  any  published. 

Harry  Warren  Lincoln. 

American  Edition  of  Nothnagel's  Practice:  Diseases 
of  the  Intestines  and  Peritoneum.    By  Prof.  Dr.  Her- 
mann Nothnagel.    Edited,  with  Additions,  by  Humph- 
rey D.  Rolleston,  M.D.,  F.R.C.P.,  Phil..  N.  Y.  & 
Lond.,  W.  B.  Saunders  &  Co.,  1904.   1,032  pp.,  20  pi. 
8vo.    Price:  Cloth,  $5.00;  Half  Morocco,  $6.00. 
This  work,  as  a  companion  to  the  edition  on  gastric 
disorders,  by  the  same  author,  will  always  maintain  a 
prominent  place  in  the  literature  on  the  subject  of 
gastro-enterology.    As  in  the  other  book,  the  "notes" 
by  the  editor  are  of  infinite  worth.    The  plates  are 
such  as  to  be  credited  with  difficulty  by  one  not  ac- 
customed to  the  inspection  of  many  such  cases.  They 
are  surely  a  more  vivid  representation  than  real  life 
usually  affords.    The  part  of  over  one  hundred  pages 
devoted  to  appendicitis  is  both  exhaustive  and  instruc- 
tive.   The  well  worn  subject  of  sluggishness  of  the 
bowel  (constipation)  is  advantageously  handled.  Knowl- 
edge of  the  section  dealing  with  diarrhea  will  aid  in 
clearing  up  many  of  those  cases,  which  often  appear 
obscure  in  etiology,  and  firmly  resist  ordinary  thera- 
peusis.    This  volume  well  merits  a  place,  side  by  side, 
with  Boas,  Hemmeter  and  others  whose  writings  have 
been  upon  the  same  subjects.  H.  W.  Lincoln. 

Refraction  and  How  to  Refract:  Including  Sections 
on  Optics.  Retinoscopy.  the  Fitting  of  Spectacles  and 
Eve-Glasses,  Etc.  By  James  Thorington,  A.M.,  M.D. 
Third  Edition.  Phil.,  P.  Blakiston's  Son  &  Co.,  1904. 
xviii,  9 — 314  pp.,  2  pi.  8vo.  Price:  Cloth,  $1.50. 
The  appearance  of  a  third  edition  is  accepted  as  evi- 
dence of  the  popularitv  of  the  work  under  considera- 
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tion.  The  essentials  of  refraction  are  clearly  and  ac- 
curately stated.  Nothing  unimportant  has  been  intro- 
duced ;  nothing  important  has  been  omitted. 

James  W.  Ingalls. 

The  Optical  Dictionary:  An  Optical  and  Ophthalmo- 
logical  Glossary  of  English  Terms,  Symbols  and  Ab- 
breviations, together  with  the  English  Equivalents  of 
some  French  and  German  Terms.    Edited  bv  Charles 
Hyatt-Woolf,  F.  R.  P.  S.,  Phil.,  P.  Blakiston's  Son 
&  Co.,  1904.    165  pp.    i2mo.    Price :  Cloth,  $1.00. 
Optical  Dictionary,  when  revised  and  corrected,  will 
doubtless  prove  a  convenient  book  for  reference.  How- 
ever, -this  first  edition  contains  many  errors.    A  few 
pages  taken  at  random  show  mistakes  as  follows :  On 
page  18,  "astignometer"  is  put  for  astigmometer ;  "ocular 
conjunction"  for  ocular  conjunctiva;  angapfellahmung, 
"paralysis  of  the  iris,"  for  paralysis  of  the  ocular  mus- 
cles.   Page  19,  "augenhohlenwinkel,  any  disease  of  the 
eyelids,"  for  angle  of  the  orbit. 

James  W.  Ingalls. 

The  Urine  and  Clinical  Chemistry  of  the  Gastric 
Contents,  the  Common  Poisons,  and  Milk.  By  J. 
W  .Holland,  M.D.  Seventh  Edition,  Revised  and 
Enlarged.  Phil.,  P.  Blakiston's  Son  &  Co.,  1904.  172 
1.  ob.  24mo.    Price:  Cloth,  $1.00. 

The  general  plan  of  this  work  remains  the  same  as 
in  the  last  edition.  The  work  is  thoroughly  practical, 
the  different  tests  being  treated  in  a  simple  and  ex- 
plicit manner.  Following  each  page  of  text  is  a  blank 
page  for  notes.  The  manual  is  one  of  the  best  of  its 
kind  and  will  appeal  greatly  to  the  student. 

W.  Schroeder,  Jr. 

Toxicology  :  A  Manual  for  Students  and  Practitioners. 
By  Edwin  Welles  Dwight,  M.D.  Phil.  &  N.  Y,  Lea 
Bros.  &  Co.,  1904.  298  pp.  i2tno.  Price:  Coth,  $1.00. 
(The  Medical  Epitome  Series.) 

This  is  a  small  book  designed  to  present  in  brief 
form  important  facts  in  Toxicology,  especially  for  the 
use  of  medical  students.  The  first  chapter  is  devoted 
to  the  general  principles  of  Toxicology,  how  poisons 
act,  are  administered,  and  eliminated,  evidences  and 
symptoms  of  poisoning,  and  post  mortem  appearances. 
In  the  following  chapters  are  individually  dealt  with, 
illustrative  cases  of  poisoning  following  the  drug. 

W.  Schroeder,  Jr. 

Manual  of  Physiological  and  Clinical  Chemistry. 
By  Elias  H.  Bartley,  B.S.,  M.D.,  Ph.G.  Second  Edi- 
tion, Revised  and  Enlarged.  Phil.,  P.  Blakiston's  Son 
&  Co.,  1904.  vi.,  13—188  pp.  8vo.  Price:  Cloth, 
$1.00. 

This  edition  is  a  careful  revision  of  the  preceding  one, 
wtih  many  new  and  valuable  features  added.  Follow- 
ing the  experiments  with  carbohydrates,  fats,  proteids, 
and  examination  of  artificial  foods,  will  be  found  a 
new  chapter  on  the  Clinical  Examination  of  the  Blood. 
In  this  chapter,  though  briefly  stated,  the  various  tests 
are  exact  and  reliable  and  can  be  most  easily  carried 
on  by  the  general  practitioner.  The  chapters  on  the 
urine  have  been  completely  rewritten  with  much  new 
and  valuable  matter  added,  including  many  new  illus- 
trations on  the  Microscopical  Examination  of  Sediments. 
There  are  also  chapters  on  Gastric  Contents,  Milk  and 
Feces,  together  with  tables  on  Milk  Composition, 
Weights  and  Measures,  Chemical  elements  and  their 
symbols,  and  atomic  weights,  Volumetric  solutions,  etc. 
Altogether  it  is  a  work  that  will  appeal  greatly  to  the 
medical  student  and  practitioner. 

W.  Schroeder,  Jr. 

A  Practical  Treatise  on  Genito-Urinary  and  Ve- 
nereal Diseases  and  Syphilis.  By  Robert  W.  Tay- 
lor, A.M.,  M.D.  Third  Edition.  Thoroughly  Revised. 
N.  Y.  &.  Phil.,  Lea  Bros.  &  Co.,  1904.  757  pp.,  39 
col.  pi.    8vo.    Price :  Cloth,  $5.00. 

The  previous  edition  of  this  valuable  work,  which 
has  been  one  of  the  best  books  on  the  subject  for  many 
years  past,  has  been  augmented  and  improved  by  care- 
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ful  revision.  Gonorrhea,  in  all  of  its  phases,  has  been 
exhaustively  presented,  leaving  little  to  be  said  except 
in  commendation.  Although  it  is  regretted  that  the 
author's  experiences  with  the  newer  silver  salts  have 
not  been  more  successful.  In  discussion  of  the  affec- 
tions of  the  prostate  little  new  material  has  been  added 
— in  spite  of  the  recent  advances  in  that  branch  of 
genito-urinary  surgery. 

Affections  of  the  bladder,  ureter  and  kidneys  receive 
careful  attention.  The  second  division  of  the  book 
is  devoted  to  the  discussion  of  syphilis  in  all  of  its 
conditions  and  phases.  This  portion  of  the  book  is  de- 
serving of  special  commendation.  The  subject  has  been 
presented  in  a  clear,  concise  and  systematic  manner, 
the  chapters  on  treatment  being  especially  practical. 
The  work  is  commended  to  all  seeking  reliable  informa- 
tion on  this  branch  of  surgery.         C.  S.  Cochrane. 

The  Practical  Treatment  of  Stammering  and  Stut- 
tering: With  Suggestions  for  Practice  and  Helpful 
Exercises.    By  George  Andrew  Lewis.    And  a  Treat- 
ise on  the  Cultivation  of  the  Voice,  with  a  Discussion 
of    Principles   and    Suggestions    for    Practice.  By 
George  B.  Hynson,  M.A.    Detroit,  G.  A.  Lewis,  1902. 
xi.,  13 — 415  pp.    8vo.    Price:  Cloth,  $3.50. 
The  first  portion  of  this  book  contains  an  interesting 
description  of  the  nature  and  etiology  of  stammering 
and  stuttering,  and  the  method  of  treatment  devised  by 
the  author  for  their  relief. 

It  is  intended  evidently  for  the  use  of  instructors 
of  voice  culture  and  for  the  guidance  of  patience  suf- 
fering from  speech  defects.  The  language  is  simple 
and  clear,  and  free  from  scientific  terms.  However, 
it  is  a  practical  treatise,  that  embodies  the  results  of  many 
years  of  experience  in  dealing  with  this  class  of  cases, 
and  it  contains  much  information  that  is  of  value  to  phy- 
sicians. Medical  teachers  and  medical  text-books  very 
generally  slight  this  subject,  or  give  it  only  scant  at- 
tention ;  yet  it  is  of  some  importance  and  those  who 
suffer  from  these  ailments  are  handicapped  from  both 
a  business  and  social  standpoint,  quite  as  much  as  those 
having  defective  sight  or  hearing. 

The  author  states  that  stammering  is  more  serious 
and  more  difficult  of  correction  than  stuttering.  The 
latter  is  mainly  the  result  of  nervousness  and  lack  of 
confidence.  It  is  evidenced  by  a  faulty  method  of 
breathing,  speaking  with  insufficient  air  in  the  lungs, 
and  by  a  repetition  of  syllables. 

Stammering  is  the  result  of  a  more  profound  mental 
impression  ;  there  is  complete  loss  of  confidence  in  the 
ability  to  phonate,  no  sound  is  made,  and  even  the  ac- 
cessory organs  of  speech,  the  lips,  tongue,  etc.,  may 
fail  to  respond  to  the  effort.  Children  frequently  in- 
herit traits  of  disposition  that  favor  the  development 
of  stammering  and  stuttering.  It  may  be  the  outcome 
of  careless  habits  of  speech  in  early  youth,  or  parents 
may  fail  to  correct  the  faults  of  pronunciation  common 
to  every  child  when  learning  to  speak,  or  it  may  be  due 
to  association  with  those  who  stammer. 

Speech  defects  are  almost  never  caused  by  abnormal 
anatomy.  In  1,000  recorded  cases  of  stammering  and 
stuttering,  only  one  resulted  from  deformity  of  the 
organs  of  speech ;  647  of  this  number  stammered  and 
353  stuttered ;  504  stammered  under  5  years  of  age,  and 
5  commenced  the  habit  when  over  20  years  of  age;  822 
were  males  and  178  were  females.  The  author  shows 
himself  to  be  an  optimist  by  stating  that  every  case  of 
stammering  can  be  cured  by  proper  treatment,  in  a 
reasonable  time,  providing  the  pupil  gives  his  co-opera- 
tion. 

The  second  half  of  the  book  relates  to  voice  culture. 
Clear  articulation  and  a  pleasant  quality  of  voice  tone 
add  greatly  to  the  effectiveness  of  speech,  and  to  a  large 
degree  these  can  be  acquired  by  control  of  the  muscles 
of  respiration  and  voice.  The  article  is  somewhat 
vague  and  rambling  in  style,  and  has  no  medical  bear- 
ing. The  subject  possesses  more  interest  for  the 
teacher  of  elocution  than  for  the  physician. 

The  book  may  be  criticized  for  its  needless  repeti- 
tions and  for  its  verbosity.  It  is  generously  padded 
by  the  insertion  of  over  100  pages  of  time  honored 
poems,  under  the  caption  of  "Selections  for  Practice." 

W.  F.  D. 


A  Practical  Treatise  on  Diseases  of  the  Skin  :  For 
the  Use  of  Students  and  Practitioners.  By  James 
Nevins  Hyde,  A.M.,  M.D.,  and  Frank  Hugh  Mont- 
gomery, M.  D.  Seventh  and  Revised  Edition.  Phil. 
&  N.  Y.,  Lea  Bros.  &  Co.,  1904.  Col.  front.,  xix,  17 — 
938  pp.,  33  pl-    8vo.    Price:  Cloth,  $4.50. 

A  labored  review  of  the  above  work  at  this  time 
would  seem  supererogatory;  our  former  otVrepeated 
favorable  comments  in  this  Journal,  on  preceding  edi- 
tions, render  it  unnecessary.  Suffice  it  to  say  then,  that 
this,  the  seventh  edition  of  this  most  excellent  treatise 
on  Dermatology,  only  justifies  and  amplifies  our  old 
opinion.  Edited,  as  it  is,  up  to  date,  and  containing  for 
reference  as  nearly  as  may  be  all  the  novelties,  im- 
provements, etc.,  in  scientific  research,  and  Therapeutic 
methods  (with  particular  reference  to  Phototherapy 
and  Bacteriological  investigation),  we  consider  it  one 
of  the  first,  certainly,  possibly  the  best  extant,  work 
on  the  subjects  it  treats  of.  If  there  be  other  Derma- 
tological  Treatises  that  contain  as  much  information 
on  the  subjects  quoted  above,  we  are  unacquainted  with 
them.  As  to  other  merits  it  holds  its  own ;  all  the 
individual  subjects  have  been  well  revised,  with  due 
consideration,  and  where  needed  with  amendment  in 
accordance  with  the  views  of  to-day.  In  short,  we 
commend  this  edition  of  the  volume  to  instructor,  nrac- 
titioner  and  student.  S.  S. 

A  Treatise  on  Obstetrics.  For  Students  and  Practi- 
tioners. By  Edward  P.  Davis,  A.M.,  M.D.  Second 
Edition.  Phil.  &  N.  Y.,  Lea  Bros.  &  Co.,  1904.  8vo. 
809  pp.,  39  pl.    Price :  Cloth,  $5.00.    Leather,  $6.C0. 

Dr.  Davis'  obsterics,  the  work  of  an  acknowledged 
master  in  its  special  field,  is  a  notable  addition  to  the 
many  recently  published  text-books  on  the  subject. 
While  nominally  it  is  a  second  edition  of  his  Treatise 
issued  in  1896  it  is  in  fact  substantially  a  new  and  much 
larger  work.  The  earlier  volume  comprised  553  pages, 
the  one  before  us  809  pages.  The  arrangement  is  much 
improved,  the  typography  is  better,  side  heads  are  in 
bold  face  type,  the  illustrations  are  skillfully  executed, 
and  the  book  is  in  all  respects  a  better  text-book  for 
medical  students  than  was  the  first  edition. 

In  connection  with  diagnosis  of  pregnancy  we  do  not 
recall  any  author  who  lays  stress  upon  certain  changes 
in  the  gravid  uterus  which  we  have  found  of  great 
diagnostic  value  in  the  latter  part  of  the  second  month, 
namely  the  marked  softening,  lateral  expansion  and  rel- 
ative antero  posterior  thinness  of  the  body  of  the  uterus 
when  caught  between  contractions.  There  is  no  more 
reliable  evidence  of  pregnancy  at  this  period.  The  pot- 
bellied-jug shape  which  is  observed  during  contractions 
and  which  is  so  much  emphasized  by  writers  is  not  so 
readily  made  out  and  is  less  conclusive. 

We  are  glad  to  note  that  Dr.  Davis  has  not  wholly 
abandoned  symphysectomy.  He  thinks  the  operation 
still  has  a  place  in  obstetric  surgery.  That  is  our  own 
conviction.  In  certain  cases  of  exhaustion  after  ne- 
glected labor  or  ineffectual  attempts  at  delivery  by  other 
methods,  in  the  lesser  degrees  of  pelvic  contraction,  the 
child  still  being  viable,  it  offers  a  good  chance  of  saving 
both  lives  when  Cesarean  section  would  be  impracti- 
cable. 

Many  other  features  of  special  interest  might  be  men- 
tioned, but  space  forbids.  Many  minor  topics  are  dis- 
cussed which  at  the  hands  of  most  writers  receive  little 
or  no  attention. 

The  work  throughout  bears  the  marks  of  individual- 
ity and  is  eminently  practical.  We  bespeak  for  it  a  cor- 
dial reception.  C.  J. 

The  Practice  of  Obstetrics.  Designed  for  the  Use  of 
Students  and  Practitioners  of  Medicine.  By  J.  Clifton 
Edgar.  Second  Edition,  Revised.  Phila..  P.  Blakis- 
ton's  Son  &  Co.,  1904.  xviii,  17— IIS3  PP-  5  col.  CI. 
8vo.    Price:   Cloth,  $6.00. 

That  a  second  edition  of  Dr.  Edgar's  obstetrics  has 
appeared  so  soon  is  creditable  alike  to  the  ambition  of 
its  scholarly  author  and  the  enterprise  of  the  publishers. 
Much  valuable  new  matter  has  been  added  and  impor- 
tant revisions  have  been  made.    Hyperemesis,  icterus, 
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eclampsia  and  coma  are  discussed  in  their  relation  to 
toxaemia.  The  subject  "Fever  in  the  Puerperium"  in- 
cluding puerperal  sepsis  has  been  rewritten  through- 
out. Many  of  the  illustrations  though  of  a  high  order 
of  excellence  in  the  first  edition  are  still  more  elaborate 
in  the  new. 

The  work  in  the  present  form  will  be  read  with  profit 
by  all  interested  in  the  most  advanced  views  and  meth- 
ods of  obstetric  theory  and  practice.  C.  J. 

Nervous  and  Mental  Diseases  :  A  Manual  for  Stu- 
dents and  Practitioners.  With  an  Appendix  on  In- 
somnia. By  Joseph  Darwin  Nagel,  M.D.  Phil.  & 
N.  Y.,  Lea  Bros.  &  Co.,  1904.  276  pp.  i2mo.  Price: 
Cloth,  $1.00.  (The  Medical  Epitome  Series.) 

This  little  book  is  essentially  for  the  student  and  be- 
ginner in  the  study  of  neurology  and  mental  diseases, 
and  while  it  might  be  of  use  to  the  busy  practitioner, 
can  offer  nothing  new  to  the  specialist  or  advanced  stu- 
dent. The  common  varieties  of  these  diseases  are  thor- 
oughly and  concisely  covered,  the  diagrams  and  illustra- 
tions being  of  an  excellence  and  number  unusual  in 
this  class  of  books.  A  number  of  symptoms  are  treated 
at  length,  and  the  appendix  on  insomnia  is  especially 
to  be  commended  as  far  more  than  the  mere  drug  list 
often  seen  in  larger  works  on  this  subject.  Necessarily, 
only  recognized  and  accepted  theories  and  methods  have 
been  touched  upon,  and  therefore  it  contains  little  to 
which  exception  might  be  taken,  but  from  the  student's 
point  of  view  a  section  on  symptomatology  and  the 
methods  of  examination  and  diagnosis  would  have  en- 
hanced its  value.  Space  also  might  have  been  given  to 
a  consideration  of  optic  atrophy  and  neuritis,  and  their 
importance  in  many  nervous  affections  given  more  prom- 
inence. In  the  treatment  of  chorea  no  mention  is  made 
of  watchfulness  of  cardiac  conditions..  We  note  the 
acceptance  in  both  text  and  diagram  of  a  definite  cere- 
bral graphic  centre,  while  a  localized  centre  for  con- 
cepts does  not  gain  recognition.  The  classification  of 
manic  depressive  insanity  is  apparently  not  used. 

R.  K. 

International  Clinics.  Vol.  II.  Fourteenth  Series, 
1904.  Phil.,  J.  B.  Lippincott  Co.,  1904.  viii,  314  pp., 
19  pi.  8vo.    Price:  Cloth,  $2.00. 

To  those  who  desire  to  investigate  the  part  taken  by 
insects  in  the  spread  of  disease,  and  the  recent  progress 
made  in  tropical  medicine  this  volume  will  prove  very 
valuable  and  interesting.  There  are  several  well  written 
illustrated  articles  on  the  subjects.  Uncinariasis,  which 
has  been  the  subject  of  much  careful  work  in  recent 
years,  is  historically,  pathologically,  clinically  and  from 
a  therapeutic  standpoint  treated  with  well  executed  il- 
lustrations by  Prof.  Allen  J.  Smith. 

A  chapter  on  the  etiology,  diagnosis  and  treatment  of 
arterio-sclerosis  deserves  special  attention. 

The  volume  is  a  good  one,  and  will  appeal  to  all 
students  of  medicine. 

International  Clinics..  Vol.  III.    Fourteenth  Series, 
1904.    Phil.,  J.  B.  Lippincott  Co.,  1904.    Col.  front., 
viii,  302  pp.,  15  pi.  8vo.    Price:  Cloth,  $2.00. 

The  first  123  pages  of  this  volume  are  devoted  to  the 
consideration  of  syphilis.  There  are  12  well  written 
articles  on  the  subject  and  a  large  number  of  beautiful 
plates  accompany  the  text.  The  symposium  is,  in  re- 
ality, an  up-to-date  treatise.  It  is  superior  to  the  ordi- 
nary treatise  in  its  practical  clinical  character. 

The  volume  contains  much  other  valuable  material 
on  therapeutics,  medicine,  surgery,  gynecology  and  neu- 
rology. 

Regional  Minor  Surgery  :  Describing  the  Treatment 
of  those  Conditions  Daily  Encountered  by  the  Gen- 
eral Practitioner.  By  George  Gray  Van  Schaick, 
M.D.  N.  Y.,  Internat.  Journal  of  Surgery  Co.,  1904. 
226  pp.  8vo.    Price:    Cloth,  $1.50. 

The  favorable  comments  made  upon  the  first  edition 
of  this  work  apply  with  equal  force  to  the  second  edition. 

The  term  "minor  surgery"  is  often  misused.  No 
surgery  is  minor  in  its  importance  to  the  patient.  The 
term  as  here  used  applies  to  that  kind  of  surgery  which 


must  frequently  and  can  rightly  be  performed  by  the 
general  practitioner  and  we  felicitate  the  author  in  pre- 
senting his  work  from  this  standpoint.  He  has  written 
a  thoroughly  practical  and  useful  treatise  upon  this  im- 
portant subject. 

We  congratulate  the  author  upon  the  prompt  recog- 
nition his  work  has  received  in  this  flattering  call  for 
the  second  edition.  William  Francis  Campbell. 

The  Student's  Handbook  of  Surgical  Operations. 
By  Sir  Frederick  Treves,  Bart.,  K.C.V.O.,  C.B., 
LL.D.,  F.R.C.S.  New  Edition,  Revised  by  the 
Author  and  Jonathan  Hutchinson,  Jun.,  F.R.C.S. 
Chicago,  W.  T.  Keener  &  Co.,  1904.  xii,  486  pp. 
i2mo.    Price:    Cloth,  $2.50. 

As  the  author  states  in  the  preface  this  book  is  in- 
tended for  the  use  of  students.  It  is  in  reality  abridged 
from  the  author's  well-known  work  "Manual  of  Op-era- 
tive  Surgery."  It  is  not  an  exhaustive  treatise,  but 
simply  deals  with  the  most  commonly  performed  op- 
erations. 

The  general  principles  of  operative  surgery,  the  anat- 
omy of  the  part  and  the  results  are  not  discussed  in  this 
work,  furthermore  the  rarer  operations  receive  no  at- 
tention. However,  it  is  admirably  adapted  for  the  use 
of  students  and  those  who  wish  to  review  operative 
surgery,  we  know  of  no  work  better  adapted  for  the 
purpose  intended.    It  merits  unqualified  endorsement. 

William  Francis  Campbell. 

Surgery.  A  Manual  for  Students  and  Practitioners. 
By  M.  D'Arcy  Magee,  A.M.,  M.D.,  and  Wallace 
Johnson,  Ph.D.,  M.D. ;  with  an  Appendix  on  X-Ray 
Work  in  Surgery,  by  Edward  O.  Parker,  A.M.,  M.D. 
Phil.  &  N.  Y.,  Lea  Bros.  &  Co.,  1904.  295  pp.,  7  pi. 
8vo.  Price:  Cloth,  $1.00.  (The  Medical  Epitome 
Series). 

This  is  one  of  the  medical  epitome  series  giving  us  a 
resume  of  surgery. 

It  is  best  adapted  for  use  by  the  student  who  is  re- 
viewing his  surgery  or  preparing  himself  for  examina- 
tions. The  text  is  exceedingly  lucid  and  compact,  pre- 
senting as  it  does  the  essentials  of  surgery.  Questions 
are  arranged  at  the  end  of  each  chapter  for  purpose  of 
self-examination. 

This  volume  is  not  intended  to  take  the  place  of  a 
text-book,  but  forms  a  most  convenient  method  for  re- 
viewing the  subject  when  a  larger  book  is  not  accessible. 

William  Francis  Campbell. 

American  Edition  of  Nothnagel's  Practice. — Tuber- 
culosis and  Acute  General  Miliary  Tuberculosis.  By 
Prof.  Dr.  G.  Cornet.  Edit.,  with  Additions,  by  Wal- 
ter B.  James,  M.D.  Phil.,  N.  Y.  &  Lond.,  W.  B. 
Saunders  &  Co.,  1904.  806  pp.  8vo.  Price :  Cloth, 
$5.00:   Half  Morocco,  $6.00. 

The  always  interesting  subject  of  tuberculosis  has 
never  been  so  thoroughly  and  exhaustively  discussed 
as  in  the  volume  under  review.  Professor  Cornet's 
treatise,  with  the  additions  by  the  American  editor  nec- 
essary to  bring  it  to  date,  is  indispensable  to  all  prac- 
titioners who  have  to  do— and  who  has  not — with  tuber- 
culous infections.  The  many  efforts  to  prevent  and  to 
arrest  the  disease,  now  being  made  by  public  agencies 
as  well  as  by  private  means,  depend  for  success  upon 
a  minute  knowledge  of  the  malady,  and  physicians  as 
the  educators  of  public  opinion  should  make  it  a  point 
to  keep  abreast  of  the  latest  advances  in  the  study  and 
management  of  tuberculosis.  English-reading  medical 
men  may  consider  themselves  fortunate  that  Cornet's 
work  has  been  made  available  for  their  uses. 

G.  R.  B. 

New  Methods  of  Treatment.    By  Dr.  Laumonier. 
Trans,  and  Edit,  from  the  Second  Revised  and  En- 
larged French  Edition  by  H.  W.  Syers,  M.A.,  M.D. 
Cantab.    Chicago,  W.  T.  Keener  &  Co.,  1904.  xvii, 
321  pp.  i2mo.    Price:    Cloth,  $2.50. 

This  book  gives  succinctly,  but  with  sufficient  fulness, 
an  account  of  the  chemistry,  pharmacology,  and  thera- 
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ptutic  uses  of  various  remedies  and  methods  of  treat- 
ment. Thus  one  finds  discussed  nutrition  and  blood 
alterants,  mineral  medication,  respiratory,  renal,  and 
vaso-motor  alterants,  opotherapy,  sero-therapy  and  vac- 
cination, nerve  alterants,  antipyretics,  and  anti-septics. 
The  majority  of  these  agencies  are  of  very  recent  dis- 
covery. Many  of  them  are  more  or  less  familiar,  by 
name  at  least,  to  those  who  try  to  keep  posted  in  cur- 
rent medical  literature.  A  smaller,  but  still  considera- 
ble, number  have  become  popular,  such  as  creosotal,  the 
strontium  salts,  piperazine,  heroin,  adrenalin,  thyroid 
extract,  colloidal  silver  and  the  like.  While  Dr.  Lau- 
monier  is  at  times  not  over-critical  in  estimating  the 
virtues  of  the  less-known  drugs  and  methods  of  treat- 
ment his  treatise  is  most  valuable  to  anyone  who  wishes 
to  obtain  information  regarding  the  latest  developments 
in  this  important  department  of  the  art  of  medicine. 
Its  preparation  must  have  entailed  a  deal  of  work  in 
searching  through  contemporary  periodicals. 

Elements  of  General  Radio-Therapy  for  Practi- 
tioners. By  Dr.  Leopold  Freund.  Translated  by  G. 
H.  Lancashire,  M.D.,  M.R.C.S.,  L.R.C.P.  N.  Y.,  Reb- 
man  Co.,  1904.  Front.,  xix.  538,  59  pp.  8vo.  Price: 
Cloth,  $5.00;  half  leather,  $6.00. 

This  book  is  the  production  of  the  man  by  whom — 
as  the  translator  says — more  than  any  other  the  founda- 
tions of  radio-therapy  have  been  laid.  The  author,  Dr. 
Leopold  Freund,  of  Vienna,  has  written  a  work  which 
deals  with  the  elements  of  electricity,  and  the  physics, 
physiological  action,  and  therapeutic  uses  of  high-fre- 
quency currents,  X-rays,  Becquerel-rays,  and  heat  and 
light  rays.  This  volume  is  evidently  the  result  of  a  vast 
amount  of  research,  both  in  the  laboratory  and  the  li- 
brary, as  well  as  in  the  clinic-room.  As  a  whole  this 
treatise  may  fairly  be  termed  exhaustive.  It  is  but  nat- 
ural that  the  great  majority  of  authorities  quoted 
should  belong  to  England  and  the  Continent,  although 
the  work  of  some  of  the  more  prominent  American  in- 
vestigators has  not  been  overlooked.  The  reviewer  is 
not  qualified  to  give  a  critical  summary  of  this  work, 
but  feels  it  safe  to  say  that  no  one  in  this  line  of  study 
can  afford  to  be  without  it.  G.  R.  B. 

A  System  of  Physiologic  Therapeutics.  Edit,  by 
Solomon  Solis  Cohen,  A.M.,  M.D.    Vol.  7.— Mechan- 

•  otherapy  and  Physical  Education,  Including  Massage 
and  Exercise.  By  John  K.  Motchell,  M.D. :  and 
Physical  Education  by  Muscular  Exercise.  By  Luther 
Halsey  Gulick,  M.D.  Phil.,  P.  Blakiston's  Son  &  Co., 
1904.  xvi,  17 — 420  pp.,  1  ch.  8vo.  Price:  Cloth, 
$2.50. 

The  present  volume  of  this  well-known  series  main- 
tains the  high  quality  of  its  predecessors.  In  addition 
to  the  principle  portion  of  the  book  as  indicated  in  the 
title,  special  articles  have  been  supplied  upon  ortho- 
pedic apparatus,  corrective  manipulations  in  orthopedic 
surgery,  and  physical  methods  in  ophthalmic  therapeu- 
tics. The  book  is  well  illustrated  by  many  excellent 
photographs  and  diagrams. 

Bearing  in  mind  the  extravagant  claims  made  by  cer- 
tain previous  writers  upon  such  subjects,  concerning  the 
curative  influence  of  massage  and  mechano-therapy,  it 
is  exceedingly  pleasant  to  find  a-  treatise  like  that  under 
consideration  in  which  knowledge  of  methods  is  con- 
joined with  well-balanced  judgment  as  to  results.  The 
book  can  be  highly  commended  as  a  most  practical  and 
interesting  presentation  of  modern  methods  and  news 
in  regard  to  mechano-therapy.  G.  R.  B. 

Electro-Diagnosis  and  Electro-Therapeutics.  A 
Guide  for  Practitioners  and  Students.  By  Dr.  Toby 
Cohn.  Transl.  from  the  Second  German  Edition  and 
Edited  by  Francis  A.  Scratchley,  M.D.  N.  Y  & 
Lond.,  Funk  &  Wagnalls  Co.,  1904.  xiii,  280  pp.,  8 
pi.  8vo.    Price:  Cloth,  $2.00. 

This  i-;  a  particularly  useful  work  for  those  who  have 
but  a  slight  knowledge  of  the  subject.  Especial  pains 
have  been  taken  to  avoid  or  to  greatly  simplify  the 


usual  technical  and  mathematical  discussion  which  com- 
monly precede  the  practical  sections  of  such  treatises. 
Throughout  the  book  the  same  clear  and  simple  manner 
of  presentation  has  been  very  successfully  maintained. 
The  author  is  thoroughly  sensible  in  his  statements  re- 
garding the  therapeutic  action  of  electricity.  He  states 
without  reserve  that  a  very  considerable  part  of  its  ther- 
apeutic results  (p.  162)  is  due  to  the  psychic  effects  of 
its  administration.  On  the  other  hand  there  are  certain 
chemical  and  physiological  effects  produced  by  the 
electric  current  which  undoubtedly  may  play  an  im- 
portant role  in  the  cure  of  disease.  After  all  what  dif- 
ference does  it  make  provided  the  end  is  attained.  The 
book  is  well  illustrated.  The  plates  showing  the  points 
of  application  of  the  electrodes  are  particularly  good. 

G.  R.  B. 

Science  and  Immortality.  By  Wm.  Osier,  M.D. 
Houghton,  Mifflin  &  Co.,  1904. 

In  this  charming  lecture,  delivered  on  the  Ingersol 
Foundation  before  Harvard  College,  our  distinguished 
colleague  does  not  attempt  to  harmonize  science  and 
religion.  He  rather  points  out  the  attitude  of  human 
society  as  he  observes  it  toward  the  subject.  Dr.  Osier 
characterizes  and  defines  three  sets  of  people  as  he 
finds  them,  the  Laodiceans,  the  Gallionians,  and  the 
Fresians — the  lukewarm,  the  skeptical  and  the  zealots. 
The  author  can  find  no  reason  for  a  belief  in  a  future 
life,  though  this  admittedly  exists  and  accounts  for 
much  that  is  great  and  noble  in  the  human  character. 
For  himself  he  agrees  with  Cicero,  preferring  to  be 
wrong  with  Plato  in  holding  such  a  belief  than  right 
with  the  host  of  those  who  deny  immortality.  And  in 
this  firmly  setting  forth  his  position — himself  a  scientist 
of  renown,  he  seems  to  make  a  strong  argument  for 
immortality.  The  heart  has  reasons  which  reason  can- 
not understand,  but  shall  the  heart  of  man,  therefore,  be 
denied  a  hearing  in  the  final  determination  of  this  ques- 
tion. Is  not  faith  as  sure  as  ever-shifting  and  short- 
sighted science.  Our  best  understanding  of  life  seems 
to  predicate  continuance  rather  than  cessation.  The 
doctrine  of  evolution  seems  to  demand  such  a  belief. 
This  is  a  most  suggestive  and  valuable  book. 

W.  S.  H. 

Social  Diseases  and  Marriage,  Social  Prophylaxis. 
By  Prince  A.  Morrow,  A.M.,  M.D.  N.  Y.  &  Phil, 
Lea  Bros.  &  Co.,  1904.  xxi,  17 — 190  pp.  8vo.  Price : 
Cloth,  $3.00. 

This  excellent  work  on  a  repellent  subject  should  be 
in  the  library  of  every  physician,  for,  strange  as  it  may 
seem,  many  of  the  profession  are  lamentably  ignorant 
of  the  terrible  and  far-reaching  results  of  the  "social 
evil"  and  their  weighty  responsibility  in  dealing  with  it. 

The  author's  vast  experience  as  a  teacher  and  writer 
on  these  diseases  enables  him  to  speak  with  authority 
and  the  simple  sureness  of  a  master ;  while  the  high 
morality  and  mental  refinement  of  the  man  empowers 
him  to  touch  upon  every  point  of  his  very  difficult  sub- 
ject in  a  way  that  commands  our  hearty  commendation 
and  respect. 

Any  one  having  the  lives  and  welfare  of  humanity  at 
heart  should  study  and  learn  from  this  book,  for  while 
the  writer  never  forgets  to  express  a  sympathetic  com- 
prehension of  the  sorrows  springing  from  these  evils, 
he  unsparingly  deals  with  the  selfishness  and  stupidity 
that  involve  the  innocent  in  the  punishment  of  the 
guilty :  in  other  words  he  places  the  blame  where  it  be- 
longs and  does  not  try  to  gloss  it  over  with  high-sound- 
ing platitudes  or  meaningless  phrases,  in  fact  the  chief 
merit  of  the  book  is  its  direct  truth  and  manly  straight- 
forwardness. 

Unfortunately  the  book  will  reach  only  a  small  por- 
tion of  society,  the  medical  men ;  while  it,  especially  the 
concluding  chapters,  shoulcl  be  in  the  hands  of  every 
educator,  minister  and  parent,  then  the  warning  it  con- 
tains and  the  educational  value  of  the  work  would  stim- 
ulate all  to  help  "solve  the  unsolvable  problem"  and 
perhaps  after  years  of  patient  work  and  weary  waiting 
the  "social  evil"  would  no  longer  menace  the  lives, 
health  and  happiness  of  innocent  women  and  children. 
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ORIGINAL  ARTICLES. 


ACUTE  TUBERCULOUS  PNEUMONIA* 


BY  WILLIAM  OSLER,  M.D., 
Johns  Hopkins  University, 

You  all  know  pulmonary  tuberculosis.  Many 
of  you  know  it  too  well ;  many  of  you  grow  weary 
of  it,  and  weary  of  the  poor  fellows  who  come 
to  you  week  after  week  and  month  after  month, 
and  you  are  glad  to  see  them  go  to  some  other 
doctor;  yet  there  is  much  to  make  pulmon- 
ary tuberculosis  one  of  the  most  interesting 
and  satisfactory  diseases  for  you  to  study.  There 
are  not  only  the  chronic  forms  and  types  so  fa- 
miliar to  us  all,  but  there  are  also  those  remarka- 
bly acute  forms,  with  one  of  which  I  wish  to  en- 
gage your  attention  this  evening. 

It  was  that  great  clinician  Stokes  who  first 
made  a  division  of  acute  pulmonary  tuberculosis 
into  (1)  the  miliary  tuberculosis;  (2)  the  pneu- 
monic form;  and  (3)  a  broncho-pneumonic 
form,  in  which  with  an  acute  course  there  were 
found  post-mortem  areas  of  broncho-pneumonic 
caseation.  It  is  the  second  of  these  varieties 
upon  which  I  shall  speak.  The  history  of  the 
disease  I  cannot  enter  into  at  any  length.  Clin- 
ically, it  was  not  known  either  to  Laennec  or  to 
Louis,  that  is  to  say,  they  did  not  recognize  an 
acute  pneumonic  form  of  pulmonary  tubercu- 
losis ;  but  Laennec  described  the  gelatinous  infil- 
tration and  the  extensive  cheesy  areas  so  common 
in  the  disease.  Andral  gave  a  wonderfully  good 
account,  and  Stokes  a  remarkable  description. 
One  of  the  best  and  clearest  pictures  was  given 
by  Traube  in  his  account  of  green  sputa.  Wa- 
ters and  Wilson  Fox,  in  England,  and  Austin 
Flint,  in  this  country,  have  written  on  the  sub- 
ject. The  best  modern  articles  are  by  the  French 
writers. 

And  tirst  let  me  speak  of  the  anatomical 
condition.  Both  lungs  are  rarely  involved ;  as 
a  rule  only  one ;  almost  invariably  there  is  an 
old  focus  of  disease  either  at  one  apex  or  in  a 
bronchial  gland,  or  a  focus  of  tuberculosis  else- 
where in  the  body.    As  a  rule  the  apex  is  much 

■  From  stenographic  report  of  address  delivered. 


more  involved  than  the  other  parts,  the  upper 
portion  much  more  frequently  than  the  base ;  in 
some  instances  the  entire  lung,  from  apex  to 
base ;  occasionally  parts  of  both  lungs  are  in- 
volved. I  would  like  to  read  to  you  two  dic- 
tated descriptions  of  post-mortems  in  this  special 
form  of  the  disease : 

Case  I. — H.  W.  Lungs.  Right  weighs  about 
850  grams,  is  crepitant  throughout,  but  in  pos- 
terior part  contains  much  blood  and  serum  and 
very  little  air.  In  anterior  part  of  upper  lobe 
are  three  or  four  groups  of  small  gray  nodules, 
five  to  six  in  each  group ;  no'  caseous  masses. 
Left  lung  weighs  over  1,500  grams,  almost  double 
that  of  the  right  lung ;  pleura  covering  it  is 
smooth ;  organ  heavy,  and  in  great  part  airless, 
being  crepitant  only  at  the  anterior  border  of  the 
lobes.  A  section  through  the  long  diameter  of 
upper  lobe  presents  the  following  appearances. 
At  the  apex  there  is  a  small,  irregular  cavity,  the 
size  of  a  walnut ;  the  walls  soft,  infiltrated  with 
caseous  matter.  Above  the  cavity  the  tissue  is 
airless,  of  a  reddish  color,  and  has  a  glistening 
gelatinous  appearance.  The  surface  is  not  gran- 
ular, but  here  and  there  through  the  tissue  are 
small,  gray,  translucent  bodies  about  the  size  of  a 
pin's  head.  Further  down,  and  toward  the  an- 
terior border  these  gray  bodies  become  more  nu- 
merous and  thickly  crowded  together  in  a  deep- 
ly congested  tissue.  The  greater  part  of  the  lobe 
is  solid  and  firm ;  tissue  dry,  grayish  white  in 
color,  coarsely  granular,  presenting  the  appear- 
ance of  a  caseous  pneumonia.  In  the  central  part 
the  section  is  uniform,  but  towards  the  lower 
and  anterior  borders  strands  of  deep  red  tissue 
separate  the  firm  anaemic  areas  and  give  a  very 
peculiar  character  to  the  exposed  surface.  In 
the  intervening  congested  districts  small  gray 
granulations  are  seen,  often  close  to  the  solid 
parts.  The  lower  lobe  is  deeply  congested. 
Throughout  the  entire  substance  are  grayish- 
red,  solid  areas,  some  round,  others  in  irregular 
tracts,  but  all  presenting  a  dry,  coarse  surface. 
The  anterior  third  of  this  lobe  is  crepitant  and 
contains  scattered  tubercles.  Bronchial  glands 
are  a  little  enlarged ;  no  tubercles. 

This  patient  died  on  the  29th  day  from  the 
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onset,  and  the  lung  presented  a  very  good  picture 
of  the  anatomical  condition  before  the  uniform 
caseation  and  consolidation.  I  have  seen  but  one 
earlier  case,  and  in  that  the  caseous  nodules  were 
so  closely  set  together  that  there  was  practically 
no  intervening  reddish  tissue.  It  looked  very 
much  indeed  like  an  ordinary  pneumonia  which 
had  just  passed  into  the  gray  hepatization. 

In  the  following  case  the  condition  was  more 
advanced,  the  patient  dying  in  the  middle  of  the 
tenth  week  of  the  disease  : 

Case  II. — George  R.  Lungs.  Left,  pleura 
thickened ;  layers  united  at  apex,  covered  with 
recent  lymph  in  lateral  region.  Organ  firm,  solid 
and  heavy,  weighing  1,490  grams.  On  section 
a  large  cavity  is  exposed  at  the  apex,  containing 
clots  and  a  reddish,  yellow,  very  glutinous  pus. 
The  walls  are  exceedingly  irregular,  lined  by 
rough  caseous  masses,  and  crossed  in  spots  by 
vessels  and  bronchi.  No  aneurismal  dilatation 
on  any  of  the  vessels  detected.  The  cav- 
ity occupies  about  a  third  of  the  upper  lobe. 
The  rest  of  the  organ  is  firm  and  airless,  with 
the  exception  of  a  small  margin  at  lower  part. 
On  section  it  presents  a  uniform,  opaque-white 
color ;  surface  is  dry ;  tissue  breaks  readily.  Ves- 
sels and  bronchi  pervious,  and  about  them  there 
is  a  little  gelatinous-looking  tissue.  On  close 
inspection  the  individual  air  cells  can  be  seen,  but 
in  most  places  very  faintly.  All  parts  present  the 
same  dry,  cheesy  appearance. 

Right  lung,  weight  540  grams ;  full  in  volume ; 
crepitant  except  at  part  of  apex,  which  presents  a 
small  cavity  surrounded  by  infiltrated,  gelatinous- 
looking  tissue.  Tissue  of  middle  lobe  near  root  is 
in  state  of  gelatinous  cedema.  Lower  lobe  con- 
tains several  small  caseous  masses  and  a  few 
firm  nodular  bodies  like  tubercles. 

Here  is  represented  the  terminal  stage  of  an 
average  case,  lasting  from  ten  to  twelve  weeks, 
and  in  which  the  entire  lung,  or  one  lobe,  is  con- 
verted into  a  uniform,  caseous  or  cheesy  ma- 
terial. The  condition  was  known  to  the  old 
writers  as  the  caseous  or  scrofulous  pneumonia, 
and  some  of  you  may  remember  that  Niemeyer 
taught  that  this  might  result  from  an  ordinary" 
pneumonia.  You  remember  his  dictum,  "the 
worst  thing  that  could  possibly  happen  to  a  con- 
sumptive was  to  become  tuberculous,"  believing 
that  the  products  of  an  ordinary  lobar  pneumonia 
could  become  cheesy  and  caseous. 

As  a  rule,  there  is  no  widespread  dissemina- 
tion of  tubercles  throughout  the  body.  The  other 
lung  may  be  healthy;  it  is  rare  to  find  extensive 
tuberculosis  of  other  organs;  yet  there  is  noth- 


ing special  in  the  pulmonary  lesion,  even  when 
most  acute,  it  presents  features  which  we  see 
in  every  case  of  tuberculosis.  These  are  the 
individual  small  tubercles,  the  surrounding 
desquamative  pneumonia,  the  areas  of  casea- 
tion and  the  areas  of  softening.  The  peculiar 
thing  in  this  form  is  that  large  blocks  or  areas, 
an  entire  lung,  more  frequently  an  entire  lobe, 
become  rapidly  infiltrated  and  rapidly  undergo 
caseation  and  softening.  Herein  is  the  sole  pe- 
culiarity in  the  acute  pneumonic  phthisis. 

The  mode  of  origin  of  this  type  has  been  much 
discussed  of  late.  It  is  not  easy  to  understand 
how  a  large  area  of  lung  can  become  involved 
with  such  rapidity,  and  that  within  a  few  days, 
for  instance,  an  entire  upper  lobe  may  become 
tuberculous,  and  how  in  the  course  of  a  week 
from  apex  to  base,  in  a  man  previously  sound,  the 
lung  may  become  consolidated  and  caseous.  It 
has  usually  been  held  that  it  is  an  aspiration 
tuberculosis,  that  is  to  say,  that  there  has  been  a 
small  focus  of  disease  at  the  top  of  the  lung,  and 
there  has  been  a  bursting  of  a  large  quantity  of 
tuberculous  material  into  the  bronchi,  and  by 
aspiration  the  lobe  or  the  entire  lung  has  become 
infected.  This  is  the  usual  view,  and  I  think 
the  one  that  gives  the  most  reasonable  explana- 
tion of  this  remarkable  variety.  But  recently 
Aufrecht  and  Tenderloo  (the  latter  a  very  care- 
ful Dutch  student  of  tuberculosis)  have  sug- 
gested that  it  .  may  be  a  hematogenous  infection 
like  miliary  tuberculosis.  Tenderloo  describes 
one  case  of  very  early  bilateral  involvement,  with 
death  about  the  eighth  day,  very  suggestive  of  a 
hematogenous  rather  than  an  serogenous  inva- 
sion. 

Acute  pneumonic  phthisis  is  a  rare  form  of  tu- 
berculosis. I  have  notes  of  fifteen  cases,  four 
females  and  eleven  males.  This  agrees  with 
Fraenkel  and  Troje's  statistics ;  as  a  rule  the 
males  outnumbered  the  females  usually  two  to 
one.  A  majority  of  the  cases  have  been  in  middle 
aged  persons ;  there  were  only  two  of  my  cases 
under  20.  There  were  four  cases  between  20 
and  30,  five  cases  above  50.  In  a  great  many  of 
the  cases  there  is  a  history  of  dissipation,  not 
generally  of  any  special  debility.  As  a  rule,  the 
disease  attacks  persons  in  good  health,  not  known 
to  have  tuberculosis — individuals  going  about 
their  work  without  any  suspicion  of  latent  dis- 
ease. 

The  clinical  features  are  very  remarkable. 
There  are  two  special  types,  in  one  the  disease 
resembles  in  every  respect  ordinary  lobar  pneu- 
monia ;  in  the  other  typhoid  fever.   As  a  rule,  the 
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disease  sets  in  abruptly.  In  nine  of  my  fifteen 
cases  the  onset  was  with  a  chill,  and  the  patient 
could  fix  definitely  the  date.  In  the  other  six 
cases,  three  of  them  the  onset  was  acute  but 
without  a  chill,  in  two  the  onset  was  insidious, 
but  as  a  rule,  the  disease  sets  in  just  as  does  lobar 
pneumonia,  acutely  and  with  a  chill.  The  per- 
centage of  chill  in  my  cases  is  rather  higher  than 
that  given  by  Fraenkel  and  Troje. 

Following  the  chill  there  are  fever,  cough  and 
pain  in  the  side,  so  that  you  have  the  four  car- 
dinal features  of  onset  of  acute  lobar  pneumonia, 
and  when  on  the  second  day  perhaps  rusty  ex- 
pectoration follows,  the  diagnosis  is  clear,  is  in 
fact  unavoidable ;  and  when  you  percuss  the  chest 
and  find  an  area  of  consolidation  at  one  apex 
which  extends  day  by  day,  with  tubular  breath- 
ing, you  are  not  in  doubt  for  a  moment  as  to  the 
existence  of  a  croupous  pneumonia. 

The  sputum  gives  you  the  first  indication,  per- 
haps, that  you  are  mistaken.  In  some  instances  a 
remarkable  change  occurs  as  early  as  the  third 
day.  It  becomes  grass  green ;  not  very  frequent- 
ly, only  in  three  or  four  cases  in  my  series,  but 
in  Traube's  series  very  much  more  often.  In- 
deed, his  original  description  dealt  with  the  sub- 
ject of  green  sputum — so  remarkable  was  this 
feature  of  the  disease.  In  other  instances  the 
sputum  remains  rusty  for  the  greater  part  of  a 
week,  and  if  an  examination  is  made  you  may 
find  nothing  but  blood  and  mucus  and  a  few 
leucocytes  and  pus  cells.  On  the  eighth  or  ninth 
day,  when  you  expect  the  crisis,  instead  of  an  im- 
provement the  patient  gradually  grows  worse,  or 
perhaps  there  is  a  toxaemia  out  of  proportion  to 
so  limited  a  lesion,  as  the  disease  drags  on  for 
two  weeks,  you  begin  to  suspect  that  there  may 
be  something  different,  and  you  have  the  sputum 
examined  for  tubercle  bacilli,  which,  to  your  as- 
tonishment, are  present  in  abundance.  Even 
then,  if  you  are  old-fashioned  you  may  say,  "Oh, 
well !  pneumonia  sometimes  does  end  this  way !" 
and  you  may  not  believe  that  your  case  was 
originally  tuberculosis.  The  routine  examination 
of  the  sputum  is  the  only  way  in  whch  you  can 
escape  from  a  very  mortifying  clinical  mistake ; 
you  cannot  save  yourself  entirely,  since  you  are 
pretty  certain  to  make  a  mistake  at  the  outset. 

Of  the  twelve  cases  in  which  tubercle  bacilli 
were  found  in  my  series,  in  one  case  they  were 
present  as  early  as  the  fourth  day,  in  one  case 
on  the  eighth,  one  on  the  ninth,  one  on  the  four- 
teenth, one  on  the  fifteenth  and  one  on  the  six- 
teenth. Tn  one  case  the  bacilli  were  not  found 
until  the  thirtieth  day  and  on  the  twenty-second 


examination  for  tubercle  bacilli.  Elastic  tissue  is 
also  frequently  found,  not  early  as  a  rule,  but 
late ;  rarely  before  the  fourteenth  or  fifteenth 
day. 

A  leucocytosis  is  present  in  a  great  majority 
of  the  cases,  and  adds,  as  you  see,  to  the  com- 
plication in  your  mind  as  to  the  diagnosis.  You 
think,  of  course,  with  a  high  leucocyte  count  it 
must  be  pneumonia.  It  is  astonishing  the  inten- 
sity of  the  leucocytosis  in  some  instances ;  in  one 
there  were  74,000  leucocytes  per  cubic  millimetre 
— a  very  unusual  number  even  in  lobar  pneu- 
monia. In  a  few  cases  cyanosis  is  marked,  but  it 
is  not  so  constant  a  feature  of  this  form  as  it  is 
of  acute  miliary  tuberculosis. 

Toxaemic  features  are  present  in  a  number  of 
cases,  and  when  early  and  profound  may  lead  to 
the  diagnosis  of  typhoid  fever.  We  had  such  a 
case  two  years  ago,  in  which  the  disease  came 
on  insidiously.  The  patient  had  high  fever  at 
the  time  of  admission,  and  was  profoundly 
toxaemic,  and  for  more  than  a  week  or  ten  davs 
we  overlooked  the  condition  of  the  lower  lobe  of 
his  left  lung,  which  was  completely  consolidated. 
The  post-mortem  showed  that  we  had  been  deal- 
ing with  a  case  of  pneumonic  phthisis,  not  one  cf 
typhoid  fever,  as  we  had  supposed  at  first.  What 
adds  to  the  difficulty  is  the  almost  constant  pres- 
ence of  the  diazo-reaction.  The  diagnosis,  of 
course,  is  cleared  and  helped  in  these  cases  by  the 
absence  of  the  Widal  reaction  and  the  failure  to 
cultivate  typhoid  bacilli  from  the  blood. 

The  Physical  signs  are  very  definite  and  dis- 
tinctive from  the  outset.  Usually  there  is  a  dis- 
tinct friction  corresponding  to  the  pain  in  the 
side,  and  that  is  marked  and  intense  in  the  ma- 
jority of  instances.  Early  consolidation  is  the  rule, 
and  you  may  have  complete  consolidation  of  an 
entire  lobe  within  forty-eight  hours  of  the  onset. 
That,  too,  puts  you  off  the  notion  that  it  could 
possibly  be  tuberculous,  but  it  is  well  to  bear  in 
mind  that  thirty-six  hours  may  completely  stuff 
a  lobe  with  tubercules,  so  that  it  will  give  a 
Skodaic  resonance,  and  within  forty-eight  hours, 
flatness.  In  a  majority  of  our  cases  tubular 
breathing  has  been  present  in  an  intense  degree. 
The  French  writers  lay  great  stress  on  suppres- 
sion of  the  breathing  over  the  consolidated  area, 
but  in  many  of  our  cases  there  was  intense  tubu- 
lar breathing.  There  may  be  fine  crackling,  crep- 
itant rales  at  the  onset,  and  then  later  the  large 
bubbling  rales ;  and  as  the  lung  begins  to  break 
you  may  then  have  signs  at  the  apex  of  a  cavity. 
Tt  may  be  indeed  the  first  thing  to  call  your  atten- 
tion to  the  fact  that  you  have  a  case  of  tubercu- 
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losis — the  remarkable  change  at  the  apex  from 
ordinary  tubular  breathing  to  definite  cavernous 
breathing  or  the  loud  resounding  character  of 
the  rales.  Usually  these  features  occur  in  con- 
nection with  definite  changes  in  the  sputum.  But, 
as  a  rule,  the  physical  signs  are  definite ;  in  every 
one  of  the  fifteen  cases  physical  signs  suggesting 
pneumonia  were  present ;  sometimes  the  consoli- 
dation of  such  an  extent,  involving  an  entire  lung, 
that  the  case  is  mistaken  for  one  of  pleurisy  with 
effusion. 

In  a  majority  of  cases  the  course  of  the  disease 
is  downward.  There  are  three  groups.  First, 
the  fulminant  or  the  very  acute,  in  which  the  pa- 
tient dies  within  fourteen  days,  even  earlier ;  the 
fourteenth  day  was  the  earliest  in  my  series.  One 
of  Traube's  cases  died  on  the  sixth  day,  and  one 
of  Fraenkel's  on  the  eighth  day  so  that  it  may 
be  an  exceedingly  malignant  type,  killing  more 
rapidly  than  any  known  form,  not  excepting  mil- 
iary tuberculosis  or  tuberculous  meningitis.  In 
three  or  four  of  our  cases  this  exceedingly  rapid 
course  was  present.  One  patient  died  on  the 
thirteenth  day,  one  on  the  twenty-first  and  one  on 
the  twenty-fifth. 

One  case  not  included  in  the  series,  as  I  have 
mislaid  the  notes,  is  deeply  impressed  upon  my 
own  mind,  as  on  two  successive  occasions  I  had 
brought  the  patient  into  the  lecture  room  to  illus- 
trate an  ordinary  pneumonia.  It  was  not  until 
the  twenty-first  or  twenty-second  day,  shortly  be- 
fore his  death,  that  we  found  the  tubercle  bacilli. 
The  man,  a  very  healthy  fellow,  a  cab  driver,  had 
been  exposed  to  the  wet  late  one  night.  He  was 
a  man  addicted  to  drink,  and  following  the  very 
severe  wetting,  he  had  a  chill,  and  the  next  after- 
noon at  three  o'clock  he  was  admitted  to  mv 
ward.  There  were  pain  in  the  side  and  rusty 
sputum,  and  all  of  these  features  of  which  I  have 
spoken.  Three  days  later  I  showed  him  in  my 
clinic  for  a  case  of  pneumonia.  The  physical 
signs  and  history  were  characteristic — there  was 
nothing  lacking.  A  week  later  I  showed  him 
again  in  illustration  of  the  same  disease  and 
thought  in  all  probablity,  as  the  fever  was  keep- 
ing up  and  the  consolidation  was  extending,  that 
it  was  a  creeping  pneumonia.  It  was  not  until 
three  days  later  that  we  found  tubercle  bacilli 
and  elastic  tissue,  and  the  students  enjoyed  the 
benefit  of  a  revised  diagnosis  at  the  next  clinic — 
a  good  lesson  for  us  all. 

Secondly,  the  group  of  acute  cases  in  which 
death  occurs  within  ten  to  twelve  weeks — the 
galloping  consumption,  or  as  the  old  writers  used 
to  call  it,  phthisis  florida.  In  this  form  the  fever 


does  not  diminish,  nor  does  the  cough  abate,  but 
all  the  symptoms  become  aggravated  after  the 
tenth  or  twelfth  day.  The  patient  begins  to 
sweat,  the  expectoration  changes,  the  condition 
gradually  grows  worse,  and  you  watch  a  gradual 
progress  to  the  grave.  Usually  with  the  severe 
sweats  and  alternating  high  fever,  there  is  soften- 
ing and  the  picture  of  a  pulmonary  tuberculosis 
of  a  most  severe  type  is  before  you.  Sometimes 
the  patient  dies  very  suddenly ;  one  of  my  pa- 
tients died  very  unexpectedly  without  any  appar- 
ent cause,  possibly  of  dilatation  of  the  heart.  An- 
other patient  died  in  the  tenth  week,  of  a  sudden 
hemorrhage ;  as  a  rule  death  is  slow  and  from 
asthenia. 

In  a  third  group  the  patients  improve,  and 
even  get  well  enough  to  leave  the  hospital. 
Though  the  disease  may  set  in  with  great  abrupt- 
ness, there  is  an  abatement  of  the  severity  of  the 
symptoms,  a  gradual  lessening  of  the  fever,  and 
the  case  runs  into  the  course  of  an  ordinary  case 
of  chronic  pulmonary  tuberculosis.  Four  of  the 
fifteen  cases  in  my  series  ran  this  course.  One 
of  them  we  did  not  expect  to  live  on  the  tenth 
or  eleventh  day,  so  seriously  ill  was  he.  The 
fever  was  high,  all  the  symptoms  severe,  particu- 
larly the  toxic  features,  and  yet  in  the  second  and 
third  week  these  severe  symptoms  abated,  and  he 
gradually  got  well  enough  to  get  up  and  to  go 
out,  but  with  signs  of  softening  at  one  apex. 

I  have  already  spoken  enough  of  the  diagnosis. 
I  do  not  think  it  is  worth  while  to  speak  of  the 
differential  diagnosis  between  this  disease  and 
croupous  pneumonia  at  the  onset  and  during  the 
first  week.  There  are  really  no  differential  cri- 
teria. The  consolidation  of  one  lobe  occurs  rap- 
idly, with  the  same  features — pain  and  cough  and 
rusty  expectoration — as  ordinary  pneumonia,  so 
that  there  is  no  possibility  of  a  diagnosis  even 
should  you  have  a  suspicion  beforehand  that  the 
patient  has  had  a  tuberculosis.  As  I  mentioned 
in  one  of  our  cases,  the  tubercle  bacilli  were 
present  as  early  as  the  fourth  day,  but  probably 
not  from  the  fresh  disease  of  the  lung,  but  from 
the  old  focus  of  softening.  It  is  well  to  remem- 
ber that  large  numbers  of  bacilli  may  come  from 
a  small  focus  of  disease.  In  one  instance  the 
bacilli  came  from  a  cavity  certainly  not  larger 
than  a  good  sized  walnut,  and  we  made  an  erro-, 
neous  diagnosis  on  the  presence  of  these  bacilli. 
No  wonder,  as  the  patient  had  been  operated  on 
two  years  before  for  tuberculous  peritonitis  and 
had  recovered.  She  came  in  with  solidification 
of  one  lung,  which  we  thought,  naturally  enough, 
to  be  a  tuberculous  pneumonia,  because  of  the 
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presence  of  the  bacilli.  It  turned  out  post-mor- 
tem that  the  bacilli  came  from  a  small  cavity  in 
the  lobe  of  one  lung,  and  she  had  in  addition  an 
extensive  lobar  pneumonia. 

As  a  rule,  the  only  safeguard  in  the  diagnosis 
of  the  disease  is  the  careful,  systematic,  routine 
examination  of  the  sputum — daily  examinations. 
Now,  of  course,  the  busy  practitioner  does  not 
have  the  sputum  in  every  case  of  pneumonia  ex- 
amined for  tubercle  bacilli ;  that  would  be  foolish, 
but  when  at  the  end  of  the  eighth  or  ninth  day 
the  crisis  has  not  occurred,  and  when  conditions 
arise  in  which  the  patient  looks  badly  and  you 
begin  to  be  a  little  suspicious,  then  bear  in  mind 
that  this  form  of  pulmonary  tuberculosis  does 
occur  and  have  the  sputum  carefully  examined 
for  bacilli  and  for  elastic  tissue. 

One  of  the  greatest  difficulties  is  in  the  differ- 
entiation between  an  unresolved  pneumonia  and 
this  type  of  tuberculosis.  You  know  that  the 
consolidation  in  pneumonia  may  persist  for  two 
or  three  weeks,  with  the  symptoms  gradually  di- 
minishing, and  you  may  be  in  doubt  whether  it 
is  an  empyema  or  whether  an  unresolved  pneu- 
monia. Usually  resolution  occurs  by  the  third  or 
fourth  week,  but  when  the  consolidation  persists 
for  eight  weeks  or  ten  weeks,  or,  as  in  one 
case  I  remember,  for  thirteen  weeks,  of  course 
you  are  pretty  well  assured  that  it  is  not  an  or- 
dinary pneumonia,  and  yet  it  may  be  and  the 
lung  may  clear  up  completely ! 

The  diagnosis  from  typhoid  fever  is  often  very 
difficult,  quite  as  much  so  as  is  miliary  tubercu- 
losis. As  a  rule,  in  typhoid  fever  even  with  a 
bronchitis  or  a  slight  pneumonia,  a  leucocytosis 
is  not  present  to  any  great  extent.  There  is  a 
tendency  to  leukopenia  rather  than  to  an  increase 
in  the  leucocytes.  In  a  majority  of  cases  of  tuber- 
culous pneumonia  the  leucocytosis  is  high  and  it 
may  reach  a  maximum  grade.  The  diazo  reac- 
tion is  present  in  the  urine  in  both.  The  Widal 
reaction  is  very  important,  and  the  cultures 
from  the  blood  not  often  made  in  private  prac- 
tice, but  most  useful  in  hospital  work,  help  in 
in  doubtful  cases  to  differentiate  between  the 
typhoid  fever  and  true  pneumonia,  or  between 
between  typhoid  fever  and  tuberculosis. 

Of  the  treatment  I  need  not  say  much.  The 
majority  of  the  cases  are  hopeless.  That  four  or 
five  of  my  cases,  even  with  sharp  onset  and  se- 
vere course,  recovered  enough  to  leave  the  hos- 
pital is  a  hopeful  feature.  One  of  these  patients, 
a  young  Swede,  may  possibly  have  had  an  arrest 
of  the  process  as  he  left  the  hospital,  having 


gained  weight,  with  only  slight  fever  and  cough ; 
and  yet  his  condition  for  ten  or  twelve  days 
looked  perfectly  hopeless.  The  treatment  of  any 
case  which  seems  reasonably  hopeful  is  the  treat- 
ment of  pulmonary  tuberculosis,  which  has  been 
hammered  into  you  ad  nauseam  of  late ;  but  I  find 
even  after  all  this  hammering  the  general  prac- 
titioner does  not  treat  tuberculosis  without  medi- 
cines. He  often  does  treat  it  without  rest,  with- 
out fresh  air  and  without  proper  diet ;  the  three 
things  which  will  arrest  a  large  number  of  cases 
of  pulmonary  tuberculosis  if,  and  the  if  is  with 
you  gentlemen,  the  diagnosis  is  made  early. 


REPORT  OF  A  CASE  OF  ACUTE  SEPTIC  INFLAM- 
MATION OF  THE  THROAT  AND  NECK,  IN  WHICH 
THE  (EDEMATOUS    SWELLINGS  WERE 
DISPERSED  BY  THE  USE  OF 
ADRENALIN  CHLORIDE. 


BY  THOMAS  R.  FRENCH,  M.D. 

A  somewhat  interesting  case  came  under  my 
observation  in  the  Immigrant  Ward  of  the  Long 
Island  College  Hospital  last  October,  and  as  its 
character  was  the  same  as  that  which  formed  the 
subject  of  Sir  Felix  Semon's  brilliant  lecture  at 
the  Polhemus  Clinic  last  November,  the  editor 
of  this  journal  has  asked  me  to  report  it  for  pub- 
lication in  the  issue  of  the  journal  following  that 
in  which  the  lecture  appeared.  It  is  quite  certain, 
however,  that  neither  the  editor  nor  the  writer 
would  feel  that  the  case  warranted  a  report  were 
it  not  that  the  method  of  treatment  which  was 
successfully  employed  to  combat  one  of  the  seri- 
ous accompaniments  of  the  affection,  seems,  as 
yet,  to  be  but  little  known  to  the  medical  profes- 
sion. As,  therefore,  the  purpose  of  this  writing 
is  to  call  especial  attention  to  the  remarkable  ac- 
tion of  adrenalin  chloride  on  cedematous  swell- 
ings in  the  upper  air  passages,  the  report  has  been 
prepared  with  that  feature  prominently  in  mind 
and  consequently  omits  many  of  the  details  of  the 
case  which  might  otherwise  be  of  interest. 

The  patient  was  a  Greek  laborer  who  was  un- 
able to  speak  a  word  of  any  other  language  than 
that  of  his  native  land,  and  as  during  the  first 
few  days  we  were  unable  to  find  an  interpreter 
of  modern  Greek,  we  were,  in  a  measure,  embar- 
rassed because  of  our  inability  to  acquire  any 
information  from  the  patient  except  through  ges- 
tures and  facial  expressions. 
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Late  in  the  afternoon  of  October  14th,  Dr.  H. 
Michaelis.  Medical  Interne  in  charge  of  the  Im- 
migrant AYard  under  the  direction  of  the  immi- 
gration authorities,  called  me  by  telephone  to  ask 
my  advice  in  regard  to  a  case  of  oedema  of  the 
uvula  which  had  begun  to  appear  three  days  be- 
fore. The  doctor  said  that  he  had  already  scari- 
fied the  parts,  with  the  result  of  affording  the 
patient  considerable  relief.  Having  previously 
had  surprisingly  satisfactory  results  from  the  ap- 
plication of  adrenalin  chloride  in  a  number  of 
such  cases,  I  advised  the  use  of  a  1-5000  solution 
in  this  case  until  I  could  see  the  patient  with  the 
doctor.  The  applications  were  made  with  a  cot- 
ton wound  applicator  every  two  hours  during  the 
night,  and  on  the  following  day,  when  I  saw  the 
patient  with  Dr.  Michaelis,  the  act  of  swallow- 
ing which  had  evidently  been  extremely  painful 
the  day  before,  appeared  to  be  occasioning  much 
less  discomfort.  An  examination  of  the  fauces 
revealed  the  presence  of  a  high  grade  of  inflam- 
matory activity.  The  uvula  was  much  enlarged, 
but  there  was  no  oedema.  The  temperature  which 
the  day  before  had  been  101.40  was  now  exactly 
the  same.  No  further  applications  of  adrenalin 
chloride  were  made  that  day  as  the  oedema  did 
not  recur  in  the  uvula. 

On  the  following  day  the  act  of  swallowing  had, 
judging  from  the  facial  grimaces,  again  become 
excessively  painful,  and  a  rather  loud  and  in- 
creasing laryngeal  stridor  had  appeared,  accom- 
panied by  somewhat  labored  respirations.  The 
left  side  of  the  neck  was  seen  to  be  considerably 
swollen,  and  on  palpation  was  found  to  be  ex- 
quisitely tender.  It  was  quite  evident  that  a  sep- 
tic inflammation  had  begun  to  develop  in  the  deep 
tissues  of  the  neck.  On  laryngoscopic  examina- 
tion the  epiglottis,  arytenoid  cartilages  and  ary- 
epiglottic  folds  were  seen  to  be  the  seats  of  large 
oedematous  swellings  which  were  rapidly  en- 
croaching upon  the  lumen  of  the  larynx.  The 
temperature  on  this,  the  sixth,  day  of  the  attack- 
was  102°,  the  respirations  27,  and  somewhat 
stridulous  and  labored  as  I  have  already  said. 
An  analysis  of  the  urine  had  revealed  nothing 
abnormal  except  a  rather  high  specific  gravity. 

Heretofore  the  indication  for  the  relief  of  a 
condition  similar  to  that  existing  in  this  patient's 
larynx  has  been  either  to  scarify  the  oedematous 
swellings  with  a  laryngeal  lancet,  or  to  introduce 
an  intubation  tube,  or  to  perform  the  operation 
of  tracheotomy.  The  treatment  decided  upon  ;n 
this  case  was,  however,  the  free  application  every 
hour  of  a  1-5000  solution  of  adrenalin  chloride,  by 


means  of  a  tuft  of  cotton  wound  upon  a  curved 
applicator. 

After  the  first  application  had  been  made  the 
respiratory  movements  became  less  labored,  and 
by  the  time  the  fifth  application  was  made  the 
laryngeal  stridor  had  quite  disappeared ;  the 
sound  produced  by  the  breathing  becoming  near- 
ly normal.  Dr.  Michaelis  sat  at  the  bedside  dur- 
ing the  night  in  order  to  make  the  hourly  appli- 
cations, watch  the  patient's  condition  and  be  on 
guard  for  a  possible  recurrence  of  the  oedema. 
There  was  no  recurrence  in  this  case,  but  in  two 
other  cases  under  my  care  the  oedema  returned 
because  the  applications  were  stopped  too  soon. 

On  the  next,  or  seventh,  day  of  the  attack,  a 
laryngoscopic  examination  showed  that  the 
oedema  had  nearly  disappeared  from  the  cavity 
of  the  larynx,  and  although  there  was  considera- 
ble congestion  and  infiltration  of  the  tissues  the 
lumen  of  the  larynx  was  practically  normal.  The 
swelling  of  the  neck  and  tenderness  to  the  touch 
were,  however,  apparently  as  great  as  the  day 
before.  The  temperature  was  then  98.40.  Dr. 
Gordon  R.  Hall  made  a  painstaking  examination 
of  the  thoracic  and  abdominal  viscera  with  nega- 
tive results.  An  interpreter  was  now  secured, 
and  from  him  the  first  information  was  obtained 
regarding  the  patient's  history.  The  man  was 
sent  to  the  hospital  by  the  immigration  officials 
straight  from  the  ship.  The  diagnosis  of  the 
illness  for  which  he  was  referred  for  treatment 
was  given  bythe  ship's  surgeon  as  "gastric  fever." 
I  thought  it  quite  possible  that  a  foreign  body 
had  caught  in  the  larynx  or  laryngopharynx,  but 
no  such  history  was  elicited,  and  it  was  learned 
that  the  patient  had  no  consciousness  of  trouble 
in  his  throat  when  he  was  admitted  to  the  hospi- 
tal, the  first  symptoms  appearing  on  the  fourth 
day  after  admission  in  the  form  of  a  feeling  of 
fullness  and  pain  in  the  throat. 

On  the  following,  or  eighth,  day  of  the  attack, 
though  there  had  been  no  evidence  of  the  escape 
of  pus  into  the  throat,  the  swelling  of  the  neck 
began  to  subside,  the  tenderness  to  disappear, 
and  from  that  time  on  he  made  an  uninterrupted 
and  speedy  recover)',  so  far  as  his  throat  was 
concerned. 

This  must  be  regarded  as  a  comparatively  mild 
case  of  septic  inflammation,  for  the  inflammatory 
process  did -not  extend  beyond  the  neck  or  the 
oedema  below  the  larynx,  and  while  it  was  cer- 
tainly not  as  severe  as  some  of  the  fatal  cases 
so  graphically  described  by  Sir  Felix  Semon,  it 
is  our  belief  that  if  relief  had  not  been  given,  the 
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patient  would  have  been  suffocated  by  the  cede- 
matous  swellings  in  his  larynx. 

The  most  instructive  feature  in  this  case — to 
call  attention  to  which  is  the  especial  reason  for 
presenting  this  report — was  the  magical  disper- 
sion of  the  cedema  of  the  fauces  and  larynx  by 
the  application  of  a  solution  of  adrenalin  chloride. 
This  was  not  an  exceptional  case  illustrative  off 
the  swift  and  effective  control  of  acute  cedema 
of  the  upper  air  passages  by  adrenalin  chloride, 
for  in  at  least  a  half  dozen  cases  of  cedema  in 
which  I  have  applied  this  organic  remedy  it  has 
effected  a  similarly  happy  issue. 

There  seems  to  be  almost  no  literature  on  the 
effect  of  suprarenal  capsule,  or  its  derivatives, 
upon  cedematous  swellings.  Indeed,  with  the 
exception  of  Grayson,  who  in  his  text-book 
calls  attention  to  its  contractile  action  on 
cedema,  I  am  not  aware  that  any  writer 
has  mentioned  it.  I  do  not,  therefore,  know 
of  another  case  in  which  this  remedy  has  been 
the  sole  dependence  when  the  watery  swellings 
had  reached  an  obstructive  degree.  This  experi- 
ence would  seem  to  prove  that  adrenalin  chloride 
has  the  power  of  controlling  extensive  cedemas 
quite  as  readily  as  those  of  limited  areas. 

While  the  vaso-constricting  action  of  the  drug 
upon  serous  infiltration  of  the  sub-mucous  cel- 
lular tissues  is  very  remarkable,  it  would,  in  view 
of  our  limited  experience  with  it,  be  extremely 
unwise  to  go  armed  alone  with  a  cotton  carrier  to 
combat  an  cedematous  laryngitis.  Not  until  we 
have  had  a  more  extended  trial  of  adrenalin 
chloride  in  these  cases  will  it  be  possible  to  de- 
termine its  reliability  in  all  degrees  and  forms  of 
cedema  of  the  larynx.  Judging,  however,  from 
the  experience  I  have  already  had  with  it,  I  am 
strongly  inclined  to  the  belief  that  it  is  capable  of 
controlling  cedema  of  any  mucous  surface  which 
can  be  readily  reached  with  a  cotton  applicator, 
or  spray  from  an  atomizer.  In  those  rare  cases 
in  which  the  swelling  extends  below  the  glottis  it 
is  doubtful  if  the  solution  could  be  applied  suc- 
cessfully, except  by  intratracheal  injection,  and 
for  the  relief  of  which  a  low  tracheotomy  would, 
probably,  have  to  be  performed. 

As  no  technical  skill  is  needed  to  make  the 
necessary  applications,  it  seems  to  the  writer  to 
be  at  least  probable  that  the  treatment  of  these 
cases  will,  to  a  large  extent,  be  transferred  from 
the  hands  of  the  surgeon  to  those  of  the  phy- 
sician, for  the  results  obtained  thus  far  clearly 
show  that  adrenalin  chloride  may  be  used  with 
a  high  degree  of  confidence  in  its  controlling 
power  upon  all  degrees  of  cedema  of  the  upper 
air  passages. 


THE  CLINICAL  SIGNIFICANCE  OF  THE  TUBE  CASTS 
IN  THE  URINE. 


BY  THOMAS  C.  CRAIG,  M.D., 
(Continued  from  January  issue.) 

As  we  have  before  intimated,  renal  troubles 
are  the  result  of  congestion  or  of  inflammation, 
either  acute  or  chronic,  and  it  is  to  these  latter 
conditions  that  the  term  nephritis  is  applied.  In 
this  term  nephritis  is  implied,  a  loss  of  balance 
between  the  stroma  and  the  cells.  In  the  slowly 
developing  cases  we  have  the  stroma  in  excess, 
while  in  the  acute  cases  the  reverse  is  true. 

In  trying  to  arrive  at  a  correct  conclusion  we 
must  take  into  consideration  other  factors,  such 
as  the  habits  of  the  individual,  the  onset  and 
course  of  the  disease  which  preceded  the  renal 
manifestation,  the  remedies  which  have  been  em- 
ployed, for  it  is  a  well-known  fact  that  remedies 
sometimes  cause  renal  disorder  or  give  rise  to 
accompanying  symptoms  such  as  albuminuria, 
and  thus  confuse  a  correct  deduction.  Then, 
again,  the  condition  of  the  heart,  whether  hyper- 
trophied  or  not,  whether  valvular  disease  exists 
or  not,  whether  valvular  sounds  are  exaggerated 
or  not,  and  whether  the  arterial  tension  is  in- 
creased or  not,  will  all  have  an  influence  to  aid 
us  in  arriving  at  a  correct  conclusion. 

Further,  we  must  bear  in  mind  that  a  previ- 
ously chronic  renal  trouble  may  have  engrafted 
on  it  an  acute  exacerbation,  as  for  example 
where  an  acute  parenchymatous  nephritis  com- 
plicates an  old  chronic  interstitial  nephritis.  This 
may  seem  paradoxical,  but  is  very  possible  when 
we  call  to  mind  the  fact  that  in  some  cases  only 
one  kidney  is  diseased,  and  then  only  in  limited 
areas,  leaving  other  areas  of  apparently  normal 
tissue,  and  it  is  these  areas  that  are  then  attacked. 
Again,  the  urine  at  different  times  of  the  day 
may  show  widely  different  results,  and  for  this 
reason  a  mixed  24  hour  sample  is  always  the 
best  for  examination.  It  has  been  claimed  by 
some  observers  that  it  is  always  necessary  for 
albumin  to  be  present  in  the  urine  in  order  to 
render  the  presence  of  casts  of  serious  import. 
Albumin  is  present  in  the  acute  and  more  marked 
renal  troubles,  but  in  some  of  the  chronic  dis- 
orders it  is  sometimes  intermittently  absent,  or  is 
only  found  in  the  sample  secreted  after  the  wear 
and  tear  of  a  day's  toil. 

While  it  is  true  that  some  writers  have  re- 
corded cases  of  both  acute  and  chronic  renal  dis- 
order, in  which  albumin  was  absent  from  start  to 
finish,  yet  these  cases  are  exceedingly  rare,  and 
the  true  renal  lesion  can  then  only  be  decided  by 
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other  confirmatory  symptoms.  One  author,  who 
has  a  national  reputation  as  a  writer  and  teacher 
on  renal  troubles,  makes  the  following  statement 
in  the  last  edition  of  his  work:  "While  large  al- 
buminurias of  renal  origin  can  scarcely  be  due 
to  anything  else  but  renal  disease  and  the  degree 
of  albuminuria  is  within  limits  a  measure  of  the 
extent  of  the  disease,  yet  the  important  fact  re- 
mains that  there  may  be  true  albuminuria,  usually 
moderate,  in  which  there  is  no  disease  of  the  kid- 
neys whatever ;  there  may  also  rarely  be  Bright's 
disease,  in  which  there  is  no  albuminuria  what- 
ever. The  significance  of  albuminuria  is  always 
increased  by  its  association  with  tube  casts,  yet 
there  may  be  both  albumin  and  casts  in  urine 
where  there  is  no  Bright's  disease,  while  on  the 
other  hand  there  may  be  Bright's  disease  without 
albumin  or  casts.  I  incline  myself  to  the  belief 
that  such  cases  are  infrequent,  and  yet  this  pos- 
sibility must  be  acknowledged"  (Tysons's  Prac- 
tice, p.  671,  Ed.  1900). 

Strumpel  says,  in  his  latest  edition :  "It  is  not 
very  exceptional  for  sore  throat,  particularly  fol- 
licular tonsillitis,  to  occasion  acute  nephritis,  and 
the  same  is  true  of  acute  intestinal  disease." 

Another  writer  has  said  that  "albumin  and 
casts  are  not  infrequently  due  to  torsion  of  the 
vessels  at  the  renal  hilum  by  mobility." — Medical 
Annual,  1902,  p.  377. 

I  am  conversant  with  a  case  in  which  a  uterine 
tumor,  by  pressure  on  the  ureter,  gave  rise  *o 
renal  congestion,  with  the  result  of  albunrn  and 
hyaline  casts  in  the  urine.  After  the  tumor  was 
removed  the  albumin  and  casts  disappeared. 

So  we  can  readily  see  that,  as  was  previously 
stated,  other  facts  must  be  taken  into  considera- 
tion in  the  interpretation  of  the  significance  of 
casts  in  the  urine,  even  though  albumin  may  or 
may  not  accompany  them.  In  trying  to  decide  if 
one  or  both  kidneys  are  involved  in  disease,  some 
practitioners  carry  their  investigations  to  the  ex- 
tent of  securing  the  urine  from  each  kidney  sepa- 
rately by  means  of  catheterizing  the  ureters  and 
thus  eliminate  from  consideration  the  kidney  that 
is  not  diseased.  Sometimes  the  presence  of  casts 
is  overlooked  in  our  examinations,  though  not 
intentionally,  but  from  the  fact  that  they  are 
sparsely  present,  and  we  happen  to  get  hold  of 
and  examine  a  portion  of  a  specimen  which  does 
not  contain  any  of  them.  For  this  reason  it  has 
been  my  practice  to  concentrate  the  sediment  in 
all  specimens  in  which  it  is  small  in  amount. 

This  is  readily  done  by  filtering  a  certain  quan- 
tity and  then  puncturing  the  apex  of  the  filter 
and  washing  the  residue  into  the  centrifugating 


tube.  In  this  way  casts  are  frequently  found  that 
would  otherwise  be  overlooked. 

We  occasionally  meet  with  cases  that  are  diffi- 
cult to  reconcile  with  the  facts  shown  by  a  urin- 
ary examination. 

I  have  under  observation  at  present  a  gentle- 
man of  healthy  appearance  who  leads  a  very  act- 
ive and  strenuous  life  as  president  of  a  large 
company.  He  consulted  me  nearly  three  years 
ago  on  account  of  a  constantly  recurring  sub- 
occipital headache.  No  cause  for  the  headache 
has  yet  been  found,  eye  strain  even  being  elimi- 
nated, although  they  very  seldom  recur  now.  He 
had  a  highly  acid  urine,  which  contained  and 
does  yet  contain  an  abundance  of  cylindroids, 
small  and  medium-sized  clear  hyaline  casts.  Re- 
peated examinations,  extending  over  nearly  three 
years,  has  never  shown  any  trace  of  albumin 
present.  His  habits  are  exemplary  and  always 
have  been  so,  there  is  no  hypertrophy  of  the 
heart,  nor  any  increase  of  the  arterial  tension. 
For  a  long  while  I  have  had  him  on  a  diet  sparse 
in  nitrogen,  so  as  to  reduce  the  amount  of  uric 
acid  as  low  as  possible,  with  the  idea  that  a  uric- 
acidaemia  was  the  cause  of  the  headaches.  He 
appears  to  be  in  the  very  best  of  health,  save  for 
the  occasional  headache,  but  yet  there  are  plenty 
of  hyaline  casts  in  his  urine. 

About  a  year  ago  I  examined  the  urine  of  a 
person  aged  about  40  years,  which  contained 
quite  a  number  of  small  hyaline  casts,  many  of 
them  being  quite  granular.  Another  examination 
of  this  same  person's  urine,  made  ten  days  later, 
showed  it  to  be  perfectly  free  from  any  kind  of 
casts.  I  then  learned  that  this  person  had  been 
suffering  from  a  sharp  tonsillitis  at  the  time  of 
the  first  examination,  and  that  this  condition  had 
subsided  some  days  prior  to  the  last  urinary  ex- 
amination. At  no  time  was  there  any  albumin 
present.  A  medical  gentleman  of  this  city,  and  a 
former  member  of  this  society,  had  been  the  sub- 
ject of  a  chronic  interstitial  nephritis  for  some 
years.  He  suddenly  became  incapacitated  for 
work.  The  urine  showed  blood,  albumin,  small 
and  large  hyaline  and  granular  casts,  and  in  ad- 
dition epithelial  casts.  This  was  a  case  of  an 
acute  parenchymatous  nephritis  setting  in  as  a 
complication  to  a  chronic  interstitial  nephritis. 
What  had  been  the  remaining  healthy  tissue  m 
the  kidney  was  suddenly  attacked  by  an  acute 
process,  and  the  disease  ended  fatally. 

A  gentleman  about  sixty  years  of  age,  one  of 
the  proprietors  of  a  large  store  in  this  city,  ap- 
plied for  life  insurance  but  was  declined  on  ac- 
count of  the  presence  of  a  few  medium  sized  clear 
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hyaline  casts  in  his  urine.  There  was  no  albumin 
present.  He  is  hale  and  hearty  to-day,  without 
any  sign  of  disease,  and  has, not  missed  a  day's 
work  in  years.  This  is  a  case  of  senile  degenera- 
tion of  the  kidney  structures,  due  to  advancing 
years.  Quite  recently  I  examined  a  person  of 
about  fifty-two  years  of  age  for  life  insurance; 
his  urine  showed  the  most  minute  trace  of  albu- 
min, by  one  of  the  more  delicate  tests,  but  no 
casts  or  renal  epithelium  were  found.  I  kept  him 
under  observation,  and  the  following  week  found 
a  like  trace  of  albumin  and  one  medium  sized 
hyaline  cast ;  a  few  days  afterward  another  urine 
examination  showed  quite  a  trace  of  albumin. 
His  complexion  was  not  healthy,  being  a  pale 
waxy  white.  There  was  no  cardiac  hypertrophy 
or  increase  in  the  arterial  tension  present,  yet  1 
am  certain  that  this  was  a  case  of  commencing 
interstital  nephritis.  I  might  add  that  this  gen- 
tleman's father  died  of  Bright's  disease,  and  that 
his  mother  died  of  apoplexy — probably  of  ne- 
phritic origin. 

These  cases  are  what  we  call  "border  land 
cases,"  and  it  is  on  their  early  diagnosis  and 
subsequent  treatment  that  their  longevity  de- 
pends. In  marked  contrast  with  these  cases  is 
one  which  I  examined  recently.  A  man  about 
thirty-eight  years  old,  amount  of  urine  in  24 
hours  40  ounces,  containing  468^2  grains  of  urea, 
a  large  per  centum  of  albumin.  The  microscope 
showed  quite  a  large  number  of  small,  medium- 
sized  and  large  hyaline  casts,  quite  a  number  of 
small  round  epithelial  cells  from  the  renal  tubules, 
a  few  waxy  and  oily  casts,  quite  a  number  of 
darkly  granular  casts  and  an  occasional  epithelial 
cast.  I  learned  that  this  gentleman  had  been  suf- 
fering from  renal  trouble  for  some  time,  but  had 
lately  been  indulging  rather  freely  in  the  wine 
cup,  and  as  a  consequence  was  laid  up  for  re- 
pairs. This  case,  to  my  mind,  was  an  old  inter- 
stitial nephritis  which  had  lately  had  engrafted 
on  it,  as  a  complicating  factor,  an  acute  paren- 
chymatous nephritis — probably  as  a  result  of  his 
own  over-indulgence  in  alcohol. 

This  case  ended  fatally  in  about  three  months 
afterwards.  The  significance  of  the  tube  casts  in 
this  urine  was  quite  apparent. 

The  question  of  the  hereditary  tendency  of 
nephritis  is  one  which  clinical  writers  are  pay- 
ing more  attention  to  now  than  formerly.  In  the 
latest  edition  of  Tyron's  Practice  he  says : 
"Hereditary  influence  is  occasionally  a  cause  of 
contracted  kidney.  A  remarkable  instance  of  this 
has  occurred  in  my  own  practice.  I  was  con- 
sulted by  a  man,  aged  thirty,  who  had  granular 


kidneys.  His  father  and  mother  both  died  of 
Bright's  disease,  aged  fifty-six  and  sixty-three 
years  respectively.  The  mother  had  convulsions, 
A  brother  died  of  Bright's  disease  without  con- 
vulsions, at  the  age  of  thirty-seven.  Two  chil- 
dren of  this  brother  had  Bright's  disease  when 
four  and  seven  years  of  age  respectively.  A  sec- 
ond brother  died  at  the  age  of  twenty-nine  with 
convulsions.  A  third  and  fourth  brother,  aged 
twenty-three  and  thirty-two  years  respectively, 
have  had  Bright's  disease  for  six  years. 

A  sister,  aged  thirty-six,  has  had  Bright's  dis- 
ease for  five  years.  A  brother  aged  twenty-six, 
and  a  sister  aged  thirty-four  have  as  yet  exhibited 
no  signs  of  Bright's  disease.  A  maternal  cousin 
died  of  undoubted  Bright's  disease,  and  other 
members  of  the  family  belonging  to  previous 
generations  died  with  symptoms  which  suggest 
Bright's  disease.  The  patient  himself  has  un- 
doubted granular  kidney,  discovered  in  1880.  An 
examination  of  his  urine  in  1876  revealed  no  evi- 
dence of  the  disease.  There  is  no  gout  in  the 
family.  Dr.  Dickinson  also  relates  the  history 
of  a  family  in  which  a  hereditary  albuminuria  ex- 
isted independent  of  gout." 

I  am  personally  acquainted  with  a  young  man 
of  thirty-two  years  of  age  whose  father  and  pa- 
ternal grandfather  died  of  Bright's  disease,  and 
who  now  has  albumin  and  hyaline  casts  in  his 
own  urine,  thus  possibly  showing  an  hereditary 
tendency  to  renal  trouble. 

Quite  recently  I  examined  the  urine  of  a  young 
man  about  thirty-two  years  old.  The  day  before 
he  had  taken  a  very  rough  horse-back  ride.  His 
urine  was  reddish  brown  in  color,  of  high  specific 
gravity,  heavily  loaded  with  urates.  Chemically 
it  contained  three-quarters  of  one  per  centum  of 
albumin,  and  the  microscope  showed  quite  a  num- 
ber of  small  and  medium-sized  hyaline  casts, 
some  of  them  darkly  granular.  Another  exami- 
nation of  this  person's  urine  three  days  subse- 
quently showed  the  complete  disappearance  of 
albumin  and  casts,  and  a  third  examination,  a  few 
days  afterwards,  was  negative  so  far  as  the  pres- 
ence of  albumin  and  casts  were  concerned.  I 
merely  quote  this  to  show  how  rapidly  and  how 
completely  these  abnormal  bodies  may  disappear 
from  the  urine.  I  always  regard  with  suspicion 
the  case  of  a  young  person  with  tube  casts  in  his 
urine,  even  when  albumin  is  absent  and  there  is 
no  disease  present  to  account  for  the  casts ;  and 
an  old  person  with  albumin  in  his  urine,  even 
when  casts  are  absent  and  there  is  no  disease 
present  to  account  for  the  albumin. 

"Casts  are  rarely  found  in  alkaline  urine,  no 


66 


BROOKLYN  MEDICAL  JOURNAL. 


February.  1905 


matter  what  renal  lesion  exists.  In  surgical  kid- 
ney, so  called  pyo-nephrosis,  for  instance,  the 
urine  rapidly  undergoes  ammoniacal  decomposi- 
tion, rendering  it  alkaline,  and  casts  are  seldom 
found  therein,  although  the  renal  changes  are 
very  grave." — Purdy's  Bright's  Disease. 

The  albuminous-like  material  which  forms  the 
basis  of  nearly  all  urinary  casts  seems  to  be  dis- 
solved by  some  inherent  solvent  in  an  alkaline 
urine,  hence  it  is  that  in  suspected  cases,  where 
the  urine  is  persistently  alkaline,  we  must  adopt 
a  line  of  medication  which  will  render  the  urin- 
ary secretion  acid,  and  we  will  then  be  able  to 
secure  a  specimen  with  the  casts  intact.  As  was 
previously  mentioned,  I  cannot  too  strongly  urge 
on  my  hearers  the  necessity  of  concentrating  the 
sediments  in  all  specimens  by  means  of  filtration, 
thus  striving  to  obtain  all  the  elements  it  con- 
tains and  of  examining  slide  after  slide  until  we 
are  confident  of  having  observed  all  of  the  physi- 
ological and  pathological  elements  contained  in 
it,  and  then  by  a  close  study  of  these,  and  by  a 
proper  classification  of  them,  I  am  positive  that 
a  much  clearer  understanding  can  be  reached. 
In  this  connection  I  would  like  to  call  attention 
to  the  very  common,  but  erroneous,  practice  of 
many  medical  examiners  using  high  powered  ob- 
jectives in  urinary  microscopy.  A  two-third  inch 
objective  will  find  all  the  casts  in  any  specimen, 
a  one-fifth  or  one-sixth  inch  only  being  used  to 
differentiate  and  study  the  finer  structures  in 
detail. 

Another  point  is  to  use  a  mechanical  stage  so 
as  to  be  able  to  search  every  part  of  the  field  sys- 
tematically. In  obtaining  the  sediment  for  ex- 
amination centrifugating  is  the  only  true,  safe 
and  accurate  method  to  depend  on  for  reliable 
results. 

When  an  albuminuria  accompanies  casts,  the 
significance  of  the  latter  is  always  of  much  more 
serious  import.  Indeed,  I  might  say  that  albu- 
min will  always  be  found  in  company  with  casts, 
sooner  or  later,  in  all  cases  where  there  is  serious 
organic  renal  change  going  on. 

I  think  that  albumin  is  often  overlooked  in 
urinary  examinations,  because  it  is  not  carefully 
sought  for,  or  is  not  sought  for  with  enough  per- 
sistence or  under  favorable  circumstances.  Ex- 
aminations for  albumin  should  always  be  made 
in  clear  daylight,  and  never  by  artificial  light. 
Of  course,  in  all  cases  it  will  be  necessary  to  de- 
termine whether  there  is  present  a  true  renal  al- 
buminuria or  false  albuminuria,  and  this  can  only 
be  done  by  excluding  all  those  causes  which  give 
rise  to  false  or  extra  renal  albuminuria. 


How  are  we  to  decide,  then,  in  those  cases 
where  we  find  tube  casts  present  in  the  urine, 
whether  accompanied  by  an  albuminuria  or  not. 
As  I  have  already  intimated,  we  must  examine 
carefully  the  character  of  the  cast  as  to  the  size 
and  kind,  we  must  look  at  it  with  both  low  and 
high  power  and  search  it  for  granularity,  for  ad- 
hering blood  or  pus  corpuscles  or  bacteria.  We 
must  decide  whether  it  is  hyaline,  waxy,  oily  or 
fatty.  We  must  also  study  the  character  of  the 
epithelial  cells  present  and  decide  whether  or  not 
they  are  from  the  renal  tubules ;  we  must  also 
examine  them  minutely  to  see  whether  they  are 
clear  or  granular  or  fatty. 

We  must  also  look  for  the  presence  of  free  pus 
corpuscles  and  free  red  blood  discs  and  bacteria, 
for  it  is  a  well  known  fact  that  bacteria  will 
soon  disintegrate  and  destroy  some  of  the  more 
delicate  hyaline  casts  in  quite  a  short  time — hence 
it  is  always  important  to  examine  freshly  voided 
urine  for  diagnostic  purposes. 

A  urine  voided  late  in  the  afternoon  always 
gives  better  results  than  that  passed  on  rising 
in  the  morning.  To  obtain  the  most  satisfactory 
results  it  is  best  to  examine  a  mixed  sample  of 
the  24  hours'  urine ;  then  we  are  able  to  obtain  a 
better  index  of  the  working  power  of  the  kidneys 
and  any  abnormal  products  that  may  be  present 
during  that  time  is  more  certain  of  detection. 
With  the  24  hours'  sample  we  are  also  able  to 
calculate  the  amount  of  urea,  uric  acid,  chlorides, 
phosphates  and  sulphates  voided,  and  also  to  ex- 
amine for  indican  and  acetone.  Repeated  exami- 
nations will  also  tell  us  whether  these  things  are 
constantly  present,  and  in  varying  numbers  and 
amounts.  In  addition  to  this  should  be  a  critical 
search  for  the  presence  of  albumin  and  casts. 
With  these  facts  before  us,  and  knowing  the 
habits  of  the  individual,  his  age,  the  condition 
of  his  heart,  arteries  and  abdominal  organs,  we 
ought  to  be  able  to  arrive  at  a  reasonably  ac- 
curate conclusion  in  regard  to  the  significance  of 
the  tube  casts  in  the  urine. 

187  Cumberland  St.,  Brooklyn,  N.  Y. 


STERILE    WATER  ANESTHESIA  IN   THE  TREAT- 
MENT OF  HEMORRHOIDS.* 

BY  MARTIN  L.  BODKIN,  M.D., 
Rectal  Surgeon,  Bush  wick  Hospital,  Brooklyn. 

In  introducing  the  use  of  sterile  water  anes- 
thesia it  is  with  the  single  purpose  of  describing 
briefly  the  method  and  results  as  obtained  by  me 

*  Read  before  Brooklyn  Medical  Society,  September  16,  1904. 
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in  the  treatment  of  hemorrhoids  only,  disregard- 
ing its  application  to  a  broad  field  of  minor 
surgical  operations. 

Local  anesthesia  by  the  subcutaneous  injection 
of  water  has  been  used  for  the  relief  of  non- 
operative  pain  since  1868;  later  cocaine,  mor- 
phine and  other  drugs  were  introduced  into  the 
nerve  trunk  or  subcutaneously  with  varying  re- 
sults for  the  relief  of  neuralgia. 

Lofton,  of  Virginia,  describes  in  the  Medical 
Record  of  March  14,  1903,  the  use  of  hot  deci- 
normal  salt  solution  injections  into  the  hemor- 
rhoid with  the  purpose  of  anesthesia  and  subse- 
quent sloughing  of  the  hemorrhoidal  mass. 
Later,  Gant  of  New  York,  in  his  paper  read  be- 
fore the  Medical  Association  of  Greater  New 
York,  described  the  method  of  water  anesthesia 
which  I  have  followed.  He  claims  in  his  private 
and  clinical  work  this  method  has  been  most  grat- 
ifying, devoid  of  danger  and  has  almost  com- 
pletely supplanted  the  use  of  a  general  anesthetic. 
Sufferers  from  hemorrhoids  are  not  willing  to 
permit  the  removal  of  so  apparently  insignificant 
a  trouble  by  taking  an  anesthetic  which  they  con- 
sider dangerous  to  life,  or,  at  any  event,  cause 
them  a  loss  of  time  from  business  or  other  duties. 
Therefore,  a  conservative  painless  method  with- 
out a  general  anesthetic  for  the  removal  of  hem- 
orrhoids is  a  necessity.  My  clinical  experience 
and  operations  upon  twenty  cases  have  demon- 
strated all  of  these  good  features  in  the  sterile 
water  method.  One  can  operate  in  his  office  with 
the  assurance  to  his  patient  that  he  will  not  cause 
great  suffering  and  subsequent  discomfort. 

With  a  hypodermic  syringe  the  sterilized  water 
is  injected  into  the  hemorrhoid  after  the  patient 
has  pushed  the  tumor  into  view,  which  may  be 
facilitated  by  the  previous  injection  of  a  glycerine 
and  water  solution.  The  injection  into  the  hem- 
orrhoid is  made  slowly,  steadily  and  to  such  a  de- 
gree as  to  turn  the  tissue  white.  This  whitened 
area  represents  the  field  of  complete  anesthesia. 
The  whitened  tumor  or  tissue  is  seized  with  a  for- 
ceps and  held  by  an  assistant.  The  base  is 
snipped  around  with  a  scissors  to  hold  the  liga- 
ture, which  should  be  small,  strong  and  tightly 
tied  when  the  portion  of  hemorrhoid  external 
to  it  is  cut  off.  Up  to  this  time  the  patient  suf- 
fers from  a  feeling  of  fullness  or  when  the  in- 
jection has  been  rapidly  made  from  a  distention 
pain.  Its  removal  relieves  existing  discomfort 
and  there  is  little,  if  any  post-operative  pain.  A 
suppository  of  morphine  sulphate  or  B  eucaine 
may  be  inserted  if  necessary.  On  the  fourth  or 
fifth  day  the  ligature  cuts  through,  and  there  is 


a  clean  open  wound  at  the  former  base  of  the 
hemorrhoid,  which  should  be  dressed  with  a  20 
per  cent,  ichthyol  in  glycerine  solution  every  sec- 
ond day. 

Gant  believes  the  anesthetization  of  the  part 
injected  to  be  due  to  the  pressure  upon  the  nerve- 
ends  or  blood  vessels. 

The  irritability  of  the  nerves  caused  by  cocaine, 
eucaine  and  similar  drugs  which  increase  after- 
pain  and  danger  of  hemorrhage  or  drug  poison- 
ing are  features  to  be  considered  and  make  such 
agents  secondary  to  the  apparently  simple  and 
effective  water  anesthesia  which  has  not  been  fol- 
lowed by  dangerous  or  unpleasant  effects,  nor 
has  there  been  undue  pain  or  tendency  to  bleed- 
ing. 

The  failures  in  this  method  to  procure  com- 
plete anesthesia  are  due  to  the  escape  of  the  water 
through  a  former  puncture  with  the  needle  or 
that  the  hemorrhoids  might  be  deeply  ulcerated 
and  the  injection  too  superficial. 

If  the  ligature  method  be  not  selected  one 
can  substitute  the  clamp  and  cautery  or  dissec- 
tion. 

The  advantages  are : 

1.  Sufficient  anesthesia  to  operate  upon  one, 
two  or  three  hemorrhoids  at  one  time  with  a 
slight  degree  of  pain. 

2.  The  hemorrhoid  is  rolled  out  in  a  tumor-like 
mass,  which  is  quickly  handled. 

3.  One  needs  only  a  hypodermic  needle  and 
water,  preferably  warm. 

4.  The  anesthesia  instantaneously  follows  the 
injection. 

3.  No  dangerous  complications  have  followed 
the  employment  of  simple  sterile  water. 

6.  That  it  is  apparent  from  results  that  injec- 
tions of  carbolic  acid  are  completely  superseded 
by  this  safe  and  simple  procedure,  which  can  be 
carried  out  in  the  office,  and  in  a  shorter  time, 
and  cause  much  less  suffering  to  the  patient. 


THE  DIAGNOSIS  OF  EMPYEMA  IN  CHILDREN. 


BY  JOHN  W.  PARRISH,  M.D., 
Visiting  Physician  to  St.  Christopher's  Hospital  for  Babies. 

My  excuse  for  bringing  this  subject  before  you 
is  the  great  importance  of  early  diagnosis  in  the 
successful  treatment  of  this  disease.    The  shorter 

•  Read  at  a  meeting  of  the  Section  on  Pediatrics,  Oct.  j6,  1904. 
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the  period  of  time  that  the  pus  remains  in  the 
chest  the  less  thickening  of  the  pleura  will  there 
be  and  the  more  readily  will  expansion  of  the 
lung  occur.  I  believe  the  commonest  cause  of 
failure  to  make  an  early  diagnosis  is  neglecting 
to  make  careful  examinations  of  the  chest  after 
pneumonia,  and  some  other  infectious  diseases. 
If  it  were  always  kept  in  mind  that  this  disease 
frequently  comes  on  insidiously  and  without 
marked  symptoms  referable  to  the  chest  this  er- 
ror would  be  avoided.  It  should  be  remembered 
that  in  children  under  5  years  of  age  purulent 
pleurisy  is  far  more  common  than  any  other  form 
and,  in  general,  the  younger  the  child  the  more 
apt  is  a  pleurisy  to  be  purulent.  Allbutt  quotes 
St.  Bartholomew's  Hospital  reports,  showing  that 
out  of  78  cases  of  pleurisy  in  children  under  5 
years  there  were  53  empyemas.  I  doubt  if  the 
cases  of  very  slight  effusion  of  serum  with  pneu- 
monia are  included.  Holt  states  that  in  children 
under  5  years,  nine-tenths  of  all  empyemas  either 
accompany  or  follow  pneumonia.  To  diagnose  a 
fairly  large  non-sacculated  effusion  in  the  chest 
of  a  child  is  generally  an  easy  matter.  There  is 
lessened  movement  of  the  affected  side  of  the 
chest,  with  perhaps  fullness  or  bulging  of  the 
intercostal  spaces.  There  may  be  oedema  of  the 
chest  wall — not  often  seen  except  in  empyema. 
Very  characteristic  if  present  is  displacement  of 
organs.  The  heart  is  displaced,  particularly  in 
left  sided  effusions,  but  also  in  large  effusions  on 
the  right  side.  The  liver  may  be  displaced  down- 
ward in  disease  of  the  right  side,  but  unless  pro- 
nounced, this  isn't  so  characteristic,  because  the 
liver  naturally  extends  below  the  free  border  in 
young  children.  Vocal  premitus  may  be  absent, 
but  on  the  other  hand  it  may  be  normal.  Voice 
and  breathing  may  be  diminished  or  lost,  but 
more  often  are  bronchial,  though  usually  seem- 
ing somewhat  faint  or  distant  instead  of  close 
under  the  ear  as  in  pneumonia.  At  the  level  of 
the  fluid  egophony  is  sometimes  heard.  Rarely 
in  children  are  friction  rales  heard  at  the  level 
of  the  fluid.  The  percussion  note  over  the  fluid 
may  be  dull,  flat  or  tympanitic.  There  is  a  dis- 
tinct sense  of  'resistance  felt  in  percussion.  In 
small  non-sacculated  effusions  the  dullness  is 
only  found  at  the  back  of  the  chest,  and  its  upper 
border  is  highest  near  the  spine  and  descends 
rapidly  to  the  posterior  axillary  line.  In  mod- 
erate effusions  the  upper  line  of  dullness  is 
curved ;  it  is  lower  near  the  spine,  rises  in  going 
toward  the  axilla  and  then  descends  again.  In 
moderate  and  large  effusions,  if  not  sacculated 


and  if  the  chest  is  not  practically  full,  the  level  of 
the  fluid  changes  with  the  position  of  the  patient, 
that  is,  it  is  higher  in  front  when  the  patient  is 
sitting  than  when  he  is  lying  down. 

Above  the  level  of  the  fluid  the  resonance  is 
more  or  less  dull  or  tympanitic.  Beneath  the 
clavicle  and  near  the  spine  at  the  upper  part  of 
the  chest,  tympanitic  resonance  may  be  obtained 
when  all  the  rest  of  the  chest  is  flat  from  a  very 
large  effusion,  the  so-called  skodaic  resonance, 
heard  over  compressel  lung.  The  breathing 
above  the  fluid  level  is  exaggerated,  broncho- 
vesicular  or  bronchial,  depending  upon  the 
amount  of  compression  of  the  lung  or  on  the 
presence  of  unresolved  pneumonia.  There  may 
or  may  not  be  bronchial  rales.  It  is  sometimes 
stated  that  rales  are  not  heard  over  the  fluid. 
This  certainly  is  not  true  in  infants,  for  loud 
rales  may  sometimes  be  heard  well  down  to  the 
base  of  the  chest.  There  are  some  other  pe- 
culiarities in  the  case  of  infants,  viz. :  displace- 
ment of  organs  is  not  common  except  in  very 
large  effusions ;  dullness  or  flatness  is  often  not 
well  marked,  being  replaced  by  tympanitic  res- 
onance ;  and  as  mentioned  before,  breathing  and 
voice  are  not  often  simply  diminished  or  lost  but 
are  generally  bronchial,  though  frequently  at  the 
same  time  diminished.  To  get  much  information 
from  the  percussion  of  an  infant's  chest  the  per- 
cussion stroke  must  be  light  and  the  sense  of  re- 
sistance must  be  noted. 

In  making  a  diagnosis  the  clinical  history  and 
the  symptoms  other  than  the  physical  signs  are 
of  course  to  be  taken  into  consideration.  In 
ideopathic  cases  the  symptoms  at  the  beginning 
may  closely  resemble  pneumonia.  A  history  of 
pneumonia,  in  which  the  symptoms  have  not 
cleared  up  as  expected  or  after  subsiding,  have  to 
some  extent  reappeared,  is  suggestive  of  empy- 
ema. So  also  is  the  development  of  decided  pallor 
and  weakness  with  loss  of  appetite,  subsequent  to 
a  pneumonia.  Marked  sweating,  with  or  without 
hectic  fever,  after  pneumonia,  naturally  suggests 
pus.  Following  scarlet  fever  an  effusion  into  the 
chest  is  usually  purulent. 

Cough,  increased  rapidity  of  pulse,  dyspnoea 
and  pain  are  often  present,  and  a  temperature 
that  is  irregularly  intermittent  or  remittent.  The 
cough  may  be  troublesome,  slight  or  absent. 
Dyspnoea  is  only  present  on  exertion  unless  the 
fluid  has  increased  rapidly.  Pain  may  be  pres- 
ent at  first  and  then  disappear  or  may  not  be 
present  at  any  time.  The  temperature  may  run 
from  99  to  103  or  higher,  or  it  may  be  prac- 
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tically  normal,  and  certainly  after  the  first  week 
it  frequently  is  normal  or  nearly  so. 

In  many  cases  a  positive  diagnosis  can  only  be 
made  by  exploratory  puncture,  and  this  should 
always  be  done  to  confirm  the  diagnosis.  A  solid 
lower  lobe,  particularly  if  there  is  a  slight  serous 
effusion,  will  very  closely  resemble  empyema. 
A  number  of  times  I  have  been  agreeably  sur- 
prised at  getting  only  a  little  clear  serum  with 
my  needle.  In  some  cases,  and  I  think  it  is  usu- 
ally where  there  is  only  a  thin  layer  of  pus  com- 
pressing the  lung,  there  are  loud  resonant  rales 
and  tubular  breathing,  not  high  pitched,  that 
make  out  a  picture  much  like  that  of  a  large  cav- 
ity at  the  base — a  thing  not  often  found  in  in- 
fants. 

A  sacculated  empyema,  if  it  occurs  at  the  base, 
where  Holt  says  it  usually  does  occur,  will  pre- 
sent no  difficulty  not  easily  removed  by  the 
needle.  If  at  some  other  part  of  the  chest  and 
the  amount  of  the  fluid  is  small,  a  diagnosis  from 
broncho-pneumonia  can  only  be  made  by  punc- 
ture, and  even  with  that  the  diagnosis  from  ab- 
scess of  the  lung  may  be  impossible.  Holt  re- 
ported last  year  two  cases  of  abscess  of  the  lung 
in  both  of  which  the  diagnosis  of  sacculated  em- 
pyema was  made.  On  operation  no  pus  was 
found  in  the  pleural  cavity,  but  the  lung  was 
firmly  adherent  to  the  chest  wall.  One  recovered 
by  aspiration,  the  other  by  drainage.  In  both 
cases  loud  pleuritic  friction  sounds  were  heard, 
ai.d  he  suggests  these  rales  as  a  means  of  differ- 
entiation between  abscess  of  the  lung  and  saccu- 
lated empyema,  since  if  the  pus  were  immediately 
under  the  chest  wall  there  would  be  no  friction. 
This  seems  to  be  a  very  good  point,  although 
friction  rales  would  not  necessarily  exclude  an 
interlobar  sacculated  empyema.  Holt  also  sug- 
gests as  a  diagnostic  point  the  difficulty  found  in 
getting  pus  when  a  second  puncture  was  made  in 
the  exact  locality  at  which  the  pus  had  originally 
been  obtained.  The  failure  was  due  to  the  fact 
that  the  needle  taking  a  different  direction  missed 
the  small  collection  of  pus. 

In  interlobar  cases  the  diagnosis  is  sometimes 
only  made  when  the  pus  opens  into  a  bronchus 
and  the  child  expectorates  a  large  quantity. 
Sometimes  the  diagnosis  is  made  post-mortem. 

Rosenbach  records  a  case  of  interlobar  empy- 
ema in  an  adult  in  which  pus  had  been  obtained 
by  deep  puncture,  and  none  was  found  on 
opening  the  chest.  With  a  finger  as  a  guide  he 
introduced  a  trocar  and  withdrew  a  large  amount 
of  pus  between  the  upper  and  lower  lobes.  Cav- 
ity was  drained  and  the  patient  recovered. 


As  he  states  that  numerous  thin  adhesions  and 
plastic  deposits  were  found,  I  think  it  fair  to  as- 
sume that  friction  rales  were  present. 

In  diaphragmatic  empyema  emphasis  is  laid  on 
the  marked  disproportion  between  the  symptoms 
and  the  physical  signs.  There  is  apt  to  be  se- 
vere pain  at  the  epigastric  region,  dyspncea  and 
perhaps  cyanosis.  There  may  be  singultus. 
There  is  decided  loss  of  motion  at  the  hypo- 
chondriac region  of  the  affected  side.  A  difficult 
but  fortunately  rare  problem  is  the  differentiation 
between  diaphragmatic  empyema  and  subphrenic 
abscess.  I  have  had  no  experience  with  Litten's 
sign,  the  absence  of  the  shadow  of  the  dia- 
phragm when  the  chest  is  examined  with  the 
flouroscope.  This  ought  to  be  of  much  service, 
because  in  subphrenic  abscess  the  shadow  of  the 
moving  diaphragm  would  be  seen,  while  in  em- 
pyema it  would  not.  Theoretically,  and  perhaps 
practically,  there  would  be  in  subphrenic  abscess 
a  lessened  movement  of  the  diaphragm  and  one 
limited  to  the  upper  portion  of  the  normal  range 
of  motion.  While  in  diaphragmatic  empyema 
whatever  movement  occurred  would  be  in  the 
lowest  segment  of  the  normal  range.  A  compari- 
son between  the  movements  on  the  sound  and  dis- 
eased sides  might  be  useful.  Unfortunately 
either  of  these  two  diseases  may  be  secondary  to 
the  other,  in  which  case  the  diagnosis  would  only 
be  made  at  time  of  operation.  In  all  cases  where 
there  is  a  doubt  as  to  the  presence  of  empyema 
the  leucocytes  of  the  blood  should  be  counted. 
Leucocytosis  occurs  in  both  lobar  and  broncho- 
pneumonia, but  according  to  Koplik  the  increase 
in  broncho-pneumonia  is  only  about  half  as  great 
as  in  lobar,  and  it  is  from  the  former  that  we 
must  differentiate  in  the  most  difficult  cases. 
While  therefore  a  moderate  leucocytosis  would 
afford  little  information,  a  marked  leucocytosis 
would  point  strongly  to  empyema.  It  should  be 
remembered  that  the  degree  of  leucocytosis  de- 
pends not  upon  the  volume  of  pus  but  upon  the 
amount  of  infection ;  so  a  very  small  empyema 
may  cause  a  very  high  leucocyte  count.  In  in- 
fants and  young  children  the  leucocytes  are  nor- 
mally more  abundant  than  in  the  adult.  As  sac- 
culated empyemas  are  sometimes  multiple,  a  leu- 
cocyte count  would  be  useful  in  showing  whether 
all  the  cavities  had  been  drained  by  the  operation. 
In  making  an  exploratory  puncture  careful  anti- 
sepsis should  of  course  be  observed  and  the  needle 
should  be  of  sufficient  calibre— much  larger  than 
a  hypodermic  needle.  If  the  effusion  is  general 
puncture  may  be  made  at  the  posterior  axillary 
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line  in  the  sixth,  seventh  or  eighth  space,  at 
which  point  the  chest  will  subsequently  be  opened 
if  pus  is  obtained. 

If  the  effusion  is  not  general,  puncture  should 
be  made  at  the  point  at  which  the  signs  are  most 
distinctive.  Sometimes  the  pus  is  too  thick  to 
flow  through  the  needle.  In  this  case  there  is 
usually  a  small  drop  of  pus  in  the  point  of  the 
needle  if  care  is  taken  in  withdrawing  it  not  to 
let  the  piston  be  shoved  down  and  force  out 
whatever  the  needle  contains.  This  drop  under 
the  microscope  may  be  sufficient  for  a  diagnosis. 

The  general  appearance  of  pus  from  the  chest 
is  somewhat  characteristic.  The  pneumococcus 
is  apt  to  be  thick  and  creamy,  with  large,  fibrin- 
ous masses.  Often  it  has  a  distinct  greenish 
tinge.  The  streptococcus  pus  is  more  yellow  and 
thin.  Tuberculous  pus  has  something  of  a  gray- 
ish shade.  Blood  mixed  with  the  pus  doesn't 
necessarily  indicate  malignant  or  tuberculous  dis- 
ease. 

The  pus  should  always  be  examined  bacterio- 
logically.  In  the  majority  of  cases  only  the  pneu- 
mococcus is  found,  and  these  are  the  most  favor- 
able ones.  Following  the  other  infectious  dis- 
eases or  inflammations  of  other  structures,  bones, 
joints  or  umbilicus,  the  streptococcus  is  usually 
found :  much  less  often  the  staphylococcus. 
Rarely  other  organisms  may  be  found — the  ty- 
phoid bacillus,  sapogenic  bacteria  and  others. 
Two  or  more  kinds  may  occur  in  the  same  pus. 
Absence  of  all  bacteria  is  a  strong  point  in  favor 
of  tuberculosis,  some  authorities  regarding  it  as 
pathognomonic.  Not  all  empyemas  that  follow 
pneumonia  are  due  to  the  pneumococcus.  Also 
a  pneumococcus  empyema  may  occur  without 
pneumonia,  and  it  may  occur  in  a  tuberculous 
subject. 

In  conclusion. — You  may  find  an  infant  lying 
pretty  comfortably  in  bed  without  pain,  cough, 
dyspnoea  or  fever,  and  yet  one  side  of  his  chest 
may  be  half  full  of  pus.  He  simply  appears  pale 
and  weak  and  breathes  somewhat  rapidly.  The 
fact  that  you  find  well  marked  bronchial  breath- 
ing and  voice  with  numerous  loud  rales  ( not  fric- 
tion )  and  no  loss  of  vocal  fremitus  does  not  In 
an  infant  exclude  empyema.  If  with  the  pres- 
ence of  more  or  less  definite  signs  of  localized 
consolidation  there  are  loss  of  appetite,  increas- 
ing pallor  and  weakness,  a  high  leucocyte  count 
and  perhaps  sweating,  you  may  discard  the  diag- 
nosis of  pus  in  the  chest  only  after  the  most 
thorough  exploration  with  a  large  sized  aspira- 
ting- needle. 


ADENOIDS  ;   OR  HYPERTROPHY  OF  THE  LYMPHOID 
TISSUE  AT  THE  VAULT  OF  THE  PHARYNX, 
AS  A  CAUSE  OF  DEFORMITIES  OF 
DENTAL  ARCH. 

BY  H.   H.  YOUNG,  M.D., 
Riverhead,  L.  I. 

Etiology :  Race :  It  is  not  common  to  any  par- 
ticular race. 

According  to  Meyer  it  is  met  with  in  the  Amer- 
ican Indian,  Greenlanders,  South  Americans, 
Pure  Mongrels  and  natives  of  South  Eastern 
Asia. 

It  is  prevalent  among  the  natives  of  Germany, 
England  and  the  United  States. 

Frequency :  Its  frequency  varies,  being  least 
in  dry,  elevated  and  warm  regions,  most  frequent 
in  regions  of  low  altitude,  along  the  continental 
coast  lines. 

Age :  According  to  all  authorities  the  affection 
generally  develops  in  infancy  or  early  childhood. 
Bosworth's  statistics  show  90  per  cent,  of  cases 
developed  thus  early.  In  children  the  lymphatic 
tissue  is  especially  susceptible  to  vascular 
changes,  on  compartively  slight  causes ;  and  the 
repeated  "colds''  from  which  they  suffer.  Keep 
the  lymphoid  tissue  of  the  pharynx  congested, 
"overfed,"  so  to  speak,  and  overgrowth  is  to  be 
expected.  Children  who  are  often  classed  as 
'"scrofulous,"  that  is,  who  have  enlarged  cervical 
glands,  enlarged  faucial  tonsils,  and  are  more  or 
less  pale  and  anemic,  are  more  likely  to  develop 
adenoids. 

The  disease  is  more  prevalent  in  cities  than  in 
country  districts.  Dust,  foul  gases  of  various  ori- 
gin, so  common  in  large  cities,  prove  a  source  of 
continuous  irritation  to  the  nose  and  pharynx. 

The  relation  and  association  of  adenoid  vegeta- 
tions with  various  forms  of  rhinitis  is  quite 
marked. 

So  intimate  is  this  that  often  it  is  impossible 
to  say  which  condition  preceded,  or  whether  both 
are  the  result  of  the  same  causes. 

Pathologically  we  have  to  deal  with  three  dif- 
ferent varieties. 

First :  The  soft,  smooth,  semi-fluctuating  mass 
that  spreads  over  almost  the  entire  naso-pharynx. 
It  is  largely  influenced  by  atmospheric  changes, 
and  the  physical  condition  of  the  child.  This  va- 
riety is  composed  almost  entirely  of  lymphoid 
tissue,  is  very  friable,  and  is  covered  with  a  thin 
layer  of  epithelium  with  ill-formed  basement 
membrane  and  sub-mucosa.  It  can  easily  be 
broken  up  with  the  finger,  and  is  due  to  the  over- 
development of  the  normal  lymphoid  structure. 
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The  second,  or  hard  variety,  appears  to  the  ex- 
amining finger  as  quite  well  defined,  hard  globu- 
lar masses.  These  may  be  the  result  of  inflam- 
matory changes  in  the  lymphoid  structures,  the 
growth  of  a  stroma  of  connective  tissue,  with 
subsequent  slight  contracture.  These  growths  are 
generally  found  in  older  children  and  young 
adults. 

The  third  variety  is  less  common,  and  may  be 
called  the  edematous  or  cyanotic  variety. 

There  is  very  little  increase  in  actual  gland 
structure,  but  the  enlargement  is  due  to  venous 
stasis  and  edema,  the  result  of  some  constitutional 
disease  or  disturbance. 

Symptoms :  The  subjective  symptoms  will 
vary,  of  course,  with  the  extent,  seat  and  charac- 
ter of  the  enlargement.  The  most  striking  sign  is 
the  obstruction  to  nasal  respiration,  which  com- 
pels the  patient  to  breathe  and  speak  through  the 
mouth.  These  patients  are  often  called  "mouth 
breathers."  They  present  a  peculiarly  stupid 
facial  expression.  The  pinched  nose,  open  and 
ofttimes  drivelling  mouth,  noisy  respiration,  con- 
tinual acts  of  glutition,  expressionless  eye,  dull- 
ness of  hearing,  and  nasal  intonation  of  voice, 
form  a  group  of  symptoms  which  are  typical  uf 
this  condition. 

In  addition  there  is  often  in  older  children, 
where  the  lymphoid  hypertrophy  has  existed  for  a 
long  time  and  proved  a  formidable  obstruction, 
marked  deformity  of  the  dental  arch.  Irregular 
crowded  upper  teeth,  short  upper  lip  and  poorly 
developed,  or  actually  deformed  bony  thorax. 
The  subject  does  not  sleep  well,  snores,  has  night 
terrors,  eneuresis  and  diaphoresis.  Many  have  re- 
current attacks  of  spasmodic  croup. 

Deafness  is  such  a  common  symptom  that  we 
always  look  for  it  in  these  cases.  Often  there  is 
disease  of  the  middle  ear  structures.  If  the  lym- 
phoid growth  impinges  over  or  grows  into  the 
Eustachian  orifice,  it  interferes  with  the  ventila- 
tion of  the  tympanum  and  leads  to  Eustachian 
catarrh,  earache,  or  if  infection'  takes  place  to 
chronic  suppurative  conditions. 

Kyle  states  that  in  at  least  90  per  cent,  of 
cases  of  adenoid  vegetation,  there  is  involvement 
of  the  Eustachian  tube  with  deafness  in  a  varying 
degree. 

Diagnosis:  The  symptomatology  given  above 
would  seem  to  render  the  diagnosis  easy  but  a 
digital  examination  of  the  naso-pharnyx  should 
be  insisted  upon.  The  writer  has  generally  found 
this  to  be  a  very  easy  matter.  Often  by  distract- 
ing the  child's  attention  a  satisfactory  examina- 
tion may  be  made  without  a  struggle,  or  even 


after-crying.  Place  the  child  in  a  low,  straight- 
backed  chair,  stand  behind  the  child  and  chair. 
Ask  the  child  to  open  his  mouth  widely,  press  the 
left  cheek  of  child  between  upper  and  lower  teeth 
with  your  left  fore  and  middle  fingers.  This  will 
prevent  the  child  from  biting  your  own  finger 
and  enables  you  to  dispense  with  a  mouth-gag, 
which,  if  used,  will  almost  surely  terrify  the 
child  and  defeat  the  main  object.  Pass  the  right 
forefinger  rapidly  back  to  posterior  wall  of 
pharynx,  follow  this  wall  up  closely,  or  the  soft 
palate  will  catch  your  forefinger  and  interfere. 
After  your  finger  has  securely  grasped  the  soft 
palate,  carry  the  tip  of  finger  upward  and  for- 
ward into  the  naso-pharynx  and  posterior  chorea. 
If  there  are  adenoid  masses,  you  can  very  easily 
map  them  out.  The  entire  examination  need  not 
take  more  than  half  a  minute. 

Treatment :  Radical  removal,  under  an  anes- 
thetic, is  the  only  satisfactory  treatment. 

It  is  very  necessary  that  the  child  should  have 
eaten  nothing  for  at  least  eight  hours  previous 
to  the  operation.  An  ordinary  kitchen  table  is 
provided,  covered  with  a  blanket  and  sheet.  The 
operation  should  be  done  at  a  large  window  with 
good  light. 

On  the  floor  at  right  of  the  table,  opposite  the 
patient's  head,  should  be  placed  a  rubber  or  oil- 
cloth and  slop  jar. 

It  is  a  good  plan  to  have  a  surgical  pad  under 
the  patient's  head,  draped  into  a  jar,  as  the  opera- 
tion is  a  bloody  one,  and  unless  these  precautions 
are  taken  carpet  and  furnishings  will  get  soiled. 
The  anesthetic  is  given  with  the  head  low,  and 
when  the  patient  is  nearly  under  it,  the  mouth 
gag  is  slipped  between  the  teeth  and  the  jaws 
widely  separated. 

When  the  patient  is  thoroughly  anesthetized 
I  depress  the  tongue  with  a  broad  tongue  de- 
pressor, so  as  to  get  a  clear  view  of  the  uvula, 
and  rapidly  pass  the  post-nasal  forceps  into  the 
naso-pharynx,  grapsing  the  lymphoid  masses 
with  the  cutting  edges,  detaching  and  depositing 
them  in  a  bowl  of  water. 

This  is  done  first  on  one  side  of  the  nose,  then 
on  the  other,  carefully  avoiding  the  posterior 
edge  of  the  nasal  septum.  After  removing  all 
the  lymphoid  tissue  that  can  be  thus  grasped, 
the  patient  is  quickly  turned  on  abdomen  and 
chest  with  the  face  over  slop  jar,  while  the  nose 
and  throat  are  cleared  of  blood,  then  patient  is 
again  turned  on  back,  and  the  naso-pharynx  thor- 
oughly curetted  with  the  Gottstein  curette. 

After  which  the  patient  is  again  turned  over 
jar  face  downward,  and  nose  and  throat  cleared 
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of  blood,  and  while  in  this  position  the  right  fore- 
finger is  passed  into  the  naso-pharynx  and  any 
lymphoid  tissue  still  clinging  in  shreds  is  scraped 
away.  If  there  has  been  deafness  it  is  a  good 
plan  to  pass  a  small  curette  through  each  side  of 
the  nose,  and  with  the  forefinger  as  a  guide  in 
pharynx,  curette  the  openings  of  the  Eustachian 
tubes. 

We  now  come  to  that  part  of  the  subject  which 
I  more  particularly  wish  to  bring  to  your  notice. 
Namely,  deformities  of  the  dental  arch. 

It  is  a  somewhat  mooted  question  just  what 
role  adenoids  play  in  causing  this  deformity. 

It  is  a  really  serious  one,  particularly  in  fe- 
males, where  it  seems  much  more  common.  The 
nose  and  throat  specialist,  the  alienist  or  the  den- 
tist will  never  settle  the  question.  If  it  is  ever 
settled  it  will  be  by  the  family  physician,  he  who 
brings  the  little  one  into  the  world  and  watches 
over  it  through  the  ills  of  infancy  and  childhood, 
during  the  time  that  the  deformity  is  developing. 
Dr.  D.  Braden  Kyle  has  this  to  say  on  the  sub- 
ject: 

"When  the  enlargement'  (adenoids)  are  pres- 
ent in  early  life,  the  main  symptom  demanding 
relief  is  the  obstruction  to  nasal  respiration, 
which,  if  unimpaired  as  the  process  of  develop- 
ment goes  on,  has  much  to  do  with  the  regular 
formation  and  contour  of  the  face. 

"The  respiratory  act  through  the  nose,  as  well 
as  the  action  of  the  muscles  controlling  the.  nasal 
orifices,  are  factors  of  importance  in  controlling 
the  size  of  the  nasal  cavity.  If  this  function  is 
interfered  with  by  any  obstructive  lesion,  as 
would  occur  in  adenoid  vegetations,  and  that  ob- 
struction is  allowed  to  remain  until  the  bony 
nasal  framework  has  become  firmly  united,  the 
capacity  for  nasal  breathing  is  permanently  fixed  ; 
and  even  should  the  gland-structure  causing  the 
obstruction  be  removed,  while  its  ablation  may 
relieve  the  naso-pharyngeal  symptoms,  it  can- 
not possibly  increase  nasal  respiration  other  than 
by  lessening  the  engorgement  of  the  submucosa 
subsequent  to  such  obstruction. 

"This  fixity  of  the  bones  of  the  face  may  leave 
the  individual  a  confirmed  mouth  breather.  The 
effect  of  impaired  respiration  due  to  post-nasal 
obstruction  is  also  manifested  in  an  ill-formed 
superior  maxillary  arch,  with  marked  irregularity 
in  the  arrangement  of  the  teeth.  This  irregular 
development  is  largely  caused  by  the  repeated  con- 
traction of  the  muscles  controlling  the  nasal  ori- 
fices, necessitated  by  the  forced  nasal  inspiration 
and  snuffling. 

"By  this  drawing  down  of  the  facial  muscles, 


the  upper  jaw  is  retracted  and  the  contour  of  the 
upper  arch  is  altered.  The  hard  palate  then,  in- 
stead of  forming  a  perfect  dome,  has  its  anterior 
portion  tilted  out  and  its  upper  portion,  at  the 
base  of  the  nose,  drawn  in.  Without  this  inter- 
ference the  pressure  of  the  air  within  the  nat- 
ural passage  counterbalances  that  upon  the  ex- 
ternal surface,  and  normal  development  takes 
place. 

"This,  of  course,  will  occur  only  when  the 
obstruction  takes  place  in  early  life,  before  the 
bones  are  firmly  united. 

"This  irregularity  in  the  arch  will  produce  un- 
evenness  in  the  development  of  the  teeth,  causing 
their  irruption  high  up  in  the  alveolar  process, 
or  if  placed  in  the  arch,  they  will  crowded  and 
irregular.  If  the  irruption  occurs  high  up,  it 
will  add  to  the  protrusion  of  the  upper  lip,  in- 
creasing the  facial  deformity,  so  characteristic  of 
adenoid  obstructions." 

I  have  recently  met  with  three  cases  (young 
women)  which  illustrate  this  deformity  in  a 
marked  degree.  They  each  give  a  clear  history 
of  adenoids  in  childhood,  and  I  have  little  doubt 
but  they  were  the  cause  of  said  deformity  in  each 
case. 

Case  i. — Miss  B.,  age  28  years,  came  to  my 
office,  accompanied  by  her  father,  complaining  of 
obstruction  in  her  nose.  Examination  reveals 
the  characteristic  facies :  high,  narrow  dental 
arch  ;  crowded,  irregular  teeth,  poorly  developed ; 
narrow  nasal  cavities  with  insufficient  air  spaces. 
On  questioning  the  father,  he  stated  that  as  an 
infant  the  daughter  had  trouble  in  breathing, 
many  nights  he  had  gotten  up  repeatedly  to 
"turn  the  child  over"  in  order  to  stop  her  snoring. 

Case  2. — Miss  R.  age  20  years.  Was  called  in 
to  prescribe  for  a  severe  rhinitis  with  complete 
blocking  of  nares.  Facies  characteristic :  High 
dental  arch,  so  narrow  that  my  forefinger  wedged 
firmly  as  I  pressed  it  up  into  the  sulcus.  Teeth 
on  upper  jaw  were  irregular,  crowded  and  de- 
formed. Short  upper  lip,  exposing  teeth.  Apply- 
ing adrenalin  cocaine  solution  to  turbinates  re- 
duced them  sufficiently  to  allow  the  patient  to 
blow  from  the  nose  large  quantities  of  thick,  ropy 
muco-pus.  Examination  reveals  adenoids  in  naso- 
pharynx. This  case  gives  a  clear  history  of 
mouth  breathing  from  infancy. 

Case  3. — Miss  A.,  age  16.  Here  the  deformity 
is  very  marked  and  very  similar  to  the  other  cases. 
Her  father  informs  me  that  she  had  throat  and 
nose  difficulties  during  infancy  and  childhood, 
finally  her  faucial  tonsils  were  removed,  but  no 
examination  was  ever  made  as  to  adenoids. 
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REPORT  OF  A  CASE  OF  APPENDICITIS  WITH  DIF- 
FUSE PERITONITIS. 


BY  J.  E.  JENNINGS,  M.D. 

On  the  4th  of  March,  1904,  I  was  asked  by  Dr. 
Scofield  to  see  the  case  I  am  about  to  show  you. 

He  gave  the  following  history:  Patient  is  14; 
born  in  this  country,  and  a  baker.  Had  always 
been  in  good  health  until  this  illness. 

He  was  suddenly  seized  with  violent  abdomi- 
nal pain  in  the  middle  of  the  night  of  February 
26th. 

The  pain  was  general  at  first,  colicky  in  char- 
acter and  accompanied  by  vomiting  of  a  greenish 
colored  material. 

During  the  course  of  the  day  the  pain  became 
localized  in  the  right  iliac  region  with  rigidity  of 
the  right  rectus  and  localized  tenderness  at  Mc- 
Burney's  point.  His  temperature  rose  to  101  and 
his  pulse  to  100.  A  diagnosis  of  appendicitis  was 
made  and  he  was  treated  with  castor  oil.  An 
ice  bag  was  applied  over  the  appendix. 

The  pain  and  tenderness  subsided  rapidly  and 
by  the  morning  of  the  third  day  he  was  consid- 
ered well,  got  up  and  went  out  on  the  street  to 
amuse  himself. 

He  had  no  further  trouble  until  the  sixth 
night  after  his  first  attack,  when  he  was  again 
seized  with  pain  and  vomiting  as  before.  Purga- 
tives and  the  ice  bag  failed  to  relieve  him ;  his 
pulse  and  temperature  rose.  I  saw  him  about 
noon  of  March  4th — thirty  hours  after  the  be- 
ginning of  his  second  attack. 

He  was  lying  in  bed  with  his  knees  drawn  up; 
his  face  was  flushed,  but  apathetic  in  expression. 
He  was  fully  conscious,  but  answered  questions 
slowly.  His  temperature  was  103,  pulse  120, 
respiration  32. 

His  pain,  which  was  greatly  diminished,  was 
general  and  dull,  but  the  tenderness  was  acute. 
It  was  fairly  well  generalized,  but  was  more 
marked  in  the  right  iliac  region. 

The  abdomen  was  moderately  distended ;  did 
not  move  at  all  with  respiration,  and  was  almost 
uniformly  rigid  from  flank  to  flank  and  from 
ensiform  to  pubes.  He  was  occasionallv  regurgi- 
tating a  dark  green  mucus.  He  was  removed  to 
the  Brooklyn  Hospital  where  a  blood  examina- 
tion was  made  as  he  was  being  prepared  for  op- 
eration, and  a  leucocytosis  of  27,800  discovered. 

I  made  a  free  incision  through  the  outer  border 
of  the  righl  rectus  and  found  the  peritoneal  cav- 
ity filled  with  fluid  at  sufficient  tension  to  spurt 
when  the  membrane  was  incised. 


The  appendix  was  found  with  a  few  soft  ad- 
hesions lying  to  the  inner  side  of  the  caecum, 
gangrenous  and  perforated  about  its  middle. 

There  was  no  sign  of  any  abscess  cavity  nor 
any  localized  collection  of  pus.  The  surrounding 
coils  of  intestine  were  mahogany  red  and  dis- 
turbed. 

The  appendix  was  ligated,  cut  through  with 
the  cautery  and  the  stump  inverted. 

But  little  flushing  was  done.  The  immediate 
neighborhood  and  the  pelvis  were  irrigated  with 
warm  saline,  while  the  crossed  silkworm  gut 
sutures  were  being  placed  and  the  pelvis  was 
drained  by  means  of  a  glass  tube. 

The  patient  was  placed  in  the  Fowler  elevated 
head  and  trunk  position,  and  the  pus  aspirated 
through  the  glass  drainage  tube  every  four  hours. 
He  was  given  a  pint  Nof  hot  saline  by  rectum 
every  two  hours. 

His  condition  was  critical  for  the  first  twenty- 
four  hours  after  which  his  temperature  and  pulse 
gradually  fell  to  normal  and  he  made  an  unevent- 
ful recovery. 

The  glass  tube  was  removed  on  the  third  day 
and  a  soft  rubber  one  substituted.  This  was  grad- 
ually shortened  and  removed  on  the  tenth  day. 
He  left  the  hospital  on  his  thirty-second  day  . 

The  appendix,  when  opened,  was  found  to  con- 
tain a  fecal  concretion  of  the  shape  and  size  of  a 
date  seed. 

It  was  gangrenous  and  perforated  opposite  to 
this  mass. 

At  its  root  the  mucous  membrane  was  in- 
flamed and  thickened  so  as  to  occlude  its  lumen. 

It  is  evident  from  the  appearance  of  the  speci- 
men that  the  involvement  of  the  peritoneum 
marked  the  beginning  of  the  apparent  second  at- 
tack. 

The  peritoneal  infection  followed  the  milder 
staphylococus  type. 


A  CASE  OF  GOITRE 


BY  E.  A.  PARKER,  M.I). 

H.  N.,  female,  aged  14,  family  history  nega- 
tive, menstruation  regular  for  nine  months.  Au- 
gust, 1903,  she  noticed  a  swelling  in  the  front  of 
the  neck,  which  remained  stationary  until  six 
w  eeks  prior  to  operation  when  it  began  to  rapidly 
enlarge,  accompanied  by  dyspnoea,  especially 
when  lying  down.    The  girl  was  well  nourished  ; 
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her  pulse  varied  from  100  to  110;  temperature 
normal ;  urine  normal.  The  thyroid  gland  was 
markedly  enlarged,  both  lobes  being  involved- - 
the  right  more  than  the  left.  May  18,  1904,  the 
operation  was  performed  under  local  cocaine  and 
sterile  water  anesthesia.  Morphine  '4  grain  by 
hypo,  and  whiskey  by  mouth  were  given.  An  in- 
cision was  made  along  the  anterior  border  of  the 
right  sterno  mastoid  from  near  the  angle  of  the 
jaw  curving  towards  the  median  line  below.  The 
gland  was  freed  by  blunt  dissection,  the  arteries 
ligated  and  the  isthmus  cut  through  with  a  ther- 
1110  cautery.  The  skin  wound  was  sewed  with 
silkworm  gut  excepting  the  lower  angle,  which 
was  left  open  for  gauze  drainage. 

The  night  of  the  operation  dyspnoea  became 
pronounced  with  a  pulse  rate  of  128.  Dressings 
were  found  wet  with  secretion ;  the  dressings 
were  changed  and  the  wound  washed  out  with 
saline  solution.  From  that  time  on  recovery  was 
uneventful..  (  )n  the  seventh  day  the  stitches 
were  removed  and  the  wound  found  healed. 

In  October  the  child  presented  herself  for  ex- 
amination ;  her  pulse  was  normal ;  her  general 
condition  good  ;  no  dyspnoea ;  the  left  half  of  the 
gland  ocupied  the  centre  of  the  neck,  but  had  not 
apparently  diminished  as  a  result  of  the  opera- 
tion on  the  right  side  and  isthmus. 

Points  emphasized  by  this  one  case  were:  the 
efficacy  of  local  anesthesia,  the  lack  of  sensation 
in  the  deeper  structures :  that  pulling  on  the 
isthmus  caused  almost  cessation  of  breathing; 
that  symptoms  of  thyroidism  developing  soon 
after  an  operation,  consisting  of  dypncea,  rapid 
pidse.  and  at  times  delirium,  call  for  a  change  of 
dressings  and  irrigation  of  the  wound. 

SPECIMEN  EXAMINED  BY  DR.  GEO.  E.  DEELEY. 

The  specimen  consisted  of  one  lobe  of  the 
thyroid  gland  which  had  been  removed  by  sever- 
ing the  isthmus.  The  capsule  was  smooth,  lighter 
in  color,  somewhat  mottled.  It  cuts  harder  than 
a  healthy  thyroid.  The  cut  surface  glistened, 
presenting  a  network  of  tissue  filled  with  a  gluti- 
nous material.  There  were  several  small  cysts 
varying  in  size  from  a  small  green  pea  to  that  of 
a  bean. 

Microscopical  examination  showed  a  very 
great  dilatation  of  the  acini  throughout  the  speci- 
men in  places.  Several  acini  were  coalesced  into 
one.  forming  a  cyst  which  was  filled  with  col- 
loid material.  In  sorrie  of  these  cysts  there  is 
an  arrangement  of  cells  simulating  an  adenoma, 
the  cells  growing  up  from  the  basement  mem- 
brane.   The  epithelium  is  flattened.    There  may 


be  only  one  layer  or  several  layers  of  epitheleal 
cells  lining  each  acinus,  or  the  cells  may  extend 
into  the  lumen  of  the  acini  forming  dome-like 
projections. 

The  basement  membrane  is  denser  than  nor- 
mally and  crowded  into  a  narrow  band  :  it  also 
shows  the  growth  of  productive  tissue.  The 
blood  vessels  show  no  significant  change. 


TRANSACTIONS  OF  SOCIETIES. 


THE   MEDICAL   SOCIETY  OF  THE 
COUNTY  OF  KIXGS. 


Annual  Meeting,  January  17,  1905. 


The  President,  J.  E.  Sheppard,  M.D.,  in  the 
Chair. 

There  were  243  members  present. 
The  meeting  was  called  to  order,  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 

KEI'ORT  OF  COUNCIL. 

The  following  candidates  for  membership  have 
been  accepted  by  the  council. 

John  J.  Colgan,  L.  I  C.  H.,  1882. 

Carl  Fulda.  P.  &  S.,  X.  Y.,  1901. 

Sigmund  Beck,  N.  Y.  Univ.,  1892. 

W.  B.  Moseley,  Univ.  Ya.,  1890. 

J.  E.  Thompson,  L.  I.  C.  H.  1897. 

Fred.  M.  Jacobs,  L.  I.  C.  H,  1897. 

S.  -A.  Marshall,  Johns  Hopkins  Univ.,  1902. 

Abe  Hayman,  X.  Y.  Univ..  1890. 

S.  E.  Moore.  Univ.  Pa.,  1898. 

APPLICATIONS   FOR    M  EM  ISERSI  III". 

-Applications  for  membership  have  been  re- 
ceived from  the  following: 

Proposed  by  J.  W.  Fleming. 

Seconded  by  W.  F.  Campbell. 

Win.  E.  Beardsley,  102  Taylor  Street.  Belle- 
vue, 1878. 

Maurice  E.  Connor,  95  Berry  Street,  Bellevue, 
1897. 

John  Koepke,  ion  Arlington  Avenue.  Bellevue, 
1890. 

Fred.  E.  Hamlin.  143  Kent  Street,  X.Y.  Univ., 
1883. 

George  1  >.  Hamlin,  143  Kent  Street.  X.  Y. 
Univ.,  1883. 
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I  'n     »sed  1  >v  O.  A .  ( ii  >nl<  hi . 

Seconded  by  K.  J.  Morris. 

Charles  ( '•■  O'Connor,  970  St.  Mark's  Avenue, 
P.  &  S :.,  N.  Y.,  1899. 
Proposed  by  Geo.  McNaughton. 

Seconded  by  Charles  H.  Tag. 

Jacques  C.  Rushmore,  470  Washington  Ave.. 
L.  [.  C.  H..  1903. 

ELECTION  OF  MEMBERS. 

The  following  having  been  duly  proposed  and 
accepted  by  the  Council  were  declared,  by  the 
President,  elected  to  active  membership. 

R.  \Y.  Shearman,  P.  &  S.,  1901. 

F.  Tilney,  L.  I.  C.  H.,  1902. 

W.  J.  Campbell,  L.  I.  C.  H.,  1899. 

W  E.  McCollom,  P.  &  S.,  1903. 

W.  K.  Jacobs,  P.  &  S.,  1899. 

Jerome  Walker,  P.  &  S.,  1868. 

S.  F.  Anderson,  L.  I.  C.  H.,  1889. 

R.  A.  Black,  P.  &  S.,  1883. 

W.  F.  Saybolt,  Univ.  Pa.,  1902. 

J.  J.  Sheehy,  W'ooster  Univ.,  189 1. 

HONORARY  MEMBERSHIP. 

William  Osier,  M.D.,  LL.D.,  Johns  Hopkins 
University. 

DECEASED  MEMBERS. 

(  )n  behalf  of  the  Historical  Committee,  the 
President  announced  the  deaths  of  the  following 
members : 

William  Gilflllan,  died  December  18,  1904, 
member  from  1862  to  date. 

Henry  Cornelius  McLean,  died  December  23. 
1904,  member  from  1878  to  date. 

Edward  F.  Smith,  died  January  2,  1905,  mem- 
ber from  1892  to  1897. 

COMMUNICATION  FROM  COUNCIL. 

The  Secretary  announced,  on  behalf  of  the 
Council,  an  anonymous  gift  of  five  thousand  dol- 
lars as  a  memorial  to  the  late  Alexander  J.  C. 
Skene. 

It  was  regularly  moved  and  seconded  that  the 
Society  accept  this  anonymous  gift  of  5,000,  to 
be  known  as  the  A.  J.  C.  Skene  Memorial  Fund, 
if  the  Society  accepts  the  conditions  of  the  gift. 
Carried. 

On  motion,  duly  carried,  the  sincere  thanks  of 
tlie  Socieh  were  voted  to  the  unknown  donor. 

REPORTS  OF  OFFICERS. 

Idle  Secretary's  report  was  read,  and,  on  mo- 
tion, dulv  carried,  accepted  and  ordered  placed  on 
file. 


I  he  report  oi  the  Treasurer  w  as  read,  and,  on 
motion,  duly  carried,  accepted,  together  with  the 
recommendation  that  the  dues  for  the  current 
year  for  active  members  be  ten  dollars  and  non- 
residents three.  The  report  was  ordered  placed 
on  file. 

REPORTS  OF  STANDING  COMMITTEES. 

Reports  from  the  following  committees  were 
received,  and,  on  motion,  duly  carried,  accepted 
and  ordered  on  file. 

.Membership. 

Directory  for  Graduate  Nurses. 

Entertainment. 

Legislative. 

Public  Health. 

It  was  moved  and  seconded  that  the  recom- 
mendation contained  in  the  report  of  the  Com- 
mittee on  Public  Health  be  accepted.  Carried. 

DIRECTING    LIBRARIAN'S  RETORT. 

The  report  of  the  Directing  Librarian  was 
read,  and,  on  motion,  duly  carried,  accepted  and 
ordered  placed  on  file. 

It  was  regularly  moved  and  seconded  that  a 
vote  of  thanks  be  tendered  to  the  President  and 
the  Directing  Librarian  for  their  efforts  in  in- 
creasing the  funds  of  the  Society  by  $5,000. 
Unanimously  carried  by  a  rising  vote. 

REPORT  OF   MILK  COMMISSION. 

The  report  of  the  Milk  Commission  was  re- 
ceived and  ordered  on  file. 

It  was  regularly  moved  and  seconded  that  a 
vote  of  thanks  be  tendered  to  the  members  of  the 
Milk  Commission.  Carried. 

REPORT  OF  BOARD  OF  TRUSTEES. 

The  report  of  the  Board  of  Trustees  was  read 
by  the  Chairman,  and.  on  motion,  dulv  carried, 
received  and  ordered  filed. 

The  thanks  of  the  Society  to  the  Trustees  were 
tendered  by  a  vote. 

(  >n  report  of  the  tellers  appointed  to  canvass 
the  ballots  cast  for  the  election  of  officers  for  the 
ensuing  year,  the  President  announced  the  result 
of  the  canvass  as  follows : 

President,  James  W.  Fleming. 

Tin;  President  installed  Dr.  Fleming  as  pre- 
siding officer  of  the  Society,  who  then  made  fur- 
ther announcement  of  the  canvass  as  follows: 

Vice-President,  William  F.  Campbell. 

Secretary,  John  A.  Lee. 

Associate  Secretary.  William  A.  Jewett. 

Treasurer,  Onslow  A.  Gordon. 
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Associate  Treasurer,  John  R.  Stivers. 

Directing  Librarian,  James  M.  Winfield. 

Censors,  Walter  C.  Wood,  James  P.  Warbasse, 
William  F.  Dudley,  Thomas  R.  French,  Henry 
G.  W'ebster. 

Trustee,  John  E.  Sheppard. 

DELEGATES  TO  THE  MEDICAL  SOCIETY  OF  THE  STATE 
OF  NEW  YORK. 

Seventy-one  members  were  elected  Delegates, 
whose  names  will  appear  later  in  the  supplement 
to  the  Brooklyn  Medical  Journal  containing 
detailed  report  of  the  annual  meeting. 
The  meeting  then  adjourned. 

William  S.  Hubbard. 

Secretary. 


SECTION  ON  PEDIATRICS. 


MEDICAL  SOCIETY  OF  THE  COUNTY 
OF  KINGS. 


Fiftieth  Regular  Meeting,  October  26,  1904. 


Dr.  Wm.  A.  Northridge,  Chairman. 
Dr.  R.  Taylor  Wheeler,  Editor. 


the  diagnosis  of  empyema  in  children. 


BY  DR.  JOHN  W.  PARRISH. 


Discussion. 

Dr.  L.  C.  Ayer:  I  have  found  that  the  leuco- 
cyte count  in  the  blood  of  children  a  very  uncer- 
tain thing.  I  do  not  think  we  can  coum  much  on 
that  to  show  pus  formation. 

Dr.  Wm.  A.  Northridge  :  It  is  a  good  plan  in 
empyema  to  resect  just  at  the  point  where  the 
needle  puncture  has  shown  presence  of  pus.  In 
young  infants,  say  under  one  and  one-half  years 
of  age,  an  incision  alone  with  a  tube  to  drain  is 
enough,  but  in  older  children  it  is  better  to  resect. 

Pull  out  the  drainage  tube  a  little  every  day. 
When  the  tube  is  too  long  and  left  in  place  longer 
than  it  should  be  the  pressure  on  the  lung  causes 
fever.  Do  not  irrigate.  Cases  do  much  better 
without  it. 

I  )r.  Stivers  :  Some  men,  I  think,  use  too  long 
aspirating  needles.  A  needle  one  inch  long  is 
enough. 


I  would  like  to  ask  have  there  been  any  bad 
results  reported  after  irrigation  that  the  speakers 
to-night  so  object  to  it. 

Dr.  R.  T.  Wheeler  :  The  point  brought  out 
in  Dr.  Parrish's  paper  on  the  value  of  the  pleu- 
ritic friction  rale  in  the  differential  diagnosis  be- 
tween abscess  of  the  lung  and  empyema  was  well 
brought  out  in  a  recent  cases  of  my  own  where 
a  child  had  run  a  clinical  course  corresponding 
exactly  to  that  of  an  empyema,  but  throughout 
the  area  of  flatness  at  the  base  of  the  right  lung 
posteriorly  the  friction  rale  was  heard.  I  made 
a  diagnosis  of  abscess  of  the  lung,  although  the 
child's  parents  refused  to  allow  an  explorato.v 
puncture.  The  diagnosis  was  confirmed  in  a  few 
days  by  a  rupture  of  the  abscess  into  the  bronchus 
with  immediate  relief  of  symptoms. 

Dr.  Parrish  :  In  regard  to  irrigation  I  only  do 
it  when  there  is  a  bad  odor,  but  where  there  is 
not,  cases  do  better  without  it.  I  do  not  know 
that  any  bad  results  have  happened  after  it,  but 
my  colleagues  and  myself  have  found  that  cases 
run  a  much  shorter  course  when  it  is  not  done. 
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The  President,  J.  C.  MacEvitt,  M.D.,  in  the 
Chair. 

Presentation  of  Specimen  :  Slide :  Filaria  San- 
guinis Hominis. 

Dr.  H.  G.  Webster  :  The  specimen  that  I  have 
to  present  is  one  rather  rare  in  this  latitude,  and 
unfortunately  not  in  the  best  of  condition.  It  has 
been  kept  for  some  little  time  and  the  slide  is 
dry,  so  that  it.  does  not  show  very  distinctly.  It 
was  a  case  of  suspected  filaria  that  Dr.  G.  R. 
Butler  asked  me  to  examine  three  weeks  ago. 
At  11  P.  M.  I  withdrew  a  drop  of  blood  from  the 
tip  of  the  finger  and  also  one  from  the  ear,  and 
found  the  embryo  of  the  Filaria  sanguinis  hom- 
inis in  both  drops.  It  was  remarkably  active  and 
presented  very  little  difficulty  in  identification. 

This  is  a  specimen  of  urine  that  the  man  was 
passing  at  that  lime.  It  has  darkened  somewhat  in 
color,  and  the  shaking  up  has  destroyed  the 


77 


creamy  layer  of  chyle  which  formed  on  the  top 
of  it. 

After  examining  eight  different  slides  from  the 
same  pc  dent  last  night  I  failed  to  find  any  trace 
of  the  filaria. 

Report  of  Case :  An  Extreme  Case  of  Talipes 
Varus ;  Specimen. 

Dr.  Carroll  Chase  :  The  woman  to  whom 
this  foot  belonged,  45  years  of  age,  gave  rather 
a  vague  history  of  having  received  an  injury  dur- 
ing infancy  to  account  for  the  deformity ;  to  my 
mind  infantile  paralysis  was  more  likely  the 
cause.  She  stated  she  was  operated  on  when 
ten  years  old.  She  says  the  tendons  were  cut 
and  the  foot  placed  in  an  appliance  to  gradually 
force  it  back  in  proper  position  by  turning  a 
thumb-screw  three  revolutions  each  day.  This 
was  done,  but  because  of  the  pain  she  unturned  it 
three  revolutions  each  day,  so  that  no  good  re- 
sulted. The  woman  has  actually  walked  on  top 
of  her  foot  for  thirty  odd  years.  When  she 
finally  presented  herself  for  treatment  she  was 
willing  to  undergo  anything,  and  under  the  cir- 
cumstances ampliation  was  thought  best.  It 
might  be  stated  that  an  obstinate  ulcer  on  one  of 
the  toes  added  to  the  discomfort  and  was  an  ad- 
ditional reason  for  amputation.  Some  authorities 
state  amputation  should  never  be  done  for  club- 
foot, but  in  this  case  it  seemed  thoroughly  justi- 
fiable in  view  of  the  extreme  deformity. 

Dr.  A.  T.  Bristow  :  I  would  like  to  ask  what 
were  the  determining  factors  with  respect  to  the 
amputation  ?  Why  was  it  thought  best  to  ampu- 
tate instead  of  doing  an  excision  of  the  astraga- 
lus? 

Dr.  G.  R.  Fowler  :  The  conservative  surgery 
of  the  foot  is  in  the  position  at  the  present  time 
of  requiring,  unless  there  is  some  very  decided 
and  important  indication  for  amputation,  that 
either  a  resection  of  the  astragalus  be  done,  jr 
that  the  interior  of  the  astragalus,  and  in  fact 
whatever  bony  structure  of  the  foot  may  stand 
in  the  way  of  the  reduction,  be  simply  gouged  out 
through  a  small  opening,  the  foot  forcibly  re- 
stored and  maintained  in  a  position  of  restoration 
until  such  time  as  healing  has  taken  place,  after 
which  a  simple  retentive  apparatus  is  applied. 
Of  course,  it  is  difficult  to  assume  from  a  simple 
examination  of  the  specimen  at  this  time  what 
may  have  been  the  determining  reasons.  The  pa- 
tient, in  the  first  place,  may  have  demanded  am- 
putation. She  may  have  been  in  such  a  position 
in  life  that  she  could  not  afford  to  lay  up;  that 
she  could  not  afford  to  have  after  treatment  ap- 
plied, which  is  necessary  in  these  cases.    Take  it 


in  a  general  way,  one  can  merely  wonder  why  a 
conservative  method  was  not  followed  instead  of 
the  radical  procedure,  and  perhaps  Dr.  Chase  will 
give  us  a  reason  for  that.  I  hardly  think  we 
ought  to  let  a  case  of  amputation  of  a  club-foot 
go  by  without  any  discussion. 

Dr.  C.  Chase  :  The  patient's  age  had  some- 
thing to  do  with  the  fact  that  amputation  was 
decided  upon  ;  she  was  about  45,  but  I  do  not 
think  that  alone  was  enough  to  justify  it.  The 
fact  that  there  was  an  ulcer  which  was  extremely 
obstinate  and  was  spreading  and  was  decided!  v 
painful  had  something  to  do  with  it.  Also  the 
fact  that  the  tissues  were  in  poor  condition.  The 
circulation  was  very  poor,  the  foot  was  some- 
what shriveled  and  entirely  in  the  way,  and  I  do 
not  believe  a  foot  as  serviceable  as  an  artificial 
foot  will  be  could  have  been  secured  by  ortho- 
pedic means.  The  patient  was  also  anxious  for 
amputation,  and  her  wishes  in  the  matter  received 
some  consideration. 

paper:  angulation  at  the  sigmoid,  a  condi- 
tion OF  THE  AGED. 
BY  DR.  H.  BEECKMAN  DELATOUR. 

(Published  in  N.  Y.  Medical  Record.) 
Discussion. 

Dr.  A.  T.  Bristow  :  I  think  that  our  colleague, 
Dr.  Delatour,  is  certainly  justified  in  saying  that 
the  question  of  angulation  is  a  new  one ;  I  do  not 
know  of  any  author  who  mentions  angulation  of 
the  sigmoid.  I  took  down  "Treves  on  Intestinal 
Obstruction"  this  afternoon  and  looked  all 
through  that  very  exhaustive  work,  but  could 
find  nothing  about  angulation.  Volvulus  of  the 
sigmoid  occurs  very  frequently  and  also  obstruc- 
tion by  a  band ;  angulation  is  not  mentioned. 

It  seems  to  me  when  we  describe  a  new  con- 
dition like  this,  that  we  are  not  justified  in  as- 
suming that  angulation  has  existed  in  a  case  un- 
less we  have  seen  it.  That  is  the  criticism  that  I 
should  make  in  regard  to  these  observations. 
Three  of  the  cases  operated  on  recovered,  and 
subsequently  the  fecal  matter  passed  per  vias 
naturales.  There  was,  therefore,  nothing  to 
prove  angulation  except  a  conclusion  of  the  au- 
thor that  this  condition  existed  instead  of  a  vol- 
vulus. It  is  true  that  in  the  aged  we  do  have  a 
lengthening  of  the  sigmoid,  a  very  long  mesen- 
tery, due,  as  stated  by  the  author,  to  the  drag- 
ging down  of  the  meso-colon  by  masses  of  fecal 
matter  in  the  sigmoid  and  rectum.  Fifteen  per 
cent,  of  all  the  cases  of  intestinal  obstruction  that 
occur  are  cases  of  volvulus  of  the  sigmoid,  and 
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there  are  quite  a  number  of  cases  where  the  sig- 
moid becomes  obstructed  as  the  result  of  a  baud. 

I  listened  with  interest  in  the  attempt  to  hear 
a  description  of  an  angulation,  an  angulation  that 
was  actually  observed,  but  the  author  did  not 
mention  it.  It  was  simply  a  conclusion  that  be- 
cause these  patients  recovered,  and  because  noth- 
ing could  be  found  in  the  brief  examination  under 
local  anesthesia,  that  therefore  the  condition  was 
caused  by  an  angulation.  Even  in  the  cases  of 
mild  degree  it  does  not  seem  to  me  a  hard  and 
fast  conclusion  that  there  was  an  angulation  :  a 
half  twist  would  account  for  the  symptoms  just 
as  much  as  an  angulation  which  has  not  been  ob- 
served. 

Treves  made  some  experiments  with  regard  to 
the  formation  of  these  volvuli  in  the  sig- 
moid, and  he  details  a  series  of  experiments 
in  which  the  intestine  was  distended  artificially, 
and  as  this  distention  went  on  the  in- 
testine was  seen  to  make  a  half  turn  on  itself, 
and  subsequently,  when  the  distention  was  re- 
lieved, the  intestine  likewise  straightened  out,  so 
I  do  not  think  it  stands  proven  that  any  of  these 
cases  were  really  cases  of  angulation.  I  do  not 
see  how  the  author  can  explain  how  there  did  not 
exist  a  half  volvulus  or  a  full  volvulus,  but  in- 
stead an  angulation.  The  very  operation  the 
doctor  performed  on  these  cases  that  recovered 
would  accomplish  what  Treves  did  when  by  re- 
lieving the  distention  of  the  gut  it  spontaneously 
untwisted.  So  much  for  the  question  of  angula- 
tion. It  seems  to  me  we  must  say  with  regard  to 
these  very  interesting  cases,  "An  angulation  is 
not  proved."  I  do  not  see  how  he  can  say  there 
was  an  angulation  unless  he  saw  it. 

I  can  only  add  my  most  hearty  approval  of 
what  the  writer  has  said  as  to  the  treatment  of 
these  conditions.  There  is  nothing  that  can  be 
done  worse  for  the  cases  of  intestinal  obstruction 
than  to  give  them  cathartics.  There  is  nothing 
which  will  precipitate  an  unfortunate  conclusion 
so  quickly  and  absolutely  as  the  administration  of 
cathartics,  particularly  the  violent  ones.  Cases 
of  intestinal  obstruction  as  they  come  to  the  sur- 
geon divide  themselves  into  two  classes,  not  with 
reference  to  the  anatomical  condition  which  ex- 
ists, but  with  regard  to  the  condition  of  the  pa- 
tient, which  is  the  most  important  thing.  We 
get  a  great  many  cases  almost  in  est  rem  is,  and 
in  a  certain  other  class  of  cases  we  get  chronic 
obstruction.  It  is  possible  in  the  cases  of  chronic 
obstruction  that  it  may  be  advisable  to  do  an  ana- 
tomically complete  operation,  but  the  surgeon 
who  attempts  to  do  an  anatomically  complete 


operation  on  the  first  class  of  cases  will  add  to 
his  post-mortem  records  and  find  out  what  is  the 
matter  on  autopsy. 

In  all  cases  of  that  sort  I  have  with  great  suc- 
cess adopted  (ireig  Smith's  procedure  and  de- 
vice. His  device  is  to  seize  the  first  coil  of  intes- 
tine that  comes  to  view  that  is  distended  and 
make  an  artificial  anus.  I  have  made  after  his 
method,  and  I  can  recommend  it  to  all  who  have 
occasion  to  work  in  this  class  of  cases.  Opening 
the  abdomen  he  pulls  out  a  sharp  loop  of  intes- 
tine  and  then  introduces  into  each  arm  of  the  gut 
a  very  large  sized  rubber  tube.  I  use  a  piece  of 
rubber  tubing  bigger  than  my  thumb.  I  put  my 
piece  of  tubing  into  each  arm  of  the  intestine  and 
secure  it  with  a  purse  string  suture.  I  leave  the 
rubber  tube  six  inches  long.  I  put  in  a  few  peri- 
toneal sutures  and  anchor  the  tube.  The  tube  i:: 
put  in  the  false  opening  with  a  clamp  on  each 
end,  the  object  of  which  is  to  prevent  the  fecal 
contamination  of  the  wound.  The  purse  string 
suture  is  secured  much  as  in  the  insertion  of  the 
Murphy  button.  Then  we  immediately  pull  out 
the  purse-string  suture  around  each  tube.  The 
dressings  are  then  put  on  and  the  clamps  re- 
moved, and  in  most  cases  there  will  be  a  dis- 
charge of  fecal  matter. 

I  have  had  in  the  last  year  four  cases  of  the 
kind  described  by  Dr.  Delatour,  three  of  them  in 
old  people,  one  in  a  lady  of  about  50.  That  case 
I  think  is  worth  detailing  briefly,  because  it  shows 
what  can  be  done  by  rapid  surgery,  and  also  by 
surgery  of  the  sort  I  have  described,  that  is  to 
say,  there  being  no  attempt  to  reach  the  cause  of 
obstruction,  but  simply  to  release  the  obstruction. 
This  lady  came  with  obstruction  of  five  days' 
standing.  When  I  saw  her,  heavy  beads  of  sweat 
were  on  her  forehead,  her  pulse  was  140  and  she 
was  vomiting  fecal  matter.  I  sent  her  to  the 
operating,  room  and  washed  out  the  stomach. 
This  is  important.  In  this  case  the  stomach  was 
washed  out  until  fluid  returned  clear,  and  then 
under  cocaine  anesthesia  I  did  the  operation  I 
outlined.  I  easily  found  a  protruding  coil  of  in- 
testine, slipped  in  the  drainage  tubes  and  drew  the 
purse-string  sutures  tight,  and  soon  feces  began  to 
pour  from  the  tubes.  She  made  an  excellent  re- 
covery ;  in  a  week  she  passed  fecal  matter  by  the 
natural  channels,  and  at  the  end  of  three  months 
she  was  passing  everything  per  vias  naturalcs. 
whereupon  I  did  an  operation  for  closure  of  the 
artificial  anus,  and  she  made  a  complete  recov- 
ery. Any  procedure  but  the  one  adopted  in 
that  case  would  have  resulted  in  the  loss  of  the 
patient.    I  cannot  conclude,  because  the  patient 
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got  well,  and  she  afterwards  passed  feces  by  the 
natural  ways,  that  she  had  an  angulation.  I  do 
not  know  ;  she  may  have  had. 

A  case  I  saw  three  weeks  ago  was  similar  to 
that  related  by  the  doctor.  I  saw  a  man  of  76 
with  constipation  lasting  six  weeks.  He  had  just 
come  from  Europe  and  had  a  good  deal  of  trouble 
on  the  steamer,  and  did  not  have  a  passage  for 
four  or  five  days.  I  made  a  median  line  incision, 
put  the  tubes  in,  purse-stringed  them  into  the  gut, 
and  then  took  off  the  clamps.  The  force  of  the 
feces  was  so  great  that  it  shot  up  over  my  shoul- 
der. He  made  an  excellent  recovery.  He  is  now 
passing  practically  all  his  fecal  movements  by 
the  natural  channel  and  practically  nothing  at  all 
by  the  artificial  anus,  but  in  a  man  of  that  age  I 
should  not  expect  to  do  an  operation  to  close  the 
artificial  anus,  if  it  gives  no  trouble. 

I  had  a  similar  case  in  a  patient  80  years  of 
age. 

One  thing  I  want  to  speak  of  in  all  the  work 
for  intestinal  obstruction  is  this :  that  the  sur- 
geon who  starts  out  with  the  intent  to  do  an  ana- 
tomically complete  operation  will  in  three  cases 
out  of  five  lose  his  patients.  The  safest  way  in 
my  judgment  is  this  as  recommended  by  Greig 
Smith.  It  keeps  the  fecal  matter  out  of  the 
wound,  the  discharges  can  be  attended  to  quite 
readily,  and  up  to  the  present  I  have  never  lost 
a  case  since  adopting  this  precedure. 

Dr.  G.  K.  Fowler:  It  would  seem  as  if  the 
pathologico-anatomical  conditions  present  in 
cases  of  obstruction  occurring  at  the  sigmoid 
flexure  is  really  the  question  at  issue.  Of  course, 
it  is  well  known  that  such  a  thing  as  angulation 
of  any  portion  of  the  large  intestine  must  be  rare, 
since  none  of  the  authorities  mention  it.  That, 
however,  does  not  say  it  cannot  exist  or  that  it 
cannot  occur.  A  condition  which  does  occur, 
however,  that  of  volvulus,  it  seems  to  me  may  so 
closely  simulates  that  of  angulation  (if  angulation 
occurs),  and  granting  that  it  does  occur,  must  so 
closely  simulate  the  symptoms  of  volvulus  that 
clinically  it  would  be  practically  impossible  to  dif- 
ferentiate between  them.  Volvulus  occurring  at 
the  sigmoid,  and,  of  course,  we  know  in  the  large 
majority  of  cases  it  occurs  at  this  point,  as  Dr. 
Hristow  has  said,  is  of  comparativelv  frequent 
occurrence,  that  is  to  say,  as  compared  with  other 
causes  of  obstruction,  and  certainly  as  compared 
with  other  causes  of  obstruction  in  the  large  in 
testine  it  is  the  predominating  lesion. 

When  we  consider  that  in  cases  of  Glenard's 
disease,  where  the  colon  is  found  in  the  pelvis, 
where  the  stretching  upon  the  attachments  of  the 
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ascending  and  transverse  colon  are  such  as  to 
bring  these  almost  always  below  the  level  of  the 
umbilicus,  and  frequently  in  a  doubled  up  con- 
dition following  the  descent  of  the  transverse 
colon,  the  wonder  is  that  angulation  does  not  oc- 
cur in  these  cases,  and  yet  there  is  no  record  in 
the  literature  that  I  have  access  to  of  angulation 
of  the  large  intestine,  even  in  cases  of  Glenard's 
disease,  and  Glenard's  disease  1  may  remind  you, 
perhaps,  is  becoming  to  be  more  and  more 
recognized,  and  every  year  that  passes  we  are 
called  upon  to  operate  for  an  increasingly  large 
number  of  cases  of  enteroptosis,  either  from 
lengthening  of  the  mesentery  or  for  some  con- 
genital conditions  pre-existing,  for  the  leveling 
up  and  securing  in  position  of  the  large  intestine, 
together  with  the  stomach  and  the  usual  accom- 
paniment of  floating  kidney  in  these  cases,  and 
yet  we  do  not  see  cases  of  angulation.  I  am  re- 
minded to  speak  of  this  because  in  the  autopsy 
which  Dr.  Delatour  details,  the  conditions  were 
just  such  as  might  occur  in  a  case  of  enteroptosis, 
viz. :  an  angulation  at  the  junction  of  the  sigmoid 
and  the  descending  colon,  and  this  is  precisely 
where  we  would  expect  the  angulation  to  occur 
in  Glenard's  disease. 

The  case  first  detailed  by  Dr.  Delatour  oc- 
curred in  my  own  service  at  the  Seney  Hospital. 
I  do  not  recall  now  that  any  conclusion  was  ar- 
rived at,  at  that  time,  as  to  the  cause  of  the  ob- 
struction. 

The  appearance  presented  on  opening  the  ab- 
dominal cavity  in  cases  of  obstruction,  particularly 
if  it  be  of  several  days  standing,  is  of  enormously 
distended  intestines.  It  is  almost  impossible  to 
find  the  flattened-out  intestine  above  the  point  of 
obstruction,  and  this  is  the  foundation  for  Greig 
Smith's  recommendation.  Of  course,  theoret- 
ically one  should  place  the  artificial  anus  as  low 
as  possible,  but  to  find  the  last  coil  you  must 
come  to  a  point  where  the  flattened  and  ballooned 
intestines  meet.  Those  of  you  who  have  seen 
these  conditions  will  readily  understand  how  diffi- 
cult it  is  to  determine,  first,  the  exact  point  of 
obstruction,  and  second,  the  exact  lesion  present. 
Eventration  will  help  in  this  condition,  but  doing 
this  adds  so  greatly  to  the  shock  that,  as  Dr. 
Bristow  has  said,  our  post-mortem  records  would 
be  greatly  augmented  if  this  were  resorted  to,  so 
that  in  view  of  all  these  facts,  while  I  am  quite 
sure  that  Dr.  Delatour's  observations  have  been 
made  in  a  perfectly  correct,  concise  and  conscien- 
tious manner,  vet  I  think  he  himself  must  feel  a 
little  doubt  as  to  the  exact  pathologico-anatomical 
condition  present. 
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The  question  of  the  conditions  existing  in  vol- 
vulus have  been  gone  over.  I  do  not  remember 
that  Dr.  Delatour  in  any  of  the  cases  operated 
on,  or  in  the  record  of  the  autopsy,  stated 
whether  or  not  there  was  fluid,  or  any  conside- 
erable  amount  of  fluid,  present  in  the  abdominal 
cavity.  We  know  that  in  cases  of  volvulus,  in 
cases  where  the  mesentery  itself  is  the  subject 
of  a  twist,  or  where  the  intestine  is  the  subject  of 
so  grave  an  anatomico-mechanical  condition  as  a 
twist,  we  know  there  is  a  large  amount  of  fluid 
thrown  out,  which  pours  into  the  abdominal  cav- 
ity, and  infection  takes  place  very  quickly ;  an  in- 
fection not  necessarily  the  result  of  perforation 
of  the  intestine  but  due  to  the  passage  of  bacteria 
through  the  wall  of  the  gut,  the  nutrition  of  the 
latter  having  been  so  much  interfered  with  as  to 
allow  this  transmigration,  as  it  might  be  called, 
of  the  bacteral  elements,  so  that  where  volvulus 
occurs,  whether  upon  the  mesentery  or  as  actual 
twist  of  the  small  intestine,  there  is  a  large 
amount  of  fluid  poured  out ;  of  course,  largely  de- 
pending on  the  length  of  time  that  the  mechanical 
interference  has  existed — the  interference  with 
the  passage  of  blood  from  the  intestine  and  non- 
interference with  the  passage  of  blood  to  the  in- 
testinal wall. 

Those  of  you  who  have  seen  hernia  that  has 
been  strangulated  for  a  day  or  two  will  have 
noted  the  peculiar  turbid  fluid,  and  the  large 
amount  of  it  sometimes  found  in  the  hernial  sac. 
This  condition  occurs  in  volvulus  and  may  be 
demonstrated  if  the  lowermost  portion  of  the  ab- 
dominal cavity  or  the  pelvis  is  explored  at  the 
time. 

As  to  the  treatment  of  cases  of  intestinal  ob- 
struction occurring  at  the  sigmoid  flexure:  The 
doctor  has  gone  carefully  into  the  matter  of  the 
presence  or  absence  of  carcinoma  at  this  point, 
because,  as  is  generally  understood,  this  is  a 
favorite  place  for  carcinoma,  but  this  should  be 
felt  per  rectum.  You  could  hardly  expect  it  in 
an  angulation  or  volvulus  ;  that  is,  so  pronounced 
a  tumor. 

I  can  heartily  endorse  all  Dr.  Bristow  has  said 
in  the  matter  of  conservative  treatment  of  in- 
testinal obstruction,  but  it  does  seem  to  me  that 
some  exception  might  be  made  in  the  cases  of 
angulation  occurring  elsewhere  than  at  the  sig- 
moid flexure ;  angulation  occurring  where  the 
operation  is  done,  for  instance,  in  post-operative 
cases  one  would  scarcely  expect  so  much  or  so 
great  difficulty  in  post-operative  intestinal  ob- 
struction in  locating  the  point  of  obstruction.  It 
is  usually  found  in  the  coil  of  intestine  adjacent 


to  the  fold  of  the  original  loop,  and  quite  fre- 
quently some  of  the  gut  exhibits  itself  to  the  sur- 
geon as  he  opens  the  abdomen,  taking  it  for 
granted  that  these  cases  of  obstruction  occurring 
after  operation  are  due  to  the  presence  of  adhe- 
sions and  angulation  produced  by  the  adhesions. 
Here  it  would  hardly  seem  necessary  to  simply 
open  the  abdomen,  pick  up  a  coil  of  distended  in- 
testine, introduce  a  tube  and  close  it  again.  It 
would  seem,  since  the  adhesions  were  recently 
formed,  they  must  be  easily  broken  up  and  the 
patient  relieved  from  the  very  great  inconven- 
ience, to  say  nothing  more,  of  an  artificial  anus. 
Even  surgeons  themselves  in  the  old  days  recog- 
nized what  an  artificial  anus  meant  to  a  patient. 
You  know  one  of  the  celebrated  French  surgeons 
once  said,  that  if  he  were  born  without  an  anus, 
and  he  was  operated  upon  and  an  artificial  anus 
made,  that  he  would  have  but  one  ambition  in  life 
thereafter,  and  that  would  be  to  grow  up  and  find 
the  surgeon  who  had  thus  operated,  and  kill  him. 

Dr.  G.  R.  Butler:  This  question  is  really  one 
for  the  surgeon.  Those  of  us  who  practice  in- 
ternal medicine  will  see  comparatively  few  cases 
of  intestinal  obstruction,  and  when  we  do  en- 
counter them  we  turn  them  over  to  our  surgical 
friends,  so  I  rather  fancy  we  will  have  to  leave 
it  to  the  surgeons  to  fight  out  the  truth  of  Dr. 
Delatour's  very  ingenious  theory  as  to  the  causa- 
tion of  the  obstruction  in  these  cases.  I  do  not 
recall  having  seen  a  case  of  intestinal  obstruc- 
tion which  was  due  to  any  such  cause  as  that  de- 
scribed by  the  reader  of  the  paper.  Those  cases 
that  I  have  had,  and  which  I  have  turned  over  to 
my  surgical  friends,  have  proved  to  be  one  of  the 
more  ordinary  varieties,  either  a  volvulus,  intus- 
susception or  strangulation  in  a  mesenteric  slit  or 
an  adhesion  causing  strangulation. 

I  was  sufficiently  interested  in  the  very  in- 
genious and  certainly  plausible  theory  advanced 
by  Dr.  Delatour,  to  look  it  up  in  some  of  the 
larger  and  more  encyclopedic  text  books.  I 
could  find  nothing  in  regard  to  angulation  of  the 
sigmoid  flexure  itself.  Curschmann  describes  an 
acute  angulation  of  the  c?ecum  and  also  acute  an- 
gulation of  the  hepatic  flexure  of  the  colon  and 
acute  angulation  of  the  splenic  flexure  of  the 
colon.  Of  course,  he  devotes  considerable  space 
to  the  question  of  volvulus  of  the  sigmoid  itself; 
the  sigmoid  being  particularly  long  and  loose,  its 
attachment  is  very  readily  twisted.  Curschmann, 
however,  speaks  of  an  abnormal  congenital  loop 
between  the  lower  end  of  the  sigmoid  and  the 
upper  end  of  the  rectum,  dipping  down  into  the 
pelvis,  so  that  the  lower  end  of  the  colon  lies  deep 
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down  in  the  pelvis.  It  is  hardly  possible  that  that 
abnormality,  which  would  amount  practically  to 
an  angulation,  should  have  occurred  in  as  many 
cases  as  we  have  heard  reported  this  evening. 
The  subject  is  of  special  interest.  I  think  Dr. 
Delatour  is  to  be  congratulated  for  having 
brought  it  before  us,  but  the  weight  of  evidence 
seems  to  be  rather  against  the  theory  of  angula- 
tion, judging  from  the  contribution  to  the  discus- 
sion of  our  two  surgical  friends. 

There  is  one  point  that  Dr.  Bristow  brought 
up  that  has  always  been  a  little  tender  one  with 
me.  The  surgeons  all  tell  us  we  must  not  give 
laxatives  or  cathartics  in  intestinal  obstruction. 
If  it  comes  on  suddenly  with  violent  symptoms, 
the  chances  are  we  would  not,  but  we  all  see 
cases  come  on  with  some  slowness.  They  re- 
semble at  first  any  other  case  of  constipation. 
One  sees  sometimes  very  obstinate  cases  of  con- 
stipation. One  gives  mild  laxatives,  they  do  not 
operate;  one  gives  something  more  active.  One 
has  got  to  give  it.  One  would  not  call  it  in- 
testinal obstruction  because  the  bowels  have  not 
moved  for  one  or  two  days.  If  a  man  is  consti- 
pated laxatives  must  be  given  him,  and  it  strikes 
me  there  is  injustice  in  that  criticism  of  the  in- 
ternal medical  man. 

Dr.  J.  O.  Polak:  The  general  surgeons  have 
so  covered  the  ground  there  is  very  little  for  a 
gynecologist  to  say.  Again,  as  volvulus  which 
is  the  only  competing  condition  with  Dr.  Dela- 
tour's  angulation,  occurs  four  times  more  fre- 
quently in  men  than  in  women,  it  leaves  me  less 
to  say.  It  seems  possible,  from  considering  the 
anatomical  relations  of  the  sigmoid  in  the  aged, 
that  the  condition  described,  or  the  deductions 
made  rather,  by  Dr.  Delatour,  could  exist.  We 
know  that  volvulus  occurs  more  frequently  in  old 
age,  we  know  that  the  tissues  are  particularly 
lax,  we  know  that  naturally  there  is  a  very  sharp 
angle  between  the  sigmoid  and  the  rectum,  and 
there  is  a  short  attachment,  and  it  is  reasonable 
to  suppose  that  such  a  condition  could  be  possi- 
ble, though  from  the  history  of  his  cases  I  can- 
not see  that  he  has  brought  out  anything  that 
would  point  more  distinctly  to  that  than  to  what 
Drs.  Bristow  and  Fowler  suggested — a  partial 
volvulus  of  the  gut. 

Angulation  of  the  sigmoid  is  more  common, 
I  think,  as  a  result  of  pelvic  inflammations  and 
as  a  post-operative  condition  than  it  is  of  the  con- 
ditions that  the  doctor  has  described.  There  is 
no  question,  it  seems  to  me,  that  a  large  number 
of  post-operative,  particularly  pelvic  cases,  suffer 
from  more  or  less  angulation  of  the  sigmoid. 


This  has  been  demonstrated  repeatedly  by  the 
use  of  the  sigmoidoscope,  finding  a  certain 
amount  of  fixation  of  the  sigmoid.  These  cases 
frequently  are  constipated  and  have  occasional 
colicy  waves.  The  ordinary  cathartics  do  not  re- 
lieve but  increase  the  colic;  frequently  an  enema 
has  to  be  given.  These  are  post-operative  cases, 
and  what  came  up  in  my  mind  when  I  heard  the 
doctor  speak  of  this  subject  was,  how  can  we  pre- 
vent the  angulation  that  occurs  so  frequently  in 
such  post-operative  cases. 

I  think  that  the  indiscriminate  opening  of  the 
abdomen  for  minor  conditions  has  brought  about 
a  large  number  of  cases  of  more  or  less  angula- 
tion in  this  region,  because  even  if  the  abdomen 
is  opened  with  the  greatest  care  there  is  a  certain 
amount  of  traumatism,  we  do  get  adhesions  re- 
sulting, and  these  cases  have  constipation  result- 
ing that  is  relieved  only  by  enemata  and  the  like. 

The  point  that  Drs.  Bristow,  Butler  and  others 
have  spoken  of  as  to  the  treatment  of  these  cases 
of  intestinal  obstruction  is  one  that  cannot  be  em- 
phasized too  much  nor  too  often,  and  one  point 
that  Dr.  Bristow  touched  upon,  but  has  not  em- 
phasized enough,  was  the  value  of  lavage  in  cases 
of  intestinal  obstruction,  not  only  from  the  fact 
that  if  they  have  to  have  an  anesthetic,  it  will 
diminish  the  vomiting,  but  by  repeated  lavage 
you  diminish  the  tympany  and  tension  and  it 
makes  the  operation  easy.  Lavage  and  enemata 
solve  a  large  number  of  these  cases,  I  am  sure; 
that  is,  cases  of  volvulus  or  angulation,  as  the 
doctor  has  reported. 

The  question  comes  up,  Should  we  use  cathar- 
tics in  these  cases?  Medical  men  do  it  the  first 
thing,  frequently.  On  the  other  hand,  if  you  are 
practicing  surgery,  the  first  thing  you  give  is  an 
enema,  and  you  find  that  the  general  trend  of 
surgical  men  is  toward  enemata  and  lavage  rather 
than  catharsis  to  relieve  cases  of  obstipation  of 
any  sort. 

Dr.  J.  Fuhs  :  It  would  be  of  great  interest  to 
find  a  method  to  determine  that  there  is  such  a 
condition  as  angulation.  Certainly  in  other  parts 
of  the  intestine  such  a  condition  does  exist. 
There  is  no  doubt  such  a  condition  exists  from 
displacement  of  the  pyloric  end  of  the  stomach. 
That  obstruction  exists  and  we  do  not  suppose  it 
comes  from  any  ptosis.  We  think  that  that 
comes  directly  through  the  traction  of  the  dis- 
placed stomach  on  its  fixed  points  at  the  pylorus. 
That  seems  to  be  conceded.  I  think  there  are 
two  fatal  cases  reported  of  angulation  of  the  in- 
testines through  enteroptosis.  Now,  could  we 
come  nearer  to  diagnosing  a  condition  like  this 


82 


BROOKLYN  MEDICAL  JOURNAL. 


February,  1905 


through  some  methods  of  examination,  such  as 
the  inflation  of  the  bowels  (this  is  simply  a  sug- 
gestion), we  could  follow  the  course  of  the  in- 
testines. We  could  see  whether  the  condition  Dr. 
Butler  described  of  a  mesentery  of  the  sigmoid 
exists ;  we  could  possibly  demonstrate  an  angle. 
In  a  thin  subject  it  is  not  difficult  to  follow  the 
distended  intestine.  Of  course,  if  the  condition  is 
acute,  such  as  would  require  immediate  surgical 
interference,  we  need  not  lose  time  with  this 
kind  of  experiment,  but  if  the  case  is  not  so  acute 
perhaps  something  can  be  gained  by  inflation  of 
the  bowels.  A  volvulus  does  not  materially  alter 
the  position  of  the  intestines.  An  angulation 
would  entirely  alter  their  position. 

Another  condition  that  might  have  to  be  dif- 
ferentiated from  angulation  is  the  spasmodically 
contracted  sigmoid  and  the  spasmodically  con- 
tracted lower  part  of  the  ascending  colon.  This 
condition  I  have  come  across  a  number  of  times, 
and  it  is  so  persistent  that  it  leads  to  an  obstruc- 
tion of  the  bowels,  perhaps  not  as  complete  as  to 
require  immediate  surgical  interference,  but  se- 
vere enough  to  require  all  the  attention  that  one 
can  possibly  give  to  it  medicinally. 

The  question  of  cathartics :  I  think  that  is  a 
settled  matter.  If  one  suspects  an  obstruction  of 
the  bowels,  if  one  does  not  think  that  this  is  sim- 
ply an  atony  of  the  muscles  or  a  mechanical  con- 
dition that  interferes  with  the  evacuation  of  the 
bowel,  surgeon  or  no  surgeon,  one  would  not  use 
cathartics,  and  I  think  the  cases  Dr.  Butler  and 
the  rest  of  the  gentlemen  referred  to  are  the 
milder  cases  where  one  suspects  an  atony  of  the 
muscles. 

The  treatment  by  position  that  Dr.  Delatour 
advises,  it  seems  to  me,  is  a  treatment  which 
would  also  help  to  differentiate.  I  cannot  just 
exactly  see  how  much  benefit  one  would  get  in  a 
condition  outside  of  angulation  from  posture.  A 
twisting  of  the  bowels,  except  it  be  directly  proven 
to  be  due  to  a  displacement,  can  be  relieved,  and 
so  much  more  angulation  can  be  relieved  by  pos- 
ture. 

It  is  reasonable  to  assume  such  a  condition  can 
exist  at  that  point,  such  as  can  exist  at  other 
points  of  the  intestine  where  the  conditions  are 
just  as  favorable  as  at  this  point. 

Dr.  H.  B.  Delatour  :  I  seem  to  be  in  the  posi- 
tion of  the  majority  against  me. 

The  first  thing  I  want  to  speak  of  is  the 
proposition  Dr.  Bristow  has  advanced,  follow- 
ing Greig  Smith,  to  open  the  first  coil  of  dis- 
tended intestine  that  presents.  I  think  if  Dr. 
Bristow  follows  that  device  long  enough,  he  will 


regret  it.  If  a  coil  of  small  intestine  is  picked 
up  and  opened  and  an  artificial  anus  is  made  in 
the  ileum,  sometimes  even  close  to  the  caecum, 
more  certainly  if  it  is  some  distance  from  the 
caecum,  death  will  result  from  inanition  in  a  very 
short  time.  That  is  not  theory ;  that  is  proven 
fact.  I  have  seen  it  occur  in  one  case ;  I  know 
of  three  other  cases  in  this  city  where  it  occurred, 
where  a  coil  of  small  intestine  was  opened  and  an 
artificial  anus  produced  and  death  followed,  not 
from  the  previous  obstructive  condition,  but  from 
inanition.  It  may  do  very  well  in  many  cases. 
It  is  pretty  hard  for  me  to  stand  up  and  speak 
against  such  a  man  as  Greig  Smith,  but  I  am  sure 
I  am  correct  in  that  position,  and  I  say  it  is  not 
theory ;  it  is  fact. 

It  is  well  enough  to  say  that  seeing  is  believing, 
and  that  we  must  see  this  angulation  in  order  to 
satisfy  ourselves  such  a  condition  exists.  I  must 
acknowledge  I  have  not  seen  it.  It  was  a  theory, 
and  although  I  have  waited  since  1894  to  get 
some  evidence,  it  was  not  until  this  evidence  was 
presented  by  Dr.  Murray  that  I  felt  justified  in 
bringing  this  subject  before  the  Society.  In  Dr. 
Murray's  case  he  says  positively  it  was  no  twist, 
he  says  it  was  the  descending  colon,  not  the  sig- 
moid, that  was  angulated.  You  may  have  no- 
ticed the  title  of  the  paper  was  angula- 
tion at  the  sigmoid,  not  of  the  sigmoid.  In 
his  case  angulation  occurred  at  the  upper 
end  of  the  sigmoid.  The  descending  colon 
was  immensely  distended  with  fluid  and  dropped 
down,  producing  a  distinct  angle.  Now  I  do  not 
know  where  you  want  better  evidence  than  thai. 
There  was  a  case  seen  by  a  man  in  whom  we  all 
have  confidence  as  an  observer,  and  I  take  Dr. 
Murray's  word  for  it  that  there  was  an  angula- 
tion at  the  time  of  autopsy. 

In  none  of  these  cases,  and  one  case  existed  for 
three  weeks,  did  any  free  fluid  escape  from  the 
operation  wound.  I  must  acknowledge  I  can- 
not say  there  was  no  fluid  in  the  pelvis;  there 
may  have  been  some,  but  if  the  volvulus  existed 
for  three  weeks,  it  seems  to  me  that  the  circula- 
tion would  have  been  disturbed  to  a  sufficient  de- 
gree to  have  produced  a  great  deal  of  fluid  in  the 
abdominal  cavity,  and  the  abdomen  was  abso- 
lutely dry. 

Supposing  we  oper.ate  on  a  case  of  intestinal 
obstruction,  and  we  seek  the  point  of  trouble.  In 
raising  the  intestine,  in  examining  for  it,  of  a  sud- 
den the  obstruction  is  overcome ;  we  have  lo- 
cated it  in  the  neighborhood  of  the  sigmoid,  and 
in  raising  it  up  the  obstruction  is  overcome  in  our 
efforts  to  find  the  point  of  trouble.    Now  our 
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most  natural  conclusion  is  to  follow  the  teaching 
that  volvulus  is  the  common  cause,  and  without 
having  seen  the  volvulus,  you  put  the  case  down 
as  one  of  volulus.  That  is  possible  and  must  be 
acknowledged  by  the  gentlemen  who  have  dis- 
cussed this  paper  for  a  man  to  have  lifted  up  an 
angulated  portion  of  the  intestine,  and  because 
the  obstruction  has  gone  away,  to  feel  he  had 
overcome  a  condition  of  volvulus  when  no  such 
condition  has  existed. 

We  have  to  work  on  theories  in  medicine  to  a 
great  extent.  I  have  produced  a  theory,  and  I 
feel  in  Dr.  Murray's  case  I  had  some  evidence  to 
warrant  it. 

In  order  to  prove  that  it  is  possible,  that  what 
I  say  about  volvulus  not  existing  may  happen,  I 
would  like  to  quote  from  a  description  of  an 
operation  by  Reese  in  his  paper  on  "Volvulus  of 
the  Sigmoid  as  a  Result  of  Meso-Sigmoiditis." 
He  operated  on  his  case  with  a  diagnosis  of  vol- 
vulus in  his  mind ;  he  went  to  the  point  of 
trouble ;  he  found  the  sigmoid,  and  here  are  his 
words : 

"The  sigmoid  was  not  twisted  when  the  abdo- 
men was  opened,  but  a  slight  impulse  given  to 
the  upper  half  of  it  sufficed  to  make  it  drop  upon 
the  lower  half." 

He  includes  that  as  a  case  of  volvulus.  When 
he  opened  the  abdomen  the  obstruction  still  ex- 
isted, but  in  his  own  description  of  the  case  he 
says,  there  was  no  twist  at  that  time,  but  that  he 
could  produce  it.  To  my  mind  there  is  no  more 
evidence  that  he  had  volvulus  in  that  case  than 
there  is  evidence  in  my  three  cases  that  I  had  an- 
gulation. 
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The  President,  W.  J.  Corcoran,  M.D.,  in  the 
Chair. 

REPORT  OF  CASE:     OVARIAN  CYST  WITH  TWISTED 
PEDTCLE;  SPECIMEN. 

Dr.  F.  J.  Shoop:  Mrs.  M.  H.  T.,  multipara, 
aged  60,  has  suffered  several  years  from  gaseous 
indigestion  ;  is  very  obese.  One  sister  has  a  uter- 
ine fibroma,  another  sister  died  30  years  ago  after 
a  second  laparotomy  for  ovarian  tumor.  Eight 
months  ago  this  patient  was  seen  by  Dr.  L.  G. 


Langstaff  and  myself  for  the  relief  of  severe 
pain  in  right  side,  which  was  diagnosed  as  intes- 
tinal colic  after  the  pain  had  subsided  sufficiently 
to  permit  of  the  necessary  palpation  to  exclude 
appendicitis  and  movable  kidney.  No  tumor  was 
then  discoverable  above  the  pelvic  brim,  but 
thinking  from  the  history  there  might  be  some 
ovarian  trouble  she  was  requested  to  call  at  my 
office  later  for  examination ;  this  she  did  not  do. 
On  July  3d  she  was  seized  with  acute  pain  on  the 
left  side  and  syncope.  Dr.  Skelton  who  was  first 
called  in,  found  a  large  tumor  in  the  abdomen  ex- 
tending to  the  umbilicus  and  lying  over  to  the 
left  side. 

Diagnosis :  Ovarian  cyst  and  twisted  pedicle. 
I  saw  the  case  a  few  days  later  and  concurred  in 
the  diagnosis,  advising  operation. 

The  lower  portion  of  the  tumor  mass  was  hard 
enough  to  suggest  fibroma  of  the  uterus  compli- 
cating. During  the  two  weeks  intervening 
between  that  time  and  the  time  of  the  operation 
the  size  of  the  tumor  had  perceptibly  increased. 
July  23d  I  removed  the  specimen  here  shown, 
which  proved  to  be  a  right  ovarian  cyst  and  the 
pedicle  was  twisted  as  you  see ;  the  cyst  con- 
tained 8  pints  of  dark  bloody  fluid  and  blood- 
clots,  showing  there  had  been  a  continuing  hem- 
orrhage into  the  cyst ;  the  base  of  the  cyst  is 
thickened  and  was  what  led  me  to  think  that  part 
was  a  uterine  fibroid ;  the  uterus  was  twisted  and 
jammed  down  forward,  just  behind  the  sym- 
physis. There  were  two  very  small  fibromata 
which  were  excised,  leaving  the  uterus  because 
of  dense  adhesions  low  down  on  the  left  side  and 
leaving  the  left  ovary  which  was  in  a  state  of 
senile  atrophy. 

She  suffered  more  from  the  stomach  and  in- 
testinal troubles  than  from  the  immediate  results 
of  the  operation,  making  a  slow  but  complete  re- 
covery. 

Dr.  J.  O.  Polak  :  It  is  interesting  to  note  how 
these  cases  of  ovarian  cyst  with  twisted  pedicle 
will  set  up  a  new  circulation.  I  saw  a  woman 
this  fall  with  an  ovarian  cyst  who,  one  and  a  half 
years  ago  was  seized  with  very  sharp  pain  in  her 
left  side.  Prior  to  this  it  was  known  that  she  had 
a  small  cyst,  the  size  of  an  orange.  She  went  to 
bed  for  a  few  days  and  the  pain  quieted  down. 
She  tben  got  up  and  went  to  work  again,  and  has 
had  several  repetitions  of  the  attack  during  the 
one  and  a  half  years  prior  to  coming  into  the  hos- 
pital. 

At  the  time  she  came  into  the  hospital  she  pre- 
sented a  condition  about  as  follows :  The  uterus 
was  prolapsed  and  pushed  well  forward  below 
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the  pubis ;  the  cervix  was  at  the  vulva.  The  cul- 
de-sac  was  filled  with  a  large  tumor  that  seemed 
continuous  with  the  uterus,  and  it  was  exquis- 
itely sensitive.  When  lying  on  her  back  she  was 
comparatively  comfortable,  but  when  on  her  feet 
she  complained  of  intense  and  constant  backache 
and  bearing  down.  The  diagnosis  of  incarcer- 
ated ovarian  cyst  was  made,  but  not  of  a  twisted 
pedicle.  This  history  of  previous  pain  which  I 
have  given  you  was  elicited  subsequently  from 
her  physician  and  herself.  The  conditions  found 
at  operation  was  an  incarcerated  cyst  with  a  com- 
plete twist  of  the  pedicle.  The  circulation  in  the 
pedicle  was  absolutely  cut  off  by  the  twist  and  the 
tumor  getting  its  circulation  from  its  pelvic  ad- 
hesions. It  impressed  me  very  much  as  showing 
how  these  tumors  can  go  along,  even  when  they 
have  a  contents  of  blood,  as  this  particular  cyst 
showed,  and  get  their  circulation  from  the  contig- 
uous organs  when  their  own  blood  supply  is  ab- 
solutely cut  off  by  a  twisting  of  the  natural  chan- 
nels. 

Dr.  C.  R.  Hyde:  I  might  digress  a  little  and 
say  that  apropos  this  particular  case  where  an 
ovarian  cyst  can  receive  its  blood  supply  from 
outside  sources  we  can  also  have  that  in  other 
tumors.  I  remember  a  case  Dr.  Bache  Emmett 
had  at  the  Woman's  Hospital,  in  which  there 
were  several  small  fibroids  about  the  size  of  a 
pear  distributed  all  through  the  intestines.  These 
had  sloughed  off  from  the  mother  fibroid  and 
were  receiving  their  nourishment  entirely  from 
the  omentum  and  also  from  the  intestine  itself. 
They  were  apparently  in  a  very  good  state  of 
preservation  at  the  time  of  operation. 

Dr.  W.  E.  Butler:  All  these  points  have 
come  to  Dr.  Hyde  personally,  and  he  has  been 
able  to  treat  the  subject  with  a  good  deal  of 
pleasure  and  profit  to  us.  The  backache  is  cer- 
tainly the  bete  noire  after  operation,  and  that  has 
been  partially  overcome  by  raising  the  hollow  of 
the  back  during  operation.  Every  time  we  put 
our  patient  in  the  lithotomy  position  we  have  a 
stretching  of  the  spinal  column,  the  arch  is  bro- 
ken, the  curve  of  he  back  is  practically  straight- 
ened out,  and  we  get  this  stretching  of  the  liga- 
ments Dr.  Hyde  speaks  of. 

The  question  of  morphine  that  Dr.  Keenan 
speaks  of  to  emphasize  Dr.  Hyde's  paper  is  a 
good  one.  I  think  if  we  keep  morphine  away 
from  patients  they  are  better  off.  The  bowels 
act  in  a  better  manner  after  the  first  24  hours, 
and  my  custom  has  been  to  either  give  them  a 
Kemp  irrigation  or  a  1,  2,  3  enema,  and  follow 
that  with  some  mild  cathartic.    The  point  of  the 


use  of  calomel  and  salts  causing  more  gas  I  think 
is  a  very  good  one.  The  salts  particularly  seem 
to  stir  up  the  intestines. 

I  have  had  a  very  good  experience  with  eser- 
in,  but  that  subject  has  been  pretty  well  threshed 
out  at  previous  meetings. 

Nausea  following  operation  I  think  is  largely 
relieved  by  the  use  of  the  stomach  tube  on  the 
table  or  by  giving  a  large  glass  of  hot  water  to 
the  patient  as  soon  as  possible.  If  they  vomit  it 
so  much  the  better,  the  water  absorbs  the  ether, 
the  cause  of  the  nausea,  and  is  thrown  out  with 
the  vomitus. 

The  use  of  the  binder  has  been  a  rather  anx- 
ious one  for  me.  In  using  the  lap  suture  by  lay- 
ers I  have  found  patients  do  not  require  the 
binder,  and  instead  of  getting  a  new  binder  made 
by  the  Truss  people,  I  have  had  patients  wear 
the  ordinary  muslin  binder  we  use  in  the  hospital. 
They  wear  that  for  a  month  or  six  weeks,  and 
then  discard  it  unless  there  has  been  some  separa- 
tion of  the  wound. 

The  time  of  getting  up,  as  Dr.  Hyde  says,  is 
practically  a  movable  period.  One  patient  takes 
ten  days ;  another  three  weeks.  It  depends  on 
the  condition  of  the  patient  at  the  time.  Ries,  of 
Chicago,  gets  them  up  in  three  or  four  days, 
and  claims  he  has  fine  results.  He  may,  but  as 
Dr.  Hyde  said,  the  question  whether  that  is  good 
for  every  patient  is  a  debatable  one.  If  he  has 
good  support  for  the  abdominal  wall,  perhaps  he 
is  not  doing  any  harm  although  I  cannot  conceive 
of  any  device  for  the  support  of  the  abdominal 
wall  which  will  take  away  that  pull  on  the  mus- 
cles. The  large  oblique  muscles  tend  to  pull  the 
wound  apart,  and  cannot  be  overcome  with  ab- 
solute certainty  by  the  abdominal  binder.  The 
only  way  we  can  do  it  is  by  keeping  the  patient 
quiet,  and  if  we  give  them  the  two  weeks'  rest 
Dr.  Hyde  speaks  of,  we  have  gotten  good  firm 
union  in  the  scar  and  the  best  security  for  con- 
tinuous of  that  union. 

Dr.  C.  Jewett  :  I  would  like  to  ask  what  prep- 
aration of  eserin  the  doctor  has  used?  The  car- 
diac depression  may  have  been  the  result  of  im- 
purities. There  is  another  alkaloid  of  the  calabar 
bean,  calabarine,  which  Craig  says  is  the  more 
dangerous  alkaloid.  It  is  possible  this  may  be 
included  in  some  of  the  preparations  of  eserin. 
In  my  own  experience  with  eserin  in  doses  not 
exceeding  i-4oth  grain  I  have  not  observed  any 
depression  such  as  the  doctor  alludes  to  and  I 
have  used  the  drug  continuously  since  May  last. 

It  should  be  remembered  that  the  antidote  is 
atropin.    Solutions  of  eserin  kept  till  they  have 
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acquired  a  yellow  color  are  well  known  to  pos- 
sess deadly  properties.  It  is  said  of  eserin  and 
calabarine  that  one  may  be  changed  into  the  other 
by  the  action  of  dilute  acids.  My  dose  has  not 
exceeded  one-fortieth  of  a  grain  and  has  always 
been  given  hypodermically.  The  doctor  lays 
great  stress  upon  imperfect  preparation  of  the 
patient  as  one  of  the  causes  of  meteorism.  There 
are  more  important  causes  than  this.  Most  prom- 
inent are  the  exposure  and  handling  of  the  peri- 
toneum, and  I  take  it  in  the  average  case  the 
degree  of  tympany  will  be  pretty  nearly  in  pro- 
portion to  the  degree  of  insult  to  which  the  peri- 
toneum is  subjected.  Meteorism  from  the  latter 
cause  is  not  wholly  prevented  by  eserin. 

It  has  been  my  custom  for  several  years  to  give 
the  patient  a  cathartic  on  the  morning  before 
operation,  the  bowels  acting  at  night;  the  next 
morning  they  are  washed  out  with  an  enema.  I 
have  not  been  accustomed  to  clear  out  the  intesti- 
nal tract  as  thoroughly  as  formerly  practised. 
The  patient  is  given  large  quantities  of  water 
for  a  few  days  before  operation,  and  takes  it  as 
soon  after  the  operation  as  possible.  I  have  had 
no  more  trouble  with  post-operative  tympany 
under  this  practice  than  I  did  before,  when  the 
bowels  were  thoroughly  cleared  by  repeated  evac- 
uations. 

The  eserin  and  the  early  use  of  laxatives  to 
open  the  bowels  after  operation,  I  think,  is  good 
practice,  not  only  for  the  prevention  of  tympany, 
but  also  for  preventing  adhesions.  To  wait  four 
or  five  days  before  evacuating  the  bowels  is,  in 
most  cases,  I  believe,  a  mistake.  The  patient  is 
not  only  more  comfortable  with  early  evacuation 
and  lessened  distention,  but  she  is  safer  from  in- 
testinal paresis  and  from  adhesions. 

With  reference  to  backache :  Backaches  are 
common  without  operation  in  the  subjects  of  pel- 
vic disease.  Is  it  not  probable  that  the  trauma- 
tism to  which  the  peritoneum  and  other  pelvic 
structures  are  exposed  during  operation  is  one 
cause  of  the  pain.  No  doubt,  too,  it  may  often 
be  wholly  or  in  part  a  myalgia  from  chilling. 

The  binder  is  supposed  to  prevent  hernia,  to 
support  the  abdomen,  to  take  off  the  strain  from 
the  wound,  the  tension  upon  the  stitches.  This 
it  may  do  when  properly  applied  only  over  the 
lower  half  of  the  abdomen,  but  if  the  binder  ex- 
tends up  to  the  ensiform  why  should  it  not  have 
the  opposite  effect? 

Too  much  constriction  of  the  entire  abdomen 
may  favor  hernia.  The  excessive  intra-abdominal 
tension  maintained  by  a  tight  binder  over  the 
whole  abdomen  tends  to  force  the  abdominal  con- 


tents out  in  the  direction  of  least  resistance — 
through  the  wound.  After  operation,  if  all  goes 
well,  union  is  as  strong  as  it  ever  will  be  at  the 
end  of  about  six  weeks.  As  a  rule  there  is  no 
need  of  abdominal  support  after  that  period.  If 
union  has  failed,  the  supporter  will  not  remedy 
the  trouble. 

With  regard  to  getting  out  of  bed,  the  practice, 
as  the  doctor  says,  must  vary  somewhat  with  dif- 
ferent cases.  With  patients  that  are  doing  well, 
I  let  them  sit  up  in  bed  for  meals,  and  for  using 
the  bedpan  after  the  tenth  day,  and  get  out  of 
bed  on  the  fourteenth.  Patients  are  usually  kept 
in  bed  too  long. 

Dr.  O.  A.  Gordon  :  I  have  just  one  sugges- 
tion to  make  in  regard  to  the  backache.  I  have 
noticed  it  is  a  custom  in  some  hospitals  in  apply- 
ing the  dressings  after  operation  to  put  the  pa- 
tient up  on  a  block,  and  that  certainly  puts  very 
great  strain  on  the  spinal  column.  I  have  noted 
in  several  instances  (where  that  has  been  done) 
very  severe  backache. 

In  regard  to  the  use  of  trional,  the  doctor  sug- 
gests ten  grain  doses.  I  have  seen  three  grains 
of  trional  have  a  very  pleasing  effect,  and  with 
some  cases  I  think  three  grains  will  do  as  good 
work  as  ten  or  fifteen  in  others.  I  think  it  is  bet- 
ter to  give  the  smaller  dose  with  instructions  to 
repeat,  if  necessary. 

Dr.  Joseph  F.  Todd:  In  the  aseptic  post- 
operative convalescence  three  things  engross  the 
mind  of  the  surgeon :  firstly,  the  prevention  of 
shock ;  secondly  the  condition  of  the  skin,  kid- 
neys and  intestine,  and  thirdly,  the  comfort  of 
the  patient. 

Therapeutists  advise  us  that  morphine  is  stim- 
ulating constipating  and  .diaphoretic  as  well  as 
analgesic. 

Accepting  as  correct  this  teaching,  then  mor- 
phine is  the  most  useful  post-operative  drug 
which  we  possess.  The  stimulation  will  combat 
shock,  the  diaphoresis  promote  a  healthy  activity 
of  the  skin,  a  desirable  thing  of  itself,  and  a  re- 
lief to  congested  kidneys. 

As  an  analgesic  it  will  relieve  the  distress, 
discomfort,  restlessness,  or  whatsoever  name  by 
which  we  may  characterize  the  unrest  after  op- 
eration as  no  other  drug  will,  and  more  quickly 
and  consistently  for  medication  by  mouth  will  be 
rejected,  as  a  rule,  for  24  or  36  hours  and  cer- 
tainly after  that  time  in  the  great  majority  of 
cases  morphine  is  unnecessary.  We  do  not  ad- 
vocate large  amount  of  morphine,  but  in  sufficient 
quantity  and  frequency  to  relieve  the  symptoms 
indicated. 
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Concerning  the  locking  up  of  the  intestines, 
this  has  been  in  our  experience  an  abuse  of  the 
remedy,  the  intestine  or  both.  All  are  agreed 
that  early  evacuation  of  the  bowel  is  advisable; 
the  worse  the  case,  i.  e.,  the  greater  the  number 
of  adhesions  and  difficulties  encountered,  the 
earlier  should  the  bowels  be  moved ;  and  certainly 
when  the  intestine  shows  activity  by  discernible 
peristalsis  whether  painful  or  not,  a  cathartic,  not 
an  analgesic,  is  indicated  by  common  sense. 

Dr.  J.  O.  Polak  :  Post-operative  vomiting  and 
tympany  are  two  points  upon  which  I  wish  to 
speak.  Most  of  us  prepare  our  patients  in  about 
the  same  way,  as  Dr.  Jewett  has  described.  Some 
of  us  go  a  little  further  and  keep  our  patients  in 
bed  for  two  days,  preparing  them  on  the  second 
day  before  operation  and  giving  them  ichthyol  or 
salol  during  the  day  just  preceding  operation, 
and  an  enema  early  in  the  morning  before  going 
on  the  table.  During  this  time  they  are  on  a 
strained  soup  diet.  Such  a  plan  will  give  us  well 
prepared  intestines. 

There  are  three  points  in  the  control  of  tym- 
pany and  vomiting  that  have  served  me  very  well. 
I  have  recently  learned  how  to  use  eserin.  It 
should  be  used  hypodermatically  in  1-30  or  1-40 
grain  doses  the  moment  the  abdomen  is  opened, 
not  when  the  patient  is  coming  off  the  table,  but 
before  the  intestines  are  handled.  Immediately, 
on  the  closure  of  the  operation  an  enema  or  a 
pint  of  salt  solution  should  be  left  in  the  bowel, 
and  that  same  night  an  A.  B.  &  S.  pill  should  be 
given  and  in  the  morning  an  ordinary  enema,  and 
with  such  a  combination  as  that  we  get  the  effect 
of  eserin  in  its  fullest. 

Another  point  that  has  served  me  well  has  been 
the  employment  of  lavage  at  the  completion  of 
the  operation.  Lavage  certainly  takes  away  with 
it  a  certain  amount  of  the  ether,  which  is  elimi- 
nated out  by  the  mucous  membrane  of  the  stom- 
ach, and  it  materially  diminishes  the  post- 
operative vomiting.  This  lavage  may  be  repeat- 
ed, if  necessary,  and  there  is  nothing  I  think  that 
works  better  than  lavage  from  above  and  colon 
migation  from  below,  for  gas  distention.  This 
combination  not  only  causes  cessation  of  the  vom- 
iting in  many  instances,  but  gives  the  patient  com- 
parative comfort. 

One  other  thing  we  do  not  take  into  considera- 
tion enough  is  the  posture  of  our  patients.  There 
is  no  question  but  that  the  use  of  the  Fowler  po- 
sition does  diminish  the  tendency  to  vomiting, 
and  these  patients  also  seem  to  handle  their  in- 
testinal tracts  better,  so  that  lavage,  the  use  of 
eserin,  posture  and  the  proper  preparation  of  the 


patient,  with  either  enemata  or  colon  irrigation, 
I  think,  will  cover  the  management  of  distention 
and  vomiting. 

I  am  thoroughly  in  accord  with  the  doctor  that 
the  indiscriminate  use  of  morphine  is  objectiona- 
ble, but  I  cannot  see  how  the  doctor  is  going  to 
combat  his  shock  better  than  with  an  initial  dose 
of  morphine  soon  after  the  operation,  if  the  pa- 
tient needs  it.  There  is  no  question  at  all  but 
that  morphine  is  given  much  too  often ;  in  prop- 
erly managed  cases  it  is  not  necessary.  I  do  not 
think  that  in  my  last  sixty  or  eighty  laparotomies 
that  we  have  given  more  than  a  *4,  or  possibly 
3-8  grain  of  morphine  to  any  abdominal  section, 
unless  that  patient  has  shown  symptoms  of  peri- 
tonitis. I  find  that  morphine  in  1-16  gr.  every 
four  hours  in  peritonitis  is  an  extremely  valuable 
adjuvant  to  such  other  treatment  as  we  may  in- 
stitute. It  acts  as  a  most  admirable  stimulant, 
and  at  the  same  time  where  we  have  pus  in  the 
pelvis,  or  where  pus  collections  have  been  broken 
up  we  know  the  small  intestine  disseminates  in- 
fection, and  if  we  quiet  excessive  peristalsis,  as 
we  can  by  1-16  grain  of  morphine,  we  limit  much 
of  this  dissemination  or  infection. 

In  regard  to  the  binder :  The  doctor  spoke  of 
perineal  straps.  The  Pomeroy  people  have  for 
some  time  been  making  a  binder  without  perineal 
straps.  They  employ  the  so-called  Foster  sup- 
porter, to  the  front  of  the  binder,  they  use  a 
garter  arrangement,  attached  to  the  stockings, 
it  holds  the  binder  down  without  perineal  straps 
and  is  very  comfortable.  Of  course,  men  cannot 
use  this  device. 

Dr.  W.  B.  Chase  :  This  is  a  matter  I  have 
given  a  good  deal  of  thought  to  during  the  last 
few  months,  and  I  am  glad  of  the  opportunity  of 
listening  to  what  Dr.  Hyde  has  to  say,  especially 
as  his  remarks  are  the  result  of  personal  experi- 
ence. 

One  of  the  first  considerations  after  your  pa- 
tient is  in  bed  is  the  question  of  position,  and  Dr. 
Polak  has  anticipated  many  things  I  would  have 
said.  When  a  good  many  patients  are  put  in 
bed,  the  first  thing  done  is  to  pull  the  pillow  from 
under  the  head,  the  second  not  to  allow  the  patient 
to  draw  up  the  knees,  and  the  third  not  to  allow 
them  to  separate  the  thighs,  and  nurses  are  put 
alongside  the  bed  to  enforce  these  restrictions. 
The  surgeon  should  look  after  the  comfort  and 
safety  of  the  patient  after  operation.  The  com- 
fort of  the  patient  is  a  considerable  factor,  and 
the  keeping  of  the  same  position  is  deleterious  to 
the  patient.  If  any  of  you  have  suffered  from 
flatulent  colic,  you  will  appreciate  the  comfort  of 
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changed  position.  Take  the  tender  abdomen  and 
lower  the  head  and  you  increase  the  tension  of 
the  abdominal  muscles.  If  you  give  the  patient  a 
pillow,  it  is  a  source  of  comfort. 

Unless  the  patient  has  suffered  from  peritonitis 
and  the  tissues  are  particularly  friable,  so  that  we 
fear  tension  will  separate  the  opposing  surfaces, 
or  in  the  presence  of  marked  peritonitis,  I  think 
the  inclination  of  the  patient  to  change  position 
ought  to  have  a  good  deal  of  consideration.  I 
allow  a  nurse  to  shift  a  patient  from  one  side  to 
another,  and  in  these  cases  of  abdominal  disten- 
tion from  accumulation  of  gas,  the  comfort  of 
the  shift  of  position  is  great  indeed. 

The  question  of  backache :  I  fancy  most  of 
the  backache  is  due  to  the  abdominal  distention 
and  pressure  on  the  spinal  nerves  and  their  distri- 
bution. 

There  is  a  condition  which  I  have  not  seen  ref- 
erence made  to,  but  it  is  not  uncommon.  In  dif- 
ficult operations  in  which  your  patient  is  in  col- 
lapse and  is  covered  with  profound  perspiration, 
what  can  you  do  for  their  comfort?  It  is  very 
desirable  to  dry  the  skin  and  it  is  not  easy  to  do, 
and  I  have  used  this  device  for  years :  Let  the 
nurse  take  a  piece  of  crockery  or  brick  well  heat- 
ed, wrap  it  in  a  piece  of  linen  cloth,  and  let  that 
be  passed  under  the  clothing,  avoiding  the  com- 
munication of  the  air  and  pass  it  over  the  skin  of 
the  body  as  far  as  possible.  You  get  the  stimu- 
lating effect  of  heat  and  you  get  the  absorption 
of  moisture  and  it  is  of  great  comfort  to  the  pa- 
tient. 

The  question  of  abdominal  support  is  very  im- 
portant, and  these  later  days  I  think  surgeons 
make  use  of  adhesive  plaster  to  give  support  to 
the  abdominal  wall,  but  if  distention  comes  on 
rapidly  it  is  not  long  before  the  patient  is  made 
uncomfortable  by  the  fact  that  adhesive  plaster 
does  not  give.  A  method  has  been  adopted  after 
putting  on  the  plasters  of  cutting  them  near  the 
line  of  the  median  incision  and  putting  in  tape. 
After  the  abdomen  becomes  distended,  by  loosen- 
ing the  tape  you  can  let  out  the  strips. 

I  am  in  accord  with  the  belief  that  you  do  not 
want  to  be  in  a  hurry  to  feed  the  patient  after 
laparotomy,  and  my  custom  is  to  give  them  noth- 
ing but  hot  water  for  the  first  24  hours,  and  I  be- 
lieve there  is  nothing  so  valuable.  If  vomited, 
all  right;  if  they  retain  it,  so  much  the  better. 
The  patient  comes  to  like  the  hot  water,  and  it 
gives  more  relief  than  champagne  or  ice. 

The  question  of  anodynes :  Formerly  I  almost 
excluded  the  use  of  anodynes  after  laparotomy, 
and  later  on  when  I  had  occasion  to  use  them  I 


used  codeine  rather  than  morphine  and  with  ef- 
fects which  seemed  satisfactory.  It  has  less 
power  to  relieve  pain,  but  its  constipating  and 
disturbing  effects  are  so  much  less  that  I  think 
codeine  is  superior.  Certainly  morphine  does  ar- 
rest peristalsis  to  a  considerable  degree,  but  the 
hypodermic  use  of  morphine  will  set  up  a  con- 
dition of  nausea  and  vomiting  which  may  last 
for  hours. 

Another  important  question  is  that  of  opening 
the  bowels,  and  I  believe  the  error  is  waiting  too 
long.  -I  believe  we  feel  safer  when  we  find  gas 
escapes  from  the  intestinal  tract  and  the  bowels 
have  moved,  and  I  believe  in  getting  a  move- 
ment of  the  bowel.  I  rely  on  small  enemas  with 
a  small  amount  of  mag.  sulph.  added,  repeated 
once  in  four  to  six  hours  until  the  bowels  move. 
If  they  move  in  the  first  twelve  hours  it  is  better 
for  the  comfort  of  the  patient  and  the  anxiety  of 
the  surgeon. 

Dr.  F.  J.  Shoop  :  With  Dr.  Baldwin  I  can  say 
that  patients  have  the  backache  after  operations 
other  than  opening  the  abdomen.  Yesterday  I 
operated  on  a  young  man  for  varicocele,  and  he 
had  as  bad  a  backache  as  any  abdominal  case. 
Another  thing  that  may  have  had  an  influence  in 
causing  backache  is  allowing  the  patient  to  lie  in 
the  cloths  for  an  hour  or  so  that  have  become  wet 
in  the  preliminary  cleansing  of  wound  and  by 
irrigations  during  the  operation.  I  would  sug- 
gest for  the  support  of  the  back  a  rubber  air 
cushion  partially  blown  up. 

The  use  of  hot  water  for  arresting  vomiting  is 
valuable  but  I  think  we  do  not  use  enough  at  a 
time ;  a  glassful  will  do  better  than  a  few  tea- 
spoonfuls  at  first  then  follow  with  smaller  doses ; 
it  will  help  the  paient  to  throw  off  the  mucus  in 
the  stomach  more  easily,  preventing  much  of  the 
retching  and  straining,  and  not  infrequently  the 
first  glassful  is  retained  and  no  vomiting  follows, 
in  the  Norwegian  and  other  hospitals  I  find 
they  are  using  lavage  of  the  stomach  immediately 
after  a  laparotomy  before  the  patient  becomes 
conscious,  emptying  it  of  the  ether-laden  mucus. 
In  Boston  they  are  using  the  glassful  of  hot 
water. 

Dr.  J.  C.  MacEvitt  :  I  heard  but  a  portion  of 
Dr.  Hyde's  paper,  but  I  can  gather  the  tenor  of 
his  remarks  from  the  discussion  which  has  fol- 
lowed. The  different  points  enunciated  by  Dr. 
Hyde  have  been  taken  up  by  the  gentlemen  in 
discussing  the  paper.  The  Doctor  has  given  us 
his  personal  experience,  and  in  doing  this  has 
opened  a  field  for  relation  of  personal  view  s  upon 
the  factor  of  pain  following  operations. 
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Pain  is  a  symptom  following  many  laparoto- 
mies. The  pain  in  the  back  we  can  attribute  to 
three  different  causes.  First,  to  the  position  of 
the  patient  upon  the  table.  If  the  patient  has 
been  subjected  to  a  long  operation  the  tension  of 
the  spinal  muscles  will  cause  after-pain.  We 
will  have  pain  also  following  distention  of  the 
abdomen,  tympany  which,  as  a  rule,  comes  on 
two  or  three  days  later.  We  also  have  pain  from 
developing  peritonitis,  which  is  the  most  intensi- 
fied of  all.  We  also  have  pain  from  the  stitches. 
That  has  been  verified  many  times  by  the  patient 
complaining  of  pain  over  the  site  of  the  wound. 
I  have  often  thought  that  an  improvement  could 
be  made  upon  our  operating  tables  by  having  a 
cushion  with  an  elevation  to  fit  in  the  curvature 
of  the  spine.  That  in  a  sense  would  obviate  the 
strain  of  the  muscles  of  the  spine. 

While  speaking  of  position,  many  of  us  elevate 
the  foot  of  the  bed.  We  do  that  for  two  reasons : 
first,  its  relation  to  the  circulation :  and,  second, 
to  the  fact  that  we  believe  it  lessens  the  amount 
of  nausea.  Very  recently  I  had  a  patient  that  I 
had  the  lower  portion  of  the  bed  quite  well  ele- 
vated for  the  purpose  of  preventing  adhesions. 
It  was  a  case  in  which  the  greater  portion  of  the 
peritoneum  covering  the  pelvis  had  been  de- 
stroyed, and  I  was  afraid  that  lying  in  a  prone 
position  there  would  be  a  possibility  of  adhe- 
sions. For  that  purpose  I  had  the  bed  elevated. 
There  was  marked  nausea.  It  persisted  for  two 
or  three  days,  and  she  said  to  me,  "I  believe  if 
the  bed  were  lowered  this  nausea  would  disap- 
pear." Acting  on  the  suggestion  I  had  the  bed 
lowered.  Whether  it  was  due  to  the  change  of 
position  of  the  patient  or  whether  it  was  a  psy- 
chological effect  I  am  unable  to  state,  but  the 
vomiting  ceased.  The  elevation  of  the  bed  I  be- 
lieve only  necessary  where  the  patient  has  been 
subjected  to  a  long  etherization,  or  where  we 
want  to  prevent  adhesions. 

Regarding  the  preparative  stage,  we  are  all  in 
accord  regarding  the  emptying  of  the  intestinal 
tract,  because  when  we  open  the  abdomen  we 
want  to  find  the  intestines  in  as  flaccid  a  condi- 
tion as  possible.  It  helps  us  in  our  work.  For 
that  reason  a  cathartic  within  12  or  14  hours  be- 
fore operation  and  an  enema  within  six  or  eight 
hours  is  of  very  great  advantage  to  the  patient 
and  the  operator. 

Regarding  the  question  of  cathartics  after  an 
operation,  if  we  do  an  operation  for  some  minor 
abdominal  lesion,  for  instance  an  oophorectomy, 
we  are  not  afraid  of  any  adhesions,  there  is  no 


reason  why  our  patient  should  be  given  a  ca- 
thartic. 

Regarding  the  use  of  morphine:  One  of  the 
speakers  spoke  of  morphine  acting  as  a  dia- 
phoretic. I  do  not  believe  that  to  be  the  case. 
As  a  rule,  after  taking  morphine,  you  will  find  a 
dry  throat  and  tongue  and  thirst  with  a  dry  skin. 
Morphine  can  be  given  in  cases  where  there  is 
pain  without  any  harm  in  my  opinion,  but  I 
would  not  advise  nor  would  I  give  morphine  or 
an  opiate  of  any  character  where  the  patient  is 
suffering  from  a  septic  condition.  It  simply  locks 
up  the  secretions,  a  condition  that  we  certainly 
want  to  avoid,  and  we  must  be  guided  in  our 
administration  of  morphine  by  the  condition  of 
the  patient  alone. 

The  binders :  Most  surgeons  now  use  the  ad- 
hesive strips.  With  the  adhesive  strips  over  the 
wound  there  is  very  little  danger  of  distention 
except  in  tympany.  I  do  not  believe  the  tendency 
of  the  muscles  is  to  stretch  apart.  I  think  after 
an  operation,  unless  the  intestines  are*  inflated, 
if  you  watch  the  patient  for  a  moment  the  mus- 
cular walls  will  practically  fall  together  of  them- 
selves, and  the  danger  is  from  vomiting  and  dis- 
tention by  gas,  hence  it  is  well  always  to  antici- 
pate trouble  of  that  kind  by  opening  the  adhesive 
strips,  and  for  the  comfort  of  the  patient  use  ad- 
hesive strips  plus  a  binder,  but  in  my  opinion  a 
binder  is  unnecessary. 

The  time  of  permitting  a  patient  to  get  up :  I 
believe  it  is  better  to  keep  the  patient  in  bed  longer 
than  ten  days  except  in  cases  where  the  wound 
was  a  short  one  of  one  or  two  inches,  but  if  you 
have  an  incision  of  five  or  six  inches  you  do  not 
know  from  the  superficial  appearance  of  the 
wound  just  how  much  union  of  the  fascia  and 
muscles  has  taken  place.  Where  the  wound  is  of 
some  extent  I  invariably  keep  the  patient  in  bed 
from  two  to  three  weeks,  permitting  the  patient 
after  the  twelfth  to  fourteenth  day  to  sit  up  in 
bed,  and  if  upon  examination  the  appearances 
are  indicative  of  strong  union,  I  permit  them  to 
get  up,  but  I  never  permit  them  to  leave  the  hos- 
pital inside  of  three  weeks.  Possibly  some  of, 
my  patients  have  drifted  to  others  who  have 
found  a  hernia  resulting,  but  in  my  personal  ex- 
perience I  have  never  had  a  hernia  in  my  work. 
1  simply  say  this  to  emphasize  the  fact  the  longer 
you  keep  the  patient  in  bed,  the  better.  You  cer- 
tainly can  do  no  harm. 

Dr.  C.  R.  Hyde:  I  thank  the  gentlemen  for 
the  discussion,  which  has  taken  a  wider  turn 
than  the  scope  of  my  paper.  I  want  to  correct 
an  impression ;  I  was  not  writing  my  life  history 
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as  a  laparotomy  patient,  but  there  were  a  few 
points  that  appealed  to  me  very  strongly.  I  par- 
ticularly referred  in  this  paper  to  what  we  might 
call  an  uneventful  convalescence  where  we  have 
patients  who  recover  nicely  except  for  this  back- 
ache and  distention. 

As  regards  Dr.  Jewett's  question  in  respect  to 
the  preparation  of  eserin.  I  used  Sharpe  & 
Dohme's  preparation,  the  hypodermic  tablet,  1-40 
grain. 

As  regards  Dr.  Butler's  remark  about  the  non- 
support  of  the  binder.  If  Dr.  Butler  will  take 
one  of  the  ordinary  straight  front  binders  and 
have  it  applied,  as  it  can  only  be  applied,  by  pull- 
ing these  rubber  strips  as  tightly  as  possible,  he 
will  notice  the  very  confined  effect  it  gives  and 
also  the  firm  support,  so  much  so  that  if  the 
binder  is  taken  off  for  two  or  three  days  it  will  be 
found  that  its  absence  causes  an  uneasy  feeling  in 
the  wound.  That  feeling  is  relieved  if  the  binder 
is  again  re-applied. 

As  regards  backache  being  due  to  an  insult  to 
the  peritoneum  in  abdominal  and  pelvic  opera- 
tions, I  can  simply  say  this.  I  will  take  my  own 
case.  From  the  time  I  took  my  first  whiff  of  gas 
to  the  time  I  was  brought  back  to  my  bed  was 
between  15  and  16  minutes.  The  operation  was 
eight  minutes  long.  There  was  little  insult  to  the 
peritoneum,  there  was  little  handling  of  the  in- 
testines, but  I  can  say  that  my  backache  was  the 
limit.  I  resolved  that  if  my  next  laparotomy  had 
a  backache  I  would  attend  to  that  more  than  any- 
thing else.  A  nurse  suggested  the  iodine  and 
asked  me  to  try  it.  It  relieved  the  pain  almost 
immediately.  I  have  tried  medication  too.  In 
my  own  case  the  only  thing  I  could  do  was 
to  support  the  arch  of  the  back  with  the  fists 
under  it.  Hot  bags  gave  some  relief,  but  you 
do  not  appreciate  the  severity  of  this  backache 
until  you  go  through  it.  If  the  backache  were 
relieved  for  one  hour  it  would  be  different,  but 
it  is  continuous  from  the  time  it  starts  until  it 
dies  out,  and  it  dies  out  very  slowly  indeed.  You 
cannot  sleep  or  rest  until  the  backache  disappears. 

My  position  on  morphia  was  misunderstood. 
I  often  give  morphine  in  shock,  but  I  was  refer- 
ring to  aseptic  convalescent  cases,  the  pain  being 
due  entirely  to  gas  or  to  backache.  My  position  in 
my  paper  is  that  at  that  time  I  did  not  believe  in 
giving  morphine,  and  I  had  particular  reference 
to  the  house  surgeons.  I  have  heard  house  sur- 
geons give  orders  to  use  morphine  to  relieve  sim- 
ple backache  or  pain  from  abdominal  distension, 
and  that  is  what  I  protest  against. 


I  think  Dr.  Chase's  remarks  on  change  of  po- 
sition in  bed  are  excellent.  It  is  pretty  hard  to 
lie  on  the  back,  and  you  get  a  great  deal  of  com- 
fort in  distention  if  you  can  change  the  position 
from  one  side  to  the  other,  provided  the  condition 
of  the  patient  will  allow  of  it. 

In  regard  to  backache  being  caused  entirely  by 
pelvic  operations :  Only  recently  I  removed  a 
breast.  It  was  not  a  very  long  operation,  but  that 
patient  had  a  backache  for  three  days,  which  was 
an  extremely  severe  one.  It  started  in  quite  se- 
vere and  the  iodine  did  give  relief.  It  quieted 
down  almost  absolutely,  but  started  up  again. 
That  is  the  kind  of  backache  I  do  not  understand, 
a  backache  appearing  when  the  peritoneal  cavity 
has  not  been  opened.  I  think  it  is  due  to  the 
table.    Some  patients  do  not  have  it  at  all. 

There  is  one  point  I  left  out  in  my  paper,  and 
that  is  the  wetting  a  patient  receives  while  on  the 
operating  table  from  very  free  wound  irrigations. 
Everything  gets  pretty  well  soaked.  The  pa- 
tients are  fairly  well  dried  off  in  the  operating 
room,  but,  as  a  rule,  1  do  not  think  they  are  dried 
off  enough.  Then  the  patient  is  put  to  bed  with 
a  wet  night  gown,  and,  in  addition,  is  perspiring 
quite  freely.  It  necessitates  a  change  of  night 
gown  two  or  three  times  within  the  first  16  or 
18  hours.  That  is  the  time  I  believe  a  pa- 
tient can  get  a  cold.  The  surgeon  should  tell 
the  nurse  to  watch  for  any  signs  of  perspiring 
of  the  patient  and  see  that  the  night  gown  is 
changed.  We  have  enough  bronchitis  following 
operations  after  long  anesthesia,  and  if  we  can 
cut  out  anything  at  all  which  will  ward  off  a 
bronchitis  as  the  wet  nightgown,  so  much  the 
better.  I  believe  we  can  do  this  by  instructing 
the  operating  room  nurse  to  be  particular  in 
wiping  off  the  patient  well  before  leaving  the 
operating  room,  and  also  instructing  the  nurse  in 
the  ward  to  see  that  the  patient's  night  gown  is 
changed  every  time  this  wetting  or  perspiring 
occurs. 
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Dr.  Jacob  Fuhs  read  "The  History  and  Com- 
ments on  a  Case  of  Primary  Dilatation  of  the 
Stomach."  Among  other  things,  he  said  that 
case  was  that  of  a  man  20  years  old.  Family 
history  good,  had  neurotic  taint.  Five  years  ago 
complained  of  pain  after  meals  and  vomited  food. 
Since  he  has  not  been  entirely  well  and  deficiency 
in  swallowing  gradually  increased.  Was  forced 
to  push  food  down  oesophagus.  On  examination 
was  tall  and  long  chested.  Stomach  was  dis- 
placed downward.  Had  area  of  dullness  of  right 
side  of  spine.  On  introduction  of  tube,  14  inches, 
about  one  pint  of  a  colorless  fluid  was  removed 
after  test  meal,  which  showed  a  trace  of  acidity 
due  to  lactic  acid.  The  tube  being  further  intro- 
duced into  the  stomach,  brought  forth  100  c.  c. 
of  a  mixture  of  fluids  and  solids,  yellow  in  color 
and  containing  an  excess  of  hydrochloric  acid.  On 
second  examination,  one  hour  after  test  meal,  the 
tube  was  inserted  18  inches  before  any  fluid  es- 
caped. On  further  introduction,  300  c.  c.  was 
removed  from  the  oesophagus  and  200  c.  c.  from 
the  stomach,  the  tube  not  being  removed  while 
obtaining  both  specimens. 

An  X-ray  exposure,  taken  at  the  German  Hos- 
pital after  swallowing  a  tumbler  of  water  in 
which  bismuth  subnitrate  was  held  in  suspension, 
showed  a  decided  shadow  to  the  right  o'f  vertebra, 
extending  the  whole  length  of  the  canal. 

The  probable  diagnosis,  he  said,  was  dilatation 
of  the  oesophagus.  Having  passed  filiform  bou- 
gies, increasing  in  size,  a  27  French  having  passed 
readily,  he  excluded  obstruction.  Malignant 
disease  and  diverticule  he  also  excluded.  Because 
he  had  obtained  food  from  the  stomach  and  fluid 
from  the  oesophagus  and  because  of  the  absence  of 
any  obstruction  at  the  cardiac,  he  determined  on 
the  diagnosis. 

Dr.  Brush,  in  discussing  the  case,  viewed  the 
etiology  from  a  nervous  standpoint,  and  gave  his 
opinion  of  what  might  be  primary  cause  of  the 
trouble. 

Dr.  H.  E.  Rogers  asked  Dr.  Fuhs  if  it  were 
not  possible  for  this  dilatation  of  the  oesophagus 
to  have  been  caused  by  an  ulcer  in  the  wall  of  the 
stomach  in  the  region  of  the  cardiac  orifice,  which 
would  cause  a  spasm,  thereby  causing  a  closure 
of  the  entrance  to  the  stomach,  just  the  same  as 
you  have  a  pylorospasm  in  other  cases  of  ulcer 
of  the  stomach  located  in  other  parts  of  the 
stomach,  particularly  in  the  region  of  the  pyloros. 

Dr.  Fuhs  said  that  it  was  possible. 

Paper:  "Sterile  Water  Anesthesia  in  the 
Treatment  of  Hemorrhoids."   Dr.  L.  M.  Bodkin. 


Discussion  by  Drs.  Polak,  Rankin,  Sullivan, 
Hayman,  Lee  and  Brader. 

Hugh  E.  Rogers,  M.D., 
Rec.  Sec. 


The  Ninety-sixth  Regular  Monthly  Meeting 
of  the  Brooklyn  Medical  Society  was  held  on  the 
evening  of  Friday,  October  21,  1904. 

The  President,  Dr.  Wm.  B.  Brader,  in  the 
Chair. 

CLINICAL  SECTION. 

Dr.  James  C.  Kennedy,  Chairman. 

Dr.  James  C.  Kennedy  presented  a  number  of 
very  interesting  cases.  The  first  was  that  of  a 
case  of  spindle  celled  sarcoma  of  the  ovary.  He 
commented  on  the  rarity  of  this  form  of  sar- 
coma, and  referred  to  cases  coming  under  his  ob- 
servation of  sarcoma  of  the  uterus  and  the  breast. 
His  second  case  was  the  presentation  of  a  renal 
calculus  weighing  680  grains.  This  was  found 
partly  in  the  kidney  substance  and  partly  in  the 
pelvis  of  the  kidney.  The  case  presented  a  hy- 
dronephrosis with  a  complicating  ureteritis. 
Operation  revealed  a  pus  sac.  He  saw  the  neces- 
sity for  radical  treatment  and  performed  a  ne- 
phrectomy. He  urged  the  importance  of  early 
diagnosis  in  these  cases  to  prevent  complications 
and  the  necessity  for  radical  treatment. 

3D  Case. — Three  vesical  calculi  weighing  in 
all  480  grains,  which  he  removed  by  the  supra- 
pubic method  from  a  male  subject. 

Paper:  "The  Fallacy  of  Growing  Pains."  Dr. 
R.  W.  Westbrook. 

Dr.  Westbrook  urged  the  great  importance  of 
early  diagnosis  in  tubercular  and  rheumatic 
lesions,  emphasizing  especially  tubercular  joint 
leisures  and  rheumatic  endocarditis. 

A  general  discussion  followed. 

Hugh  E.  Rogers,  M.D., 
Rec.  Sec. 


The  Ninety-seventh  Regular  Monthly  Meet- 
ing of  the  Brooklyn  Medical  Society  was  held  on 
the  evening  of  Friday,  November  18,  1904. 

The  President,  Dr.  William  B.  Brader,  in  the 
Chair. 

Minutes  of  the  previous  meeting  read  and 
adopted. 
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CLINICAL  SECTION. 

1.  Dr.  C.  J.  Search  gave  an  interesting  his- 
tory and  presented  a  case  of  lupus  which  he 
had  treated  with  the  X-rays. 

2.  Dr.  J.  F.  Haller  presented  the  patient  and 
read  the  history  of  an  exquisite  case  of  arthritis 
deformans  with  progressive  calcification.  After 
reviewing  the  etiology  and  the  pathology  in  a 
concise  and  still  exhaustive  manner  he  gave  the 
following  history :  Patient  a  woman  32  years  old. 
Married  for  6  years  and  has  a  child,  a  healthy  boy 
of  5.  Family  history  negative  except  that  her 
mother  had  died  at  the  age  of  63  of  cancer  of 
the  stomach. 

Patient  dates  present  trouble  back  to  five  years 
ago,  at  the  birth  of  her  child.  Did  not  menstruate 
for  one  year  after  birth  of  child,  due  to  no  ap- 
parent cause.  Was  nervous  and  anemic.  Signs 
of  present  disease  appeared  three  and  a  half  years 
ago,  when  her  left  knee  began  to  ache  and  swell, 
her  hand  on  the  same  side  became  similarly  af- 
fected. Then  right  hand,  and  gradually  every 
joint  in  her  body  became  invaded.  Was  ad- 
mitted to  the  Brooklyn  Hospital  in  July,  1903, 
and  remained  until  February,  1904.  During  that 
time  she  had  X-ray  treatment  several  times  a 
week  for  about  three  months.  Had  no  effect  on 
the  disease,  no  improvement  being  manifested. 
She  was  given  every  drug  on  the  calendar,  in- 
cluding massage  and  baths.  She  obtained  no  re- 
lief and  disease  progressed  steadily  onward. 
When  quiet  she  suffers  little  pain.  Appetite  and 
digestion  fairly  good.  Is  constipated.  Pulse  is 
130  and  temperature  100  most  of  the  time. 
Sleepless.  Of  late  receives  opiates,  which  she  de- 
mands in  increasing  doses.  On  inspection  you 
can  readily  see  that  her  spine,  her  jaw  and  every 
other  joint  in  her  body  are  becoming  rigid.  The 
muscles  are  wasted  and  flabby.  In  closing,  the 
doctor  said  that  it  was  unfortunate  that  there 
was  no  relief  for  these  cases. 

3.  Dr.  A.  H.  Brundage  presented  a  case  of  fis- 
sured tongue,  which  he  said  was  probably  of  spe- 
cific origin. 

PROGRAM. 

Paper :  "Cholecystitis,  its  Diagnosis  and  Treat- 
ment." By  John  B.  Deaver,  M.D.,  of  Philadel- 
phia. 

Paper:  "The  Pathology  of  Cholecystitis."  By 
Dr.  Geo.  P.  Miiller,  of  Philadelphia. 

Rising  vote  of  thanks  was  tendered  to  Dr. 
Deaver  and  to  Dr.  Miiller  for  their  excellent  con- 
tributions to  this  most  interesting  subject. 

Hugh  Edward  Rogers,  M.D., 
Recording  Secretary. 


THE  MEDICAL  LIBRARY  ASSOCIATION 
OF  BROOKLYN. 


The  Annual  Meeting  of  this  association  was 
held  at  the  Library  Building  on  the  evening  of 
December  28th.  Dr.  F.  E.  West,  President,  in 
the  chair.  The  report  of  the  Treasurer,  Dr.  J.  C. 
McEvitt,  showed  that  $300  had  been  received 
by  him  during  the  year,  which  with  the  balance 
remaining  from  the  previous  year  of  $168.27, 
made  a  total  of  $468.27  for  the  purposes  of  the 
Association  available  during  the  year  now 
brought  to  a  close.  From  this  sum  $171.70  has 
been  expended  in  subscriptions  for  foreign  medi- 
cal periodicals,  including  the  following: 

Fraenkel's  Archiv  f.  Laryngologie,  Berlin. 

Practitioner,  London. 

Maly's  Jahresbericht  f.  Thiere  C hemic. 

Gazette  des  Hopitanx. 

Archiv  f.  Dermatologie. 

Archiv  f.  Anatomic 

Archiv  f.  Physiologic 

Archiv  f.  Mikroskopische  Anatomic 

Centralblatt  f.  d.  Medicinisclie  Wissenschaftcn. 

Therapeutische  Monatshifte. 

Zeitschrift  f.  Klinische  Medicin. 

Sammlung  Klinische  Vortr'dgc 

Fortschritte  der  Medizin. 

Correspondenz-Blatt  f.  d.  Schzveizres  Aerzte. 

Monatshifte  f.  Praktisch  Dermatologie. 

Annals  de  Dermatologie  et  de  Syphiligraphie. 

La  Semaine  Medicale. 

For  binding  journals  in  the  Library  $61.10  has 
been  expended. 

An  appropriation  of  $142.50  has  been  placed 
at  the  disposal  of  the  Librarian  for  the  purchase 
of  a  valuable  collection  recently  offered  to  the 
Library,  comprising  more  than  2,000  bound  and 
unbound  volumes,  and  an  equal  number  of  pam- 
phlets. 

It  was  shown  that  for  the  further  develop- 
ment of  the  Library  as  well  as  for  the  mainte- 
nance of  the  Library  in  its  present  condition,  a 
much  larger  sum  was  needed,  and  the  continu- 
ance of  the  help  afforded  by  such  an  association 
was  greatly  to  be  desired. 

Any  member  of  the  Medical  Society  of  the 
County  of  Kings,  and  other  persons,  whose 
names  should  be  approved  by  the  Executive 
Committee  of  the  Association,  are  eligible  for 
membership  in  this  Library  Association.  The 
annual  dues  of  the  Association  are  $10.  A  fasci- 
cle will  shortly  be  printed  giving  the  aims  of  the 
Association,  the  names  of  the  members  and  other 
information. 
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ACUTE  SEPTIC  INFLAMMATIONS  OF  THE  THROAT 
AND  NECK. 


The  method  of  presenting  all  acute  septic  in- 
flammations of  the  throat  and  neck  as  an  en- 
tity was  adopted  first  by  Sir  Felix  Semon,  and  set 
forth  in  his  recent  address  delivered  at  the  Pol- 
hemus  Clinic  of  this  city  and  published  in  the 
January  issue  of  the  Brooklyn  Medical  Jour- 
nal. This  seems  by  far  the  best  method  of  treat- 
ing this  heretofore  obscure  chapter  of  medical 
science. 

For  the  causes  of  its  obscurity  one  has  not  far 
to  seek.  Its  nomenclature  has  been  misleading, 
its  pathology  has  been  little  understood,  its  com- 
paritive  rarity  has  prevented  nearly  all  from  hav- 
ing observed  a  broad  series  of  cases  during  one 
brief  lifetime ;  its  onset  when  exhibited  in  its  se- 
verest type  is  so  rapid,  so  terror-inspiring,  and 
so  fatal,  combining  the  symptoms,  in  rapid  se- 
quence, of  obstruction  of  the  air  passages,  sepsis 
and  endocarditis,  that  the  time  given  to  studying 
them  is,  in  these  cases,  necessarily  brief.  The 
types  of  slower  development,  in  which  the  same 
sequence  may  occur  more  deliberately,  are  but 
little  less  confusing.  Dr.  Semon  in  his  masterly 
treatise  has  rescued  this  disease  from  its  mislead- 
ing nomenclature  and  shown  the  inadequacy  of 
such  terms  as  oedema  of  the  larynx  or  glottis, 
as  applying  to  but  a  single  phase  of  the  disease. 
Dr.  Semon  has  shown  that  septic  inflammations 
of  the  throat,  no  matter  whether  located  in  the 
larynx,  pharynx,  fauces  or  tonsils  or  infected  by 


whatever  virulent  species  of  bacteria,  constitute 
a  disease  which  should  be  recognized,  clinically, 
as  an  entity ;  clinically,  it  is  a  distinct  disease  and 
one  fraught  with  danger,  often  with  fatality,  to 
the  sufferer.  He  has  shown  in  a  way,  never  be- 
fore so  clearly  demonstrated,  the  intimate  rela- 
tionship between  acute  septic  inflammations  of 
this  region  and  acute  inflammations  of  the 
endocardium,  pericardium  and  other  serous 
membranes  of  the  mediastinum.  This  disease 
while  rare  is  not  by  any  means  unknown  in  this 
city.  Dr.  Semon's  suggestion  as  to  the  prompt 
use  of  antistreptococcic  serum  is,  we  believe,  of 
great  practical  value,  since  the  progress  of  the 
disease  to  a  fatal  termination  is  often  extraordin- 
arily rapid ;  also  because  a  large  proportion  of 
cases  are  due  to  the  invasion  of  the  streptococcus 
and,  further,  because  those  other  cases  which 
are  not  due  to  this  coccus  are  only  amenable  to 
symptomatic  treatment. 

An  article  on  the  same  subject  in  the  present 
number  of  this  Journal  by  Dr.  Thomas  R. 
French  contains  an  entirely  new  suggestion  in 
the  treatment  of  this  disease  and  broadens  the 
therapeutic  field  of  usefulness  of  adrenalin,  or 
suprarenal  extract. 

In  addition  to  the  methods  just  mentioned, 
for  combating  the  disease,  we  wish  to  urge  the 
continued  usefulness  of  one  of  the  older  proce- 
dures which  we  regard  as  valuable,  whatever 
other  methods  may  or  may  not  be  at  the  same 
time  employed.  We  refer  to  the  practise  of  re- 
peated incisions  or  of  deep  scarifications  of  the 
mucous  membrane  at  those  sites  where  the  oedema 
is  evident.  The  incisions  should  be  repeated  at 
hourly  or  daily  intervals,  as  may  be  required  by 
the  appearance  of  newly  swollen  areas.  The  in- 
cisions should  be  made,  even  when  tracheotomy 
is  also  performed,  and  at  as  early  a  moment  as 
possible.  In  the  less  urgent  cases  immediate  re- 
lief from  dyspnoea  is  obtained  by  this  local  blood- 
letting and  by  the  escape  of  the  pent-up  serum. 
Most  important  of  all,  the  drainage  of  the  serous 
contents  is  accomplished  before  they  have  become 
purulent,  and  the  spread  of  the  infection  into  the 
mediastinal  cavity  may  thus  be  prevented. 

This  method  of  treatment,  alone,  and  also  com- 
bined with  other  measures,  has  been  practised 
in  Brooklyn  with  a  considerable  measure  of  suc- 
cess, owing  in  great  part  to  its  advocacy  by  Dr. 
George  MacNaughton.  Dr.  MacNaughton  sev- 
eral years  ago  performed  intubations  very 
frequently,  and  during  that  period  saw  two 
cases  autopsied  which  died  of  septic  endocar- 
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ditis  secondary  to  acute  septic  inflammation  of 
the  larynx.  He  was  impressed  by  the  fact  that 
the  disease  might  be  controlled  by  the  early  evac- 
uation of  the  infectious  pus,  while  it  was  still 
local  in  the  larynx  and  before  it  had  burrowed 
downward  into  the  mediastinum,  and  as  a  means 
to  this  end,  recommended  deep  and  repeated 
scarifications  .  of  the  swollen  areas  of  mucous 
membrane  as  they  consecutively  appear. 

In  the  Brooklyn  Medical  Journal,  August, 
1896,  there  appeared  a  very  comprehensive  and 
valuable  paper  on  this  subject  by  Dr.  Walter  C. 
Wood,  entitled  "Clinical  Observations  on  Sup- 
puration in  the  Neck."  well  worth  re-reading. 

Dr.  Tobson  Home  of  London,  in  the  Journal  of 
Laryngology,  Rhinology  and  Otology,  has  lately 
demonstrated  the  track  by  which  infection 
reached  the  heart  in  a  case  of  acute  septic  in- 
flammation of  the  throat.  Dr.  Semon  has 
felicitously  elaborated  the  subject  in  his  clear 
and  forceful  treatise. 

We  cannot  do  other  than  express  our  satisfac- 
tion that  the  elucidation  of  this  subject  has  been 
undertaken  by  so  able  and  distinguished  a  mem- 
ber of  the  medical  profession  as  is  our  late  guest. 
That  his  paper  was  needed  is  attested  by  the 
fact  that  text-books  on  diseases  of  the  throat 
have  failed  to  present  this  subject  in  its  entirety, 
for  the  reason  that  the  knowledge  of  its  relation- 
ship to  systemic  diseases  has  heretofore  been 
lacking  or  of  an  extremely  nebulous  character. 


BROOKLYN  MEDICAL  LIBRARY  ASSOCIATION. 


The  work  that  has  been  and  is  being  done 
by  the  Medical  Library  Association  of  Brooklyn 
seems  to  be  little  known  among  the  members 
of  the  medical  profession  of  the  city.  Since  its 
inception  in  March,  1903,  the  ideas  for  the  pro- 
mulgation of  which  it  was  formed  have  been 
slowly  elaborated,  until  it  is  at  present  on  a  good 
working  basis.  These  ideas  may  be  summed  up 
in  the  phrase  "Co-worker  and  ally  of  the  Medical 
Society  of  the  County  of  Kings."  The  member- 
ship consists  of  about  thirty  physicians  and  lay- 
men. 

Each  member  pays  $10  dues  each  year,  which 
yields  an  amount  of  money,  small,  but  more  and 
more  needed  each  year,  and  not  at  present  avail- 
able from  the  funds  of  the  Library.  The  Associ- 
ation is  at  present  subscribing  to  a  list  of  foreign 
journals  for  the  Society  Library  not  otherwise 
obtainable.  In  June,  1903,  the  sum  of  $150  was 
presented  to  the  Society  to  be  used  for  the  benefit 


of  the  Library.  During  1904  the  Association 
purchased  and  presented  to  the  Library  through 
the  Ladd  Book  Co.,  bound  and  unbound  volumes 
approximating  2,000  in  number,  and  the  same 
number  of  pamphlets,  all  having  been  originally 
the  bulk  of  the  library  of  the  late  Dr.  A.  N.  Bell. 
Among  these  are  many  on  hygiene  which  are  only 
known  to  exist  elsewhere  in  the  Surgeon-Gen- 
eral's library  at  Washington. 


OBITUARIES. 


NELSON  LUTHER  NORTH,  M.  D. 

Nelson  Luther  North,  one  of  the  oldest  prac- 
titioners of  the  City  of  Brooklyn,  died  on  Novem- 
ber 23,  1904.  He  was  born  at  Elba,  Greene 
County,  N.  Y.  April  20,  1830.  He  was  the  son 
of  Czar  Peter  North,  of  Farmington,  Conn.,  and 


Nelson  Luther  North,  M.  D. 


Epeline  Holcomb,  of  Elba,  N.  V.,  and  grandson 
of  Guy  North,  of  Elba,  N.  Y.  Dr.  North  married 
on  June  20,  1856,  Mrs.  Susannah  Brown,  daugh- 
ter of  Philo  Kennedy,  of  Brooklyn,  N.  Y.  The 
children  born  of  this  marriage  were  Jeremiah  A., 
Willard  Parker,  Abrota  S.,  and  Nelson  L.  North. 
Jr.,  M.D. 
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He  received  his  early  education  at  the  district 
schools  of  Niagara  County,  N.  Y.,  and  the  Wil- 
son College  Institute,  New  York,  and  began  the 
study  of  medicine  under  the  direction  of  William 
Bud'd  Gould,  M.D.,  of  Lockport,  N.  Y.,  grad- 
uating M.D.  from  the  College  of  Physicians  and 
Surgeons,  New  York,  in  1854,  locating  in  the 
City  of  Brooklyn,  where  he  remained  until  his 
death,  with  the  exception  of  two  years,  1869-71, 
at  which  time  he  was  in  Aiken,  S.  C,  owing  to 
ill  health. 

Dr.  North  was  surgeon  to  the  Board  of  Enroll- 
ment, third  Congressional  district,  in  1863 ;  sur- 
geon of  the  Metropolitan  Police,  1860-69;  at" 
tending  physician  Williamsburg  Dispensary, 
1854-65 ;  Industrial  Home,  1871 ;  surgeon  M. 
E.  Hospital  and  the  Brooklyn  Methodist  Home 
for  the  Aged. 

He  was  a  member  of  the  Medical  Society, 
County  of  Kings,  from  1859- 1905  >  censor  in 
1861-62;  New  York  Academy  of  Medicine, 
1864-1904;  Kings  County  Medical  Association, 
1887-1904;  New  York  State  Medical  Associa- 
tion, 1884-1904;  New  York  Physicians'  Mutual 
Aid  Association,  1880- 1905 ;  New  York  Society 
for  the  Relief  of  Widows  and  Orphans  of  Medi- 
cal Men,  1 868- 1 905,  and  the  Medical  Society  of 
Williamsburg,  of  which  he  was  president,  in 
1868. 

Dr.  North  published  the  following  papers : 


Use  of  Sulphuric  Acid  in  Cholera  and  Allied 

Diseases  1855 

Prophylactics  in  Zymotic  Diseases  1868 

Scarlet  Fever  and  its  Prevention  1868 

Resume  of  Epidemic  Cholera  1865 

Theory  of  Causes  and  Course  of  Treatment 

of  Inflammation  1867 

The  Therapy  of  the  Chlorides  1885 

Small-pox  in  Brooklyn,  N.  Y  1887 

Surgical  Aid  in  the  Treatment  of  Pulmonary 

Disease   1888 

Tuberculosis  1890 

Dislocation  of  the  Inferior  Maxilla :  Re- 
duced after  Eighty  Days  1889 

Lactic  Acid  Locally  Applied  in  Cancer  1893 


WILLIAM  GILFILLAN,  M.  D. 

After  fifty  years  in  the  practice  of  medicine 
Dr.  Gilfillan  died  on  December  18,  1904.  He  was 
born  in  Londonderry,  County  Derry,  Ireland, 
May  25,  1835.  His  father  was  Alexander  Gil- 
fillan, M.D.,  surgeon  in  the  Royal  Navy,  and  his 
mother,  Eliza  M.  Cutehen.  On  November  15, 
1859,  he  married  Miss  Carrie  M.  Ladd,  of 
Throgg's  Neck,  L.  I. ;  his  children  are,  Fanny, 


William  Gilfillan,  M.  D. 

wife  of  Albert  Van  Wyck,  and  William  White- 
head Gilfillan,  M.D.,  of"  New  York  City. 

His  early  education  was  received  in  his  native 
town,  and  his  medical  education  was  under  the 
direction  of  Prof.  James  Syme,  graduating  at  the 
University  of  Edinburgh  in  1855.  He  became  a 
member  of  the  Royal  College  of  Surgeons  of 
Edinburgh  during  the  years  1854-55.  He  was 
interne  in  the  Royal  Infirmary.  This  was  fol- 
lowed by  a  ten  months'  tour  of  the  Continent  of 
Europe  as  physician  to  the  Marchioness  of  Bute 
and  her  son.  On  his  return  he  accepted  the  po- 
sition of  surgeon  to  the  Cunard  Line  of  steamers. 
Locating  in  St.  Louis  Mo.,  in  1858.  in  i860  he 
came  to  Brooklyn,  where  he  remained  in  the 
practice  of  medicine  until  his  death. 

During  his  professional  life  he  was  visiting 
surgeon  to  the  Long  Island  College  Hospital, 
1861-67,  ar,d  consulting  surgeon  to  St.  John's 
Hospital.  During  the  years  1864-66,  Professor 
of  Therapeutics  and  Materia  Medica :  and  1867- 
68,  Professor  of  Surgical  Anatomy  at  the  Long 
Island  College  Hospital. 

Dr.  Gilfillan  was  a  member  of  the  Medical  So- 
ciety, County  of  Kings,  from  1864-1904;  New 
York  Academy  of  Medicine.  1863-1904.  and  -*n 
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honorary  member  of  the  Long  Island  College 
Hospital  Alumni  Association.  He  was  also  a 
member  of  the  Long  Island  Historical  Society 
and  the  Hamilton  Club. 

He  has  contributed  the  following  papers : 
1862 — Tracheotomy  in  Diphtheria. 
1862 — Polypus  Uteri  and  its  Treatment. 
1862 — Report  of  Cases  on  Amputation  of  the 
Leg,  Fracture  of  the  Skull  with  Depres- 
sion, Heart  Disease. 
1881 — Ante-  and  Post-Partum  Hemorrhage. 

Dr.  Gilfillan  in  1855  received  the  first  senior 
prize  in  the  practice  of  medicine  and  the  second 
prize  in  surgery. 


HENRY  CORNELIUS  McLEAN,  A.  M.,  M.  D. 

Henry  Cornelius  McLean  was  born  in  the  city 
of  Newburg,  N.  Y.,  on  June  26,  1850,  and  died 
in  Brooklyn,  N.  Y.,  December  23,  1904.  His 
father  was  Cornelius  McLean  and  his  mother 
Susan  O'Neil,  of  Belfast,  Ireland. 

Dr.  McLean  was  married  on  April  24,  1883,  to 
Miss  Catherine  V.  Maher,  of  Brooklyn,  N.  Y. 
She  died  March  14,  1896.  He  again  married  on 
November  9,  1898,  Miss  Margaret  McConville, 
of  Brooklyn,  N.  Y.  The  children  are  Marie  and 
Hewey  Garardus  McLean. 

His  early  education  was  received  in  the  private 
schools  of  Newburg,  graduating  at  Brown's 
Academy  in  1865 ;  Manhattan  College,  A.B., 
1869;  A.M.,  1873;  University,  City  of  New, 
York,  Medical  Department  M.D.,  1873.  He 
served  as  ambulance  surgeon,  stationed  at  Brook- 
lyn, E.  D.,  in  1873,  and  interne  in  the  Kings 
County  Hospital,  1874-75,  entering  upon  the 
practice  of  medicine  in  this  city  in  the  latter  year. 
During  his  professional  life  he  was  physician  to 
the  Brooklyn  Baseball  Club,  Kings  County  Hos- 
pital, St.  Mary's  Maternity,  Infant  Hospital  and 
Central  Dispensary.  He  was  a  member  of  the 
Medical  Society,  County  of  Kings,  1878-1904; 
New  York  State  Medical  Society,  1898-1904;  the 
Associated  Physicians  of  Long  Island,  1899-1904; 
Brooklyn  Pediatric  Society,  1902-04,  and  the 
New  York  Physicians'  Mutual  Aid  Association. 
In  1896  he  presented  a  paper  on  Scorbutus  in  In- 
fants. From  1886  to  1898  he  was  a  member  of 
the  Brooklyn  Board  of  Education,  a  member  of 
the  Young  Men's  Democratic,  Columbian,  Carl- 
ton and  Marine  and  Field  Clubs ;  Fort  Greene 
Council,  R.  A. ;  St.  Monica's  Council,  C.  B.  L., 
and  St.  Augustine's  R.  C.  Church. 

William  Schroeder,  M.D., 
Chairman  of  Historical  Committee. 


MEDICAL  NEWS. 


EDITED  BY   CLARENCE  REGINALD   HYDE,  M.D. 


It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 


Dr.  Constantine  F.  McGuire  has  removed  to 
298  Union  Street. 

It  is  with  deep  regret  that  the  death  is  an- 
nounced of  Mrs.  J.  Bion  Bogart,  wife  of  Dr.  J. 
Bion  Bogart,  of  463  Clinton  Avenue,  on  Friday, 
January  13th.  The  Journal  extends  its  sym- 
pathy to  Dr.  Bogart. 

Medical  Director  Henry  M.  Wells,  U.  S. 
Navy,  died  suddenly  at  his  home,  January  12th. 

The  Royal  Victoria  Hospital,  Montreal,  Can- 
ada, caught  fire  recently  and  was  damaged  to  the 
extent  of  $30,000.  As  the  hospital  was  built  on 
the  modern  plan  of  two  isolated  wings  and  a 
central  administration  building,  the  fire  was  con- 
fined to  the  central  block,  in  which  it  originally 
started.  This  block  was  not  occupied  by  any 
patients.  " 

The  Surgeon-General  of  the  U.  S.  Army  has 
notified  the  Army  Medical  Department  that 
poultices  have  no  place  in  modern  therapeutics, 
and  has  accordingly  issued  an  order  to  drop 
linseed  and  linseed  meal  from  Army  medicines. 
He  claims  that  all  the  good  results  from  poul- 
tices are  obtained  in  a  more  cleanly  way  by  using 
wet  hot  compresses.  The  old  fashioned,  time- 
honored  poultices  are  thus  stamped  as  obsolete. 
Temp  or  a  mutantur! 

A  farewell  reception  for  Dr.  Rudolph  B. 
Tensler,  in  charge  of  St.  Luke's  Hospital, 
Tokio,  Japan,  was  given  at  the  home  of  Mrs. 
Jonathan  Thoem,  No.  1028  Fifth  Avenue.  Dr. 
Tensler  returned  to  this  country  for  funds  to 
enlarge  the  work  of  the  hospital,  which  is  self- 
supporting  and  owes  its  success  to  Dr.  Tensler's 
plan  of  receiving  private  patients  from  the  noble 
and  merchant  classes,  besides  charity  patients. 
Japan,  unlike  America,  accepts  reform  imposed 
from  above,  and  St.  Luke's  is  indorsed  by  the 
Japanese  Government.  With  the  present  fa- 
cilities of  the  hospital,  it  is  necessary  to  turn 
away  five  out  of  every  six  applicants.  Sixty 
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per  cent,  of  the  Japanese  doctors  use  the  old 
Chinese  methods. 

Dr.  L.  E.  Wilson,  of  Baltimore,  was  awakened 
one  stormy  night  recently  by  a  man  who  de- 
clared the  doctor's  services  were  wanted  three 
miles  out  in  the  country.  Just  before  the  doctor 
called  up  the  stable  for  his  horse  the  visitor  asked 
what  the  charge  would  be.  "Three  dollars,"  was 
the  reply.  When  the  house  containing  the  sup- 
posed patient  was  reached  the  man  alighted  first, 
and,  handing  the  doctor  $3,  remarked :  "You 
needn't  come  in  doctor;  you  see  it  is  this  way: 
No  hackman  would  drive  me  out  for  less  than 
$6,  and  it  occurred  to  me  that  your  horse  might 
need  exercise." 

On  January  26th,  at  Memorial  Hall,  a  concert 
was  given  for  the  benefit  of  the  Long  Island  Col- 
lege Hospital  Graduate  Nurses'  Registry,  to  aid 
in  furnishing  more  completely  the  club  rooms 
and  liquidating  all  outstanding  indebtedness.  The 
concert  was  entirely  musical  in  its  scope,  and  an 
exceedingly  attractive  program  was  rendered  by 
well-known  soloists. 

William  T.  Wardwell,  ex-treasurer  of  the 
Standard  Oil  Company,  and  president  of  the 
New  York  Red  Cross  Hospital,  has  promised  not 
less  than  $100,000  for  a  site  for  a  Red  Cross 
hospital  in  Manhattan  Borough.  A  building 
will  be  erected  with  all  the  latest  and  most  mod- 
ern improvements.  Private  and  charitable  cases 
will  be  received,  and  the  hospital  will  maintain  a 
training  school  for  Red  Cross  nurses.  Owing  to 
the  necessity  of  the  erection  of  a  hospital  in  the 
upper  part  of  New  York,  Mr.  Wardwell  has  de- 
termined to  erect  the  new  building  near  Fort 
George. 

Dr.  Emily  Dunning,  well  known  as  the  first 
woman  surgeon  who  ever  rode  on  the  back  of  an 
ambulance  as  a  regularly  appointed  ambulance 
surgeon,  was  recently  married  to  Dr.  Benjamin 
S.  Barringer,  ex-house  surgeon  of  the  New  York 
Hospital.  Dr.  Dunning  has  just  finished  her 
term  as  house  surgeon  of  Gouverneur  Hospital. 
When  ambulance  surgeon,  her  first  call  was  to  a 
longshoreman  with  an  injured  foot.  So  much 
comment  did  her  appearance  as  an  ambulance 
surgeon  excite,  that  the  police  had  to  call  out  the 
reserves  of  the  Oak  Street  Station  to  handle  the 
crowd,  which  had  grown  too  anxious  to  see  Dr. 
Dunning  work. 

In  a  bulletin  issued  by  the  Census  Bureau  it  is 
shown  that  men  are  in  the  majority  in  the  United 
States  to  the  extent  of  216  in  each  10,000  of  the 


population.  In  1890,  the  excess  was  242.  This 
excess  of  males,  however,  is  offset  to  some  ex- 
tent by  the  longer  age  of  females. 

The  recent  death  of  Dr.  William  M.  L.  Fiske, 
of  1 140  Dean  Street,  from  a  heart  lesion,  has  re- 
moved one  of  the  best  and  widest  known  of 
homeopathic  physicians.  Dr.  Fiske  was  born  in 
1847,  and  was  graduated  from  Bellevue  Medical 
College  in  1863,  and  again  in  1864  from  the  New 
York  Homeopathic  College.  He  was  at  the  time 
of  his  death  associated  with  nearly  all  of  the  med- 
ical institutions  of  his  school  in  the  city  as  sur- 
geon, medical  director,  trustee,  and  adviser.  He 
was  one  of  the  few  physicians  to  receive  the  hon- 
orary degree  of  M.  D.  from  the  State  Board  of 
Regents. 

Dr.  Alonzo  A.  Sylvester,  the  American  who 
for  twenty  years  was  Emperor  William's  dentist, 
shot  and  killed  himself  on  January  10  in  the 
Thiergarten,  Berlin.  He  was  a  close  personal 
friend  of  the  Kaiser's,  and  had  at  one  time 
accumulated  a  large  fortune  from  his  practice, 
which  in  later  years,  however,  was  squandered. 
He  was  the  recipient  of  many  decorations  and 
honors,  and  possessed  a  wonderful  collection  of 
rare  and  costly  curios,  silver  and  linen.  He  was 
a  well-known  figure  in  Berlin,  and  in  spite  of  his 
German  associations,  prided  himself  on  his 
American  birth,  and  flew  the  stars  and  stripes  on 
his  housetop  daily.  Emperor  William,  it  is  re- 
ported, always  saluted  the  American  flag  on  pass- 
ing the  dentist's  residence.  Dr.  Sylvester  grad- 
ually lost  his  practice  through  high  living,  wine 
and  gaming.  His  daughter  was  educated  at  one 
of  our  western  colleges,  and  at  present  is  study- 
ing medicine  in  a  college  in  San  Francisco,  hav- 
ing decided  to  fit  herself  for  self  support  when 
her  father  met  with  reverses. 

Plans  have  been  adopted  for  the  completion  of 
the  main  or  administration  building  of  Seney 
Hospital.  The  work  will  start  soon,  and  will 
not  end  till  the  hospital  has  been  completed  ac- 
cording to  the  plans  oif  its  founder,  the  late 
George  I.  Seney.  It  will  then  be  the  largest  and 
best  equipped  hospital  in  this  borough,  and  its 
present  capacity  will  be  doubled.  Two  hundred 
thousand  dollars  have  yet  to  be  raised,  and  the 
hospital  authorities  are  making  strenuous  endea- 
vors to  procure  this  amount  in  the  near  future. 

As  the  recent  automobile  show  at  Madison 
Square  Garden  many  Brooklyn  physicians  were 
present  inspecting  the  latest  models.  The  com- 
ing spring  will  doubtless  see  the  automobile  ex- 
tensively used  by  our  doctors. 


BROOKLYN  MEDICAL  JOURNAL 


Vol.  XIX.  Brooklyn-New  York,  March,  1905.  No. 


ORIGINAL  ARTICLES. 


SOME  FORMS  OF  DYSPNOEA  AND  THEIR  TREAT- 
MENT.* 


BY   JOHN  A.    MC  CORKLE,  M.D. 

Dyspnoea  is  characterized  by  difficult  breath- 
ing, and  by  the  laity  is  called  shortness  of  breath. 

The  effort  of  breathing  may  be  most  distress- 
ing, or  entirely  painless. 

The  sense  of  air  hunger  is  always  distressing 
and  may  be  painful.  In  the  consideration  of  any 
symptom,  it  must  be  borne  in  mind  that  most 
symptoms  are  conservative  in  their  action. 

In  the  study  of  symptomatology  it  will  be 
found  that  many  symptoms  tend  to  sustain  the 
vital  powers  and  prolong  life  until  the  organ- 
ism has  had  an  opportunity  to  eliminate  the 
causal  factor,  or  until  it  becomes  inured  to  the 
presence  of  disease,  or  the  affection  has  had  time 
to  run  its  course  and  end  by  the  law  of  limitation. 

Dropsy,  which  is  so  frequently  associated  with 
dyspnoea,  is,  to  some  extent,  conservative,  though 
the  cause  of  the  greatest  discomfort  and  often 
danger.  "Better  die  than  have  dropsy"  is  an 
old  saying,  the  outcome  of  painful  knowledge. 

When  dyspnoea  is  due  to  endocarditis,  the  out- 
come of  dropsy  is  a  relief  to  the  difficult  breath- 
ing. It  shows  that  nature  is  making  one  more 
effort  to  relieve  the  overburdened  heart  of  some 
of  the  load  it  has  to  carry.  The  work  is  less- 
ened by  draining  from  the  blood  vessels  some 
of  the  less  essential  constituents  of  the  blood 
and  depositing  the  watery  elements  in  the  cellu- 
lar tissue  and  distensible  sacs. 

The  heart  thus  relieved  may  strike  a  new 
balance,  secure  a  new  compensation,  and  be  able 
to  meet  the  demands  of  the  organism  for  months, 
and  possibly  for  years  to  come. 

The  salutary  effect  of  dyspnoea  is  to  protect 
the  body  from  air  starvation,  for  oxygen  must 
be  deficient  before  dyspnoea  can  occur. 

It  is  an  emergency  symptom,  and  its  etiologi- 
cal factor  must  be  sought  for  and  relieved  if 
possible.    It  is  the  disease  and  the  want  of  oxy- 

*  Read  at  a  meeting  of  the  Medical  Society  of  the  County  of 
Kings,  December  20,  1904. 


gen,  not  the  dyspnoea,  that  calls  for  treatment. 
The  rapid  breathing  does  more  than  increase 
the  supply  of  oxygen  in  the  air  vesicles — it  in- 
creases the  circulation  as  well. 

In  normal  breathing  the  respiratory  effort  aids 
very  materially  the  circulation  of  the  blood,  and 
with  the  increased  breathing  of  dyspnoea  the  cur- 
rent is  accelerated  and  a  larger  volume  of  blood 
is  carried  to  and  through  the  oxydizing  area. 

If  attention  be  given  to  the  character  of  the 
breathing  it  will  be  found  that  the  respirations 
are  so  altered  as  to  accomplish  the  most  good 
with  the  least  expenditure  of  force.  In  all  cases 
of  dyspnoea  the  effort  of  nature  is  to  conserve 
the  powers  of  the  organism.  In  pneumonia  and 
kindred  conditions,  where  there  is  no  hindrance 
to  the  ingress  and  egress  of  air  through  the  tubes, 
the  breathing  is  rapid,  shallow  and  panting ;  but 
where  there  is  an  obstruction  in  the  upper  air 
passages,  breathing  becomes  deep,  slow,  and  dis- 
tressing. 

Dyspnoea  may  be  subjective  or  objective. 
When  it  is  present  the  patient  feels  and  manifests 
signs  of  distress,  such  as  breathlessness  and  over- 
whelming fatigue,  and  shows  the  effects  of 
dyspnoea  by  the  objective  symptom  cyanosis. 
Strange  as  it  may  seem,  dyspnoea,  though  pres- 
ent, is  rarely  a  prominent  symptom  in  respiratory 
diseases,  save  in  asthma  and  its  frequent  sequela, 
emphysema,  and  in  pressure  diseases. 

In  many  pulmonary  diseases,  where  the 
dyspnoea  is  slight  as  compared  with  the  amount 
of  lung  involved,  the  absence  of  this  symptom 
may  be  partially  explained  by  the  observation  of 
Lictheim,  who  showed  that  one  quarter  of  the 
normal  sectional  area  of  the  blood  vessels  was 
sufficient  to  allow  the  normal  amount  of  blood 
to  pass  through  the  lungs.  In  the  majority  of 
cases  of  respiratory  diseases,  the  heart  is  strong 
and  vigorous,  and  is  abundantly  able  to  send  the 
blood  through  the  unaffected  portion  of  the  lung. 
Thus,  with  the  increased  respiration  rate,  though 
the  breathing  may  be  shallow,  and  a  free  transit 
of  blood  through  a  limited  area  of  healthy  lung, 
oxydation  is  amply  sufficient  for  the  necessities 
of  the  body  and  the  maintenance  of  life. 

In  pneumonia  and  severe  bronchitis,  the  ob- 
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jective  symptom  of  dyspnoea — cyanosis — does 
not,  as  a  rule,  appear  until  the  right  heart  shows 
signs  of  weakness  or  failure.  When  we  com- 
pare cardiac  with  pulmonary  dyspnoea,  there  will 
be  found  a  marked  distinction. 

Cardiac  dyspnoea  is,  as  a  rule,  constant,  being 
present  even  when  the  patient  is  at  rest,  but  in 
pulmonary  diseases  it  occurs  chiefly  on  exertion. 
In  the  great  majority  of  cases,  the  symptom 
dyspnoea  is  associated  directly  or  indirectly  with 
disturbance  in  the  circulation. 

In  pure  cardiac  asthma  the  lung  structure  is 
normal,  or  nearly  so,  but  the  cause  of  the 
dyspnoea  is  due  mainly  to  over-filling  of  the 
capillary  blood  vessels  of  the  lungs.  The  excel- 
lent physiological  researches  of  Yon  Busch  have 
done  much  to  explain  the  direct  cause  of  cardiac 
dyspnoea.  Leube,  in  his  excellent  work,  dis- 
cusses the  subject  with  especial  reference  to 
diagnosis.  It  has  been  found  that  if  the  capil- 
lary blood  vessels  of  the  lungs  be  over-filled,  the 
elasticity  of  the  alveolar  walls  is  lessened  and  the 
lumen  of  the  air  cells  diminished.  This  increases 
the  work  of  the  inspiratory  muscles  and  leads  to 
dyspnoea. 

This  over-filling  of  the  capillaries  occurs  either 
with  high  or  low  blood  pressure  in  the  aorta.  It  is 
well  known  that  irritation  of  the  circulatory  cen- 
tres will  increase,  not  only  the  pressure  in  the 
aorta,  but  in  the  pulmonary  artery  as  well.  This 
will  cause  an  over-distention  of  the  pulmonary 
capillaries  around  the  air  cells,,  and,  as  a  conse- 
quence, the  alveolar  walls  become  rigid,  the  elas- 
ticity and  capacity  of  the  lung  impaired,  and  as 
a  result  cardiac  dyspnoea.  This  condition  of  cir- 
culation is  found  in  cirrhosis  of  the  kidney, 
arterio  sclerosis,  and  in  most  cases  of  high  arterial 
tension,  due  to  changed  metabolism. 

On  the  other  hand,  the  same  results  obtain 
with  low  blood  pressure,  which  is  usually  asso- 
ciated with  weakness  of  the  cardiac  wall,  or 
valvular  disease,  or  the  two  combined. 

Cardiac  insufficiency  causes  overfilling  of  the 
lesser  circulation  and  the  venous  system. 

There  is  greater  pressure  in  the  pulmonary 
arteries,  and  with  it  is  heard  the  accentuated 
pulmonary  second  sound.  Here,  as  in  high  ten- 
sion pressure,  there  is  over-filling  of  the  capil- 
laries, stiffening  of  the  alveolar  walls,  increase 
in  the  volume  of  the  lungs,  with  lessened  elas- 
ticity, and  a  constant  tendency  to  dyspnoea. 
Thus,  whether  the  arterial  pressure  be  increased 
or  decreased,  the  ultimate  effect  on  the  capillary 
circulation  through  the  pulmonary  area  is  the 


same.  In  paretic  cardiac  dyspnoea,  the  left  ven- 
tricle is  at  fault.  Its  walls  may  be  weak  from 
mal-nutrition,  fatty  degeneration,  or  other  causes. 
The  heart  may  be  able  to  do  its  work  only  under 
the  most  favorable  conditions,  and  any  slight  in- 
creased demand  may  be  sufficient  to  cause  dila- 
tation, and,  as  a  sequence,  there  is  over-filling  of 
the  lesser  circulation,  disturbance  of  the  capil- 
laries, and  an  attack  of  cardiac  asthenia. 

There  are,  without  doubt,  other  causal  factors 
in  cardiac  dyspnoea,  but  in  the  majority  of  cases 
the  over-filling  of  the  capillaries  exists  in  one 
form  or  another.  The  physiological  findings,  the 
pathological  results,  and  the  great  benefit  derived 
from  a  rational  treatment,  the  outcome  of  a  cor- 
rect diagnosis,  confirm  this  explanation  of  the 
cause  of  cardiac  dyspnoea. 

There  is  another  form  of  dyspnoea  which  oc- 
curs at  night  and  is  known  as  "nocturnal 
dyspnoea."  It  is  associated  with  cardiac  failure 
and  with  diseases  in  which  there  is  a  tendency  to 
dyspnoea  and  cyanosis. 

The  attack  comes  on  during  sleep,  the  patient 
awakes  struggling  for  breath,  and  with  the  feel- 
ing of  impending  dissolution.  The  shock  to  the 
nervous  system  is  very  severe,  and  the  fear  of  a 
recurrence  keeps  the  patient  awake  for  hours — 
thus  adding  to  the  difficulty. 

During  sleep  the  number  of  respirations  de- 
creases, and  the  respiratory  centres  become  less 
sensitive  to  the  stimulation  of  C02  and  fail  to 
respond  by  rythmical  action,  but  sooner  or  later 
the  demand  for  oxygen  becomes  imperative,  the 
centres  are  aroused  suddenly  and  there  results 
the  most  distressing  dyspnoea.  For  this  form  of 
dyspnoea  there  is  no  agent  equal  to  strychnia. 
By  its  happy  action  on  the  respiratory  centres, 
it  maintains  or  increases  the  sensibility  of  these 
centres,  and  renders  them  responsive  to  their 
normal  stimulus,  carbonic  acid.  In  this  way  the 
respirations  are  regulated  and  the  breathing  is 
amply  sufficient  for  the  needs  of  the  body  while 
at  rest.  Under  these  conditions,  strychnia  proves 
an  excellent  hypnotic.  In  the  treatment  of  this 
form  of  dyspnoea  the  ordinary  hypnotics,  such  as 
opium,  chloral,  trional,  sulphonal,  etc.,  are  not 
only  useless,  but  positively  harmful,  for  the 
reason  that  they  increase  the  difficulty  by  render- 
ing the  respiratory  centres  less  sensitive,  and. 
if  given  in  large  doses,  may  cause  death. 

The  untoward  action  of  strychnia  on  the  blad- 
der must  not  be  forgotten.  This  is  often  a  bar- 
rier to  its  use  in  old  people,  in  whom  this  form 
of  dyspnoea  is  liable  to  occur.    Under  such  cir- 
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cumstances  the  use  of  small  doses  of  atropia 
will  stimulate  the  centres,  and  its  soothing  effect 
on  the  bladder  will  prove  most  gratifying. 

The  chief  object  of  our  study  of  pathology  and 
clinical  medicine  is  to  bring  relief  to  the  suffer- 
ing, and  is  of  the  greatest  importance  in  cardiac 
dyspnoea.  The  rational  treatment  here,  as  else- 
where, depends  upon  a  correct  diagnosis,  but 
this  is  not  always  easy.  It  is  sometimes  most 
difficult  to  diagnose  the  various  causes  of  cardiac 
dyspnoea,  the  condition  of  the  lungs  being  the 
same  whether  the  over-filling  of  the  pulmonary 
capillaries  be  due  to  high  or  low  blood  pressure. 

The  treatment  of  the  one  is  almost  the  opposite 
of  the  treatment  of  the  other.  The  object  in  one 
case  being  to  open  the  blood  paths,  lessen  the 
resistance  in  the  arteries,  and,  by  so  doing,  di- 
minish the  work  of  the  heart.  In  the  other,  to 
drain  a  way  through  the  venous  radicles,  the 
watery  portion  of  the  blood,  and  thus  diminish 
the  volume  of  fluid  going  through  the  heart, 
thereby  lessening  the  work  of  this  organ. 

When  the  dyspnoea  is  due  to  high  arterial  ten- 
sion, nitro-glycerine  is  an  excellent  agent,  but 
its  action  is  transient,  and  the  dose  must  be  given 
at  short  intervals,  and  this  is  not  always  desir- 
able. When  the  action  of  the  drug  wears  off, 
the  tension  returns  with  equal,  if  not  greater  re- 
sistance. The  see-saw  action  of  nitro-glycerine 
is  apt  to  occur  if  it  is  not  intelligently  given  and 
carefully  watched.  There  is  another  excellent 
remedy,  and  one  we  have  somewhat  neglected, 
I  fear,  in  our  enthusiastic  search  for  the  new,  and 
in  many  instances,  less  reliable  medicines.  The 
tincture  of  aconite  is  one  of  our  most  reliable 
remedies,  and  its  action  is  so  well  known,  and 
its  untoward  effect  so  easily  guarded  against, 
that  it  easily  stands  first  as  a  vaso-dilator.  Its 
well  known  power  to  lessen  the  number  of  heart 
beats  and  diminish  arterial  tension  makes  it  of 
exceptional  value  in  cardiac  dyspnoea  due  to  high 
tension. 

Another  action,  long  known  hut  often  over- 
looked, is  its  power  to  increase  the  secretions  of 
the  skin,  and  of  the  kidney  as  well.  Its  action  on 
the  kidneys  is  not  only  to  increase  the  amount  of 
water,  but  to  markedly  augment  the  elimination 
of  the  solid  constituents  of  the  urine — a  very  de- 
sirable result  in  cirrhosis  of  the  kidney,  in  which 
high  arterial  tension  is  a  constant  symptom. 

Dr.  W.  II.  Thompson,  a  master  in  therapeu- 
tics, has  given  to  the  profession  an  excellent 
article  on  the  use  of  aconite  in  the  treatment  of 
Uremia  from  various  causes. 


W  hen  the  obstruction  by  way  of  tension  has 
been  removed,  the  blood,  in  the  lesser  circulation, 
is  carried  away  more  rapidly,  the  air  cells  lose 
their  rigidity  and  regain  their  elasticity,  oxida- 
tion is  increased,  and  the  dyspnoea  disappears. 

Another  excellent  remedy  is  the  iodide  of  po- 
tassium. This  agent  also  acts  as  a  vaso-dilator, 
and  it  becomes  a  most  valuable  remedy  when  the 
use  of  digitalis  is  indicated  by  evidences  of  a  fail- 
ing heart  wall,  as  when  the  left  ventricle  is  about 
to  yield  under  the  pressure  due  to  obstruction  in 
the  arteries.  Five,  and  at  most  ten,  grains  of 
potassium  iodide  daily,  will  be  amply  sufficient 
to  overcome  the  tension  caused  by  the  heart  tonic. 
In  this  way  the  work  of  the  heart  may  be  dimin- 
ished and  at  the  same  time  the  nutrition  of  the 
heart  wall  be  improved. 

On  the  other  hand,  when  the  overfilling  of  the 
pulmonary  capillaries  is  due  to  venous  stasis,  as 
found  associated  with  mitral  lesions,  the  treat- 
ment must  be  directed  to  the  venous  side  of  the 
circulation. 

The  right  heart  and  the  veins  being  over-filled, 
there  are  only  two  ways  of  relieving  the  venous 
tension  :  by  venesection  or  by  drainage.  Vene- 
section is  not  often  justified,  for  the  blood  is  not 
in  excess,  but  out  of  place,  and  practicallv  out  of 
commission,  for  the  blood  while  in  the  arteries  is 
a  nutritive  fluid — in  the  veins  it  is  not  available 
for  the  purpose  of  nutrition  to  the  extent  of 
anything. 

The  second  method  of  relief  is  generally  em- 
ployed— drainage  by  way  of  the  venous  radicles 
— and  this  can  be  accomplished  most  effectually 
by  the  use  of  a  saturated  solution  of  the  sulphate 
of  magnesia,  given  until  the  bowels  move  very- 
freely — with  the  effect  that  instead  of  weakening 
the  patient,  it  gives  strength,  comfort,  and  often 
sleep.  Other  agents  may  be  used,  such  as  com- 
pound jalap  powders  or  eleterium,  but  the  re- 
sults are  the  same,  a  relief  to  the  right  heart. 

When  the  congestion  in  the  pulmonary  area 
is  on  the  venous  side.,  and,  as  it  frequently  hap- 
pens, due  to  morbid  defects,  digitalis  would 
seem  to  be  indicated,  and  so  it  is — but  digitalis 
is  powerless  to  act  in  the  presence  of  an  over- 
filled right  auricle.  The  pressure  in  this  cavity 
must  he  relieved  before  a  heart  stimulant  can 
act  effectively,  and  the  preliminary  treatment  can 
be  speedily  accomplished  by  drainage.  Drain- 
age by  way  of  the  venous  radicles  becomes  an 
important  factor  in  the  nutrition  of  the  heart  it- 
self. As  is  well  known,  the  coronary  veins  emptv 
into  the  right  auricle.    If  this  chamber  be  over- 
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filled  the  veins  are  unable  to  empty  themselves 
perfectly — the  venous  blood  is  retained  in  the 
tissue  to  the  exclusion  of  the  arterial  blood. 
Thus,  the  tissues  of  the  heart  gorged  with  ven- 
ous blood  become  asphyxiated  by  the  products  of 
their  own  metabolism. 

By  tapping  the  right  auricle,  by  way  of  drain- 
age through  the  alimentary  tract,  the  veins  of 
the  heart  will  be  better  emptied,  the  arteries  bet- 
ter flushed,  and  the  heart,  with  its  improved 
nutrition,  will  be  able  to  adjust  a  new  balance; 
a  new  compensation  may  be  reached,  and,  under 
proper  treatment,  maintained  indefinitely. 

When  the  heart  has  been  rehabilitated,  it  is 
necessary  to  maintain  its  restored  integrity  by 
attention  to  diet,  exercise,  and  by  the  use  of  car- 
diac tonics  judiciously  administered.  The  con- 
tinued use  of  cardiac  or  other  tonics  is  not  often 
desirable,  but  in  cases  where  the  heart  wall  is 
weak  and  treacherous,  and  when  any  failure  in 
the  nutrition  of  the  heart  is  likely  to  lead  to  dil- 
atation, the  employment  of  small,  infrequently 
repeated  doses  of  digitalis  is  most  serviceable. 
The  use  of  digitoxin  in  small  doses,  as  recom- 
mended by  Balfour,  is  most  serviceable — a  dose 
of  1-240  grs.  every  night  or  second  night  will 
be  all  that  will  be  necessary  to  maintain  the  nu- 
trition of  the  heart,  and  to  manage  the  circulation. 

Strychnia  is  another  valuable  remedy,  and 
when  combined  with  arsenic  its  beneficial  action 
is  greatly  increased.  Arsenic  alone  increases  the 
respiratory  capacity,  and  in  this  way  lessens  ma- 
terially the  respiratory  distress. 

Other  remedies  will  suggest  themselves  to  the 
careful  physician,  but  in  the  emergency  of  car- 
diac failure  digitalis,  judiciously  employed,  is  far 
and  away  the  best  remedy  at  our  command. 
Again  and  again  by  its  use,  or  the  use  of  its 
congeners,  a  new  balance  of  the  circulation  may 
be  established  ;  but  to  the  damaged  heart,  crip- 
pled beyond  repair  with  the  ever-recurring 
dyspnoea,  with  its  suffering  and  exhaustion, 
there  must  come  a  time  when  the  limit  of  com- 
pensation will  be  reached,  a  time  when  the  heart 
can  never  be  rehabilitated.  Worn  out  with  the 
long  struggle  against  an  insurmountable  obstacle 
it  slowlv  but  surely  yields,  and  irretrievably. 

The  end  is  foretold  by  the  upright  position,  the 
swollen  feet,  the  massive  limbs,  the  distended 
abdomen,  the  dyspnceic  breathing,  the  almost 
pulseless  arteries,  the  livid  lips,  the  suffused  eyes, 
the  mental  wandering — and  above  all,  the  slow 
oncome  of  paralysis — the  outcome  of  an  over- 
whelming and  fatal  cardiac  fatigue. 


THE  FIVE  OBSTETRIC  EXAMINATIONS.* 


BY  ROBERT  L.  DICKINSON,  M.D. 

The  examinations  that  should  be  matters  of 
routine  during  pregnancy,  labor  and  the  post- 
partum state,  belong  to  five  periods : 

1st,  In  the  second  month  ; 

2d,  In  the  eighth  month  ; 

3d,  During  labor  and  at  its  conclusion ; 

4th,  Two  weeks  after  delivery ; 

5th,  Two  months  after  delivery. 

1.  In  the  second  month. — Its  object  is  to  make 
sure  of  pregnancy,  and  to  determine  that  no  cause 
exists  that  might  terminate  the  pregnancy,  such 
as  retroversion,  marked  anteflexion,  tumors,  ad- 
hesions, cysts  of  the  cervix  or  tubal  gestation. 
Retroversion  is  so  common  and  causes  so  little 
dysmenorrhea  in  certain  healthy  uteri  of  healthy 
women  that  its  presence  must  be  suspected  until 
the  particular  uterus  is  proved  innocent.  For  in- 
stance, a  young  Californian,  active  in  out-door 
sports,  yet  with  that  alertness  and  culture  usually 
accompanied  by  sensitiveness,  had  never  suffered 
a  qualm  of  discomfort  at  her  well-timed  periods. 
I  had  to  apologize  to  myself  for  applying  the  rule 
to  her,  especially  as  she  had  not  known  nausea 
or  pelvic  uneasiness  during  the  three  and  a  half 
months  of  this,  her  first  pregnancy.  Yet  there 
existed  the  most  aggravated  type  of  incarcerated 
retroversion.  The  fundus  was  solidly  fixed  in 
the  sacral  hollow.  Though  the  patient  was  self- 
controlled  and  tolerant  to  a  degree,  the  displace- 
ment resisted  all  measures  except  forcible  repo- 
sition under  anesthesia.  If  it  is  objected  that  I 
am  selecting  an  extreme  case,  here  is  another. 
It  occurred  in  the  practice  of  a  man  informed 
and  keen  beyond  his  fellows,  a  man  who  studies 
every  case  as  if  it  were  his  only  patient.  I  men- 
tion this  because  any  practitioner  may  miss  it,  if 
the  diagnosis  was  missed  by  this  man  with  a 
card-catalogue  in  his  mind. 

Seven  pints  of  urine  in  the  bladder  owing  to  in- 
carceration of  the  uterus. — The  patient  had  al- 
ways been  robust,  but  suffered  from  moderate 
dysmenorrhea  and  bearing  down.  Her  first  la- 
bor, fourteen  months  ago,  was  easy.  The  last 
menstruation  occurred  four  months  ago,  with 
"terrible  pains"  at  the  time  of  the  first  omitted 
period  ;  for  the  past  two  weeks  very  rapid  growth 
of  the  abdomen  with  more  or  less  aching,  so  that 
she  could  hardly  walk.  The  abdominal  pains 
date  back  seventeen  days,  the  great  distension  at 

*  Read  before  the  Brooklyn  Gynecological  Society,  December 
2,  1904. 
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least  fourteen  days.  She  reports  that  she  has  urin- 
ated regularly.  The  abdomen  is  of  a  size  that 
would  correspond  to  seven  and  a  half  months, 
a  tumor  in  the  median  line  feeling  like  the  uterus, 
but  fluctuating,  reaches  three  and  a  half  inches 
above  the  navel.  It  is  somewhat  hour-glass  in 
shape  from  side  to  side,  but  protrudes  evenly 
in  front.  On  vaginal  examination  the  cervix  is 
found  three  and  a  half  inches,  by  measurement, 
above  the  sub-pubic  arch,  flattened  against  the 
abdominal  wall,  while  the  bu';k  of  the  uterus  is 
distending  the  pelvic  cavity  hard  down  against 
the  pelvic  floor.  By  catheter  seven  pints  and 
three  ounces  of  urine  were  drawn  in  the  space  of 
one  hour,  and  a  tight  bandage  was  applied. 
Next  day,  a  colpeurynter  was  placed  in  the  va- 
gina for  some  hours,  whereupon  the  uterus  re- 
sumed its  natural  position.  On  the  third  day  the 
bladder  was  taking  up  its  work.  No  cystitis  de- 
veloped, and  no  lack  of  control  or  irritability  was 
•complained  of. 


Diagram  of  incarcerated  uterus  and  over  distended  bladder,  in 
sagittal  section.    Also  view  from  front.  The  cervix 
should^be  shown  higher,  and  further  forward, 
flattened  against  the  abdominal  wall. 


If  you  should  say  that  previous  knowledge  of 
the  patient  will  preclude  the  necessity  for  this 
routine  examination,  I  can  cite  cases  that  have 
retroversion  in  the  early  months  of  pregnancy, 
and  at  such  times  only. 

Anteflexion,  in  first  pregnancies,  when  pro- 
nounced, calls  for  great  care  at  the  time  of  the 
omitted  periods. 

Lacerations  of  the  cervix,  widely  gaping,  are 
warnings  to  use  care  also;  cysts  of  the  cervix,  if 
large  or  numerous,  are  irritants  to  be  removed 
by  puncture,  and  extensive  erosion  calls  for  treat- 
ment. 

A  tumor,  such  as  a  small  ovarian  cyst  or  a 
uterine  fibroid,  may  have  given  no  warning  of 
its  presence.  Now,  cognizance  of  such  must 
be  taken.   The  cyst  calls  for  operation,  the  fibroid 


only  if  located  low  in  the  uterus,  or  if  large  in 
size. 

Adhesions  are  to  be  watched.  They  soften  and 
lengthen  up  wonderfully  during  the  slow,  suc- 
culent growth,  but  detection  at  this  stage  solves 
the  problems  of  some  later  lop-sided  develop- 
ments. An  old  pus  tube,  if  present,  contains 
sterile  pus. 

Tubal  pregnancy  is  thus  detected,  or  more 
often  only  suspected,  before  rupture  jeopardizes 
life. 

The  method  is  as  follows :  The  patient  emp- 
ties her  bladder,  loosens  the  clothing  thoroughly, 
and  lies  down  on  the  table.  One  looks  for  anemia, 
heart  disease  or  weakness,  tuberculosis,  or  oedema 
— that  is,  for  warnings  of  possible  contra-indi- 
cations  to  continuance  of  pregnancy,  for  this 
is  the  time  to  find  them.  One  inspects  the  nip- 
ples and  gives  directions  concerning  their  cleans- 
ing, or  development  by  massage ;  and  then  ar- 
rives at  the  bi-manual  examination  to  determine 
the  matters  outlined  above. 

Then  the  patient  is  warned  that  she  must  ex- 
ercise due  care  during  the  week  when  the  period 
would  be  due,  to  avoid  miscarriage — no  shopping 
trips,  no  sewing  machine,  no  husband,  no  ex- 
cessive exertion — this  care  to  cover  the  second 
and  third  skipped  periods.  If  she  has  some  rea- 
son to  fear  abortion  or  has  the  habit,  she  is  in- 
structed to  add  to  the  above,  seven  days  on  the 
couch  in  her  wrapper,  and  is  given  morphia  with 
instructions  for  prompt  action  if  pains  or  show 
give  warnings. 

Thus  many  miscarriages  are  saved,  many  ac- 
cidents averted.  Like  the  urinary  examinations, 
this  second  or  third  month  investigation  is  with- 
out result  for  a  long  series  of  cases,  then,  sud- 
denly, one  saves  a  life — perhaps  two.  Many  a 
mobile  displaced  uterus  lifts  itself  without  help; 
many  a  subperitoneal  fibroid  is  harmless,  but 
even  these  it  is  our  duty  to  watch. 

2.  A  month  before  labor : — This  examination 
has  become  a  routine  matter  with  all  men  of 
modern  training  equipped  with  obstetric  con- 
sciences. In  all  midwifery  absurdly  inadequate 
fees  discourage  thoroughness.  This  period  pre- 
sents  no  exception.  General  condition,  heart 
strength,  nipple  adequacy,  kidney  action,  pres- 
entation and  position  of  child,  pelvic  measure- 
ments, these  at  least  should  be  looked  after,  with 
whatever  other  matters  will  develop.  Thus  shall 
many  lives  be  saved,  and  danger  signals  will  be 
seen  in  time. 

3.  The  examinations  during  labor  have  re- 
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ceived  all  the  attention  they  should  need.  We 
may  say  in  passing,  however,  that  too  few  men 
clip  the  labial  hair  or  adequately  clean  the  neigh- 
borhood in  which  an  anus  is  no  desirable  feature ; 
that  hand  cleaning  is  done  rightly  ten  times, 
where  care  against  unclean  contact  after  cleaning 
is  exercised  once,  and  that  re-cleaning  for  re- 
examination is  often  perfunctory.  There  is  im- 
provement all  along  this  line  nevertheless,  and 
the  laity,  quick  to  catch  the  picturesque  results., 
is  noting  the  difference  between  the  clean  and  the 
careless,  and  grows  critical  year  by  year. 

At  the  close  of  labor,  when  all  hands  are  tired 
out,  to  shirk  is  only  human.  We  all  do  it.  Good 
illumination  for  visual  and  digital  inspection  of 
the  perineum,  and  of  the  vagina  and  cervix  in 
certain  cases,  will  give  us  the  points  for  or  against 
immediate  action.  My  rule  is :  The  worse  the 
tear,  the  later  the  repair.  Lacerations  through 
the  sphincter  should  be  faced  and  deliberately 
classed  as  a  complicated  operation  calling  for 
table,  ether,  ample  assistance,  good  lighting,  and 
leisure.  Together  with  bad  tears  of  cervix  or 
vagina,  the  repair  of  this  injur}-  belongs  some 
days  after  labor.  This  seemingly  irrelevant  state- 
ment has  a  bearing.  Examination  that  deter- 
mines the  damage  exactly  will  often  postpone 
action  till  anesthesia  can  be  employed,  till  pa- 
tient and  accoucheur  have  rallied,  and.  partic- 
ularly, until  the  ragged  and  distorted  anatomy 
has  shrunken  to  recognizable  proportions,  so  that 
suture  will  ensure  symmetry  and  normal  func- 
tion. 

In  parenthesis,  between  3  ant!  4.  I  venture  to 
interpolate  another  practice  of  mine  that  has 
received  scant  welcome.  If  at  the  end  of  labor 
you  have  reason  to  believe  that  although  the 
perineum  is  intact  the  long  hard  labor  may  have 
hurt  the  cervix  seriously,  a  vaginal  examination 
at  the  fifth  day  will  give  an  indication  for  repair 
at  the  very  time  that  such  repair  works  out  best. 
In  primipara  with  sound  perineal  bodies  I  usu- 
ally investigate  then. 

Xow  for  the  postpartum  examinations.  What 
excuse  can  we  give  for  undiscovered  retrover- 
sions ?  Why  are  they  common  ?  Why  is  not 
every  woman  interrogated  with  both  hands  when 
the  doctor  dismisses  himself,  and  why  does  he  not 
order  her  to  report  at  the  office  later?  For  the 
general  practitioner  I  set  the  times  for  postpar- 
tum vagino-abdominal  examinations  as  two 
'Weeks  and  trco  months.  My  own  practice  has 
been  two  weeks,  six  weeks,  three  months. 

An  examination  for  retroversion  eight  to  four- 
teen days  after  labor  is  the  important  one  and 


covers  more  than  half  the  cases,  as  far  as  one 
may  guess,  without  looking  up  records,  but  one 
will  find  very  numerous  instances  of  good  posi- 
tion with  fair  shrinkage  at  the  time  when  the 
patient  gets  up  which  exhibit  pronounced  back- 
ward displacement  later. 

After  three  months  the  danger  is  past. 


THE  SEMEIOLOGY  OF  VOMITING  IN  CHILDREN. 


BY  E.  H.  BARTLEY,  M.D. 

Vomiting  is  so  frequent  in  infants  and  small 
children,  and  accompanies  so  many  different  con- 
ditions, that  it  is  often  very  difficult  to  interpret. 

The  younger  the  child  the  easier  does  it  vomit. 
This  is  partly  due  to  the  shape  and  position  of  the 
stomach  in  infants,  and  partly  due  to  the  suscep- 
tibility of  the  nervous  system  to  reflex  disturb- 
ances. Habitual  vomiting  or  eructation  of  food 
in  infants  and  young  children  differs  from  true 
vomiting  in  that  it  lacks  the  effort,  the  nausea, 
disfigurement  of  countenance,  or  the  contraction 
of  the  abdominal  muscles  seen  in  the  latter.  In 
this  form  of  vomiting  there  is  no  other  evidence 
of  disease,  the  child  appearing  cheerful  and  well 
both  before  and  after  vomiting.  It  is  apt  to  oc- 
cur soon  after  taking  food,  or  after  moving  the 
infant  about.  In  nurslings  the  milk  ejected  may 
be  curdled  or  fluid.  When  the  ejectment  occurs 
soon  after  taking  food,  the  fluid  character  of  the 
milk  usually  indicates  over-filling  the  stomach  or 
over-feeding.  When  fluid  milk  is  ejected  15  to  30 
minutes  after  nursing  it  indicates  a  deficiency  of 
gastric  secretion",  either  acid  or  rennin.  Habitual 
vomiting  is  sometimes  seen  in  older  children,  es- 
pecially in  continuing  the  vomiting  after  some 
disease  has  started  it.  Some  children  acquire 
the  habit  of  vomiting  any  food  or  medicine  which 
they  do  not  like.  Such  children  will  vomit  when- 
ever they  are  crossed  or  punished  as  a  means  of 
securing  their  own  way. 

Over-feeding,  undue  handling,  habit  and  ner- 
vous excitement  may,  then,  be  the  cause  of  sim- 
ple regurgitation  of  food. 

True  zomiting  is  characterized  by  nausea, 
shown  by  pallor,  cold  extremities,  a  small  quick- 
ened pulse,  clammy  perspiration,  restlessness,  etc. 
The  act  of  vomiting  is  attended  with  disfigure- 
ment of  the  face  and  contraction  of  the  abdominal 
muscles.    The  contents  of  the  stomach  are  ex- 
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pelled  with  considerable  force,  while  at  the  end 
of  the  act  the  child  utters  a  peculiar  sound  as  if 
suffocating. 

We  may  conveniently  classify  vomiting  into 
the  following  seven  groups,  although  it  will  be 
admitted  that  some  of  these  groups  may  overlap 
others,  and  it  may  at  times  be  difficult  to  differ- 
entiate individual  cases. 

1.  Gastric  vomiting. 

2.  Reflex  vomiting. 

3.  Cerebral  vomiting. 

4.  Bloody  vomiting. 

5.  Febrile  vomiting,  or  toxic  vomiting. 

6.  Cyclic  vomiting  or  recurrent  vomiting. 

7.  Vomiting  of  exhaustion,  or  vomiting  after 
certain  exhausting  diseases. 

Gastric  vomiting  almost  invariably  occurs  in 
cases  of  acute  gastric  indigestion.  It  results  from 
irritation  of  the  gastric  mucous  membrane  by  any- 
thing introduced  into  the  stomach.  It  may  be 
irritating  or  indigestible  food,  or  due  to  the  ir- 
ritation of  the  products  of  excessive  carbohy- 
drate fermentation.  In  this  last  case  the  vomit 
is  apt  to  be  green.  In  such  cases  the  child  may 
seem  quite  well  after  emptying  the  stomach,  and 
may  not  even  lose  the  appetite.  The  stomach 
may,  on  the  other  hand,  be  hypersensitive  because 
of  acute  or  chronic  catarrhal  inflammation,  or 
from  some  neurosis,  or  chlorosis. 

Nervous  excitement,  as  fright,  anger,  disap- 
pointment, prolonged  violent  play,  may  at  times 
cause  an  arrest  of  digestion  and  subsequent  vom- 
iting. 

Gastric  vomiting  is  apt  to  be  preceded  by  fever, 
restlessness  and  marked  prostration,  which  in 
young  infants  may  approach  collapse.  The  vom- 
iting usually  ceases  when  the  stomach  is  evacu- 
ated, but  it  may  continue  some  hours  owing  to 
the  reflex  irritability  of  the  mucous  membrane, 
which  may  last  some  time  after  the  irritant  is  re- 
moved. 

Reflex  vomiting  is  most  often  caused  by  irrita- 
tion or  inflammation  located  in  the  intestine,  peri- 
toneum, appendix,  lungs,  pleura  or  brain. 

In  acute  intestinal  obstruction,  vomiting  is 
rarely  absent,  and  is  generally  persistent  as  long 
as  the  obstruction  lasts. 

Persistent  vomiting  in  the  new-born  is  usually 
due  to  congenital  obstruction  of  the  bowel,  usu- 
ally in  the  duodenum,  or  at  the  pylorus.  In  oc- 
clusion of  the  colon  or  rectum  the  vomiting  is 
less  constant  and  comes  on  later.  In  intussuscep- 
tion the  vomiting  is  projectile,  and  immediately 


excited  by  taking  food  or  drink,  and  associated 
with  bloody  diarrhea.  Sooner  or  later  the  vomit 
becomes  fecal  in  character  and  the  collapse  pro- 
found. Simple  constipation,  unless  very  much 
prolonged,  seldom  causes  vomiting.  Any  se- 
vere pain  in  the  abdomen  may  excite  vomiting, 
as  intussusception,  appendicitis,  peritonitis1,  cys- 
titis, biliary  or  renal  colic,  acute  intestinal  indi- 
gestion, or  worms  (lumbricoid).  General  peri- 
tonitis is  almost  always  attended  by  vomiting, 
fever,  tenderness  and  distension.  Irritation  in  the 
nose  or  pharynx,  or  possibly  dentition,  may  cause 
vomiting. 

Cerebral  vomiting  accompanies  both  acute  and 
chronic  irritation  of  the  brain  or  its  membranes. 
It  is  peculiarly  persistent,  frequently  lasting  for 
several  clays  in  spite  of  treatment.  There  is  no 
relief  after  emptying  the  stomach,  as  there  is  in 
gastric  vomiting.  On  the  other  hand  the  little 
patient  feels  more  weakened  and  exhausted  than 
before.  Convulsions,  somnolence,  rigidity  of  cer- 
tain muscles,  or  retarded  pulse  may  assist  in  mak- 
ing the  diagnosis.  There  is  often  a  period  of 
ailing  for  some  time  before  the  vomiting  sets  in. 
In  cerebro-spinal  cases  cerebral  symptoms  quick- 
ly follow. 

There  is  a  form  of  nervous  vomiting  which  may 
resemble  cerebral  vomiting,  which  occurs  without 
special  assignable  cause  except  an  unsettled  ner- 
vous system.  It  is  apt  to  recur  each  morning, 
or  at  some  other  hour  each  day.  It  is  very  ob- 
stinate and  may  continue  for  weeks  or  months. 
It  is  not  usually  associated  with  much  emaciation, 
and  is  less  dangerous  than  the  same  malady  as 
seen  in  nervous  women.  The  diagnosis  is  best 
made  by  exclusion.  There  are  none  of  the  other 
signs  of  meningitis  or  brain  tumor.  There  is 
no  fever  as  there  is  in  meningitis. 

There  is  usually  a  clear  tongue  in  cerebral 
cases.  The  bowels  are  apt  to  be  constipated.  The 
vomiting  is  increased  by  raising  the  patient  from 
a  horizontal  to  a  vertical  position.  The  clean 
tongue  or  normal  stools,  absence  of  bad  odor  in 
the  mouth,  violent  headache,  somnolence  and 
irregular  retarded  pulse,  when  present,  in- 
dicate cerebral  vomiting.  It  must  be  admitted, 
however,  that  these  symptoms  are  by  no  means 
regular  in  cerebral  vomiting.  Uremic  vomiting 
may  closely  simulate  cerebral  vomiting,  is  per- 
sistent, does  not  respond  to  treatment,  is  accom- 
panied by  headache,  etc.  Migraine  may  be  met 
with  in  children,  with  severe  headache  and  vomit- 
ing. When  the  child  falls  asleep,  it  awakens 
well.    Not  so  in  cerebral  or  uremic  cases. 

Moody  vomiting  occasionally  occurs  in  the  new. 
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born,  when  it  is  called  melaena  neonatorum,  re- 
covery from  which  is  rare.  Also,  from  acute  fatty 
degeneration  (Buhl's  disease),  characterized  by 
cyanosis,  hemorrhages  under  the  skin,  oedema, 
and  bloody  vomiting.  The  prognosis  is  bad.  It  is 
a  septicaemia,  or  may  possibly  be  due  to  inherited 
syphilis.  Hemophilia  may  give  bloody  vomiting, 
but  here  the  hemorrhage  occurs  from  other  organs 
as  well.  In  older  children  bloody  vomit  occurs 
in  hemophilia,  pupura  hemorrhagica,  and  less  fre- 
quently in  the  outset  of  smallpox,  and  rarely  in 
malarial  paroxysms,  or  chills. 

False  hcmatemesis.  In  making  a  diagnosis  of 
hematemesis  one  should  be  mindful  that  swal- 
lowed blood  may  be  vomited.  This  may  occur 
from  swallowing  blood  drawn  from  a  cracked 
nipple,  from  nose  bleed,  bleeding  gums,  or  from 
placental  hemorrhage  during  the  birth. 

The  diagnosis  of  false  hematemesis  is  made : 

1.  By  finding  the  source  of  the  blood. 

2.  By  the  lack  of  pallor,  or  weakness. 

3.  By  the  small  amount  of  blood  ejected. 

Hematemesis  is  sometimes  simulated  by  some 
article  of  food  or  drink — as  berries,  colored  drugs 
or  drink.  In  case  of  doubt  we  may  test  the  vomit 
with  guaiac  and  turpentine. 

Febrile  or  toxic  vomiting.  Vomiting  with 
fever  occurs  at  the  outset  of  a  number  of  dis- 
eases. Those  diseases  with  which  vomiting  is 
most  likely  associated,  especially  at  the  onset,  are 
scarlatina,  smallpox,  during  malarial  paroxysms, 
meningitis,  lobar  pneumonia,  pertussis,  gastritis 
and  gastro-enteritis.  Less  constantly,  we  ma\ 
have  vomiting  in  some  other  conditions  attended 
with  a  cough. 

1.  In  whooping  cough  the  vomiting  is  quite 
constant  in  all  severe  cases,  and  comes  at  the 
close  of  a  paroxysm. 

2.  In  bronchitis  and  pharyngitis,  when  the  se- 
cretion is  scant  and  tenacious. 

In  such  cases  it  may  resemble  the  vomiting  of 
pertussis  in  occurring  at  the  close  of  a  paroxysm 
of  coughing. 

3.  Purulent  pleurisy,  especially  diaphragmatic 
pleurisy  often  provokes  vomiting.  Very  import- 
ant from  a  diagnostic  point  of  view  is  the  vomit- 
ing met  with  at  the  onset  of  lobar  pneumonia,  be- 
cause it  occurs  very  frequently  and  is  apt  to 
mislead  the  attendant.  Abdominal  pain  not  in- 
frequently accompanies  it. 

Cyclic  or  recurrent  vomiting  is  a  form  of  vom- 
iting without  apparent  cause  occurring  at  inter- 
vals of  a  few  weeks  or  months,  lasting  from  12 
hours  to  three  days.    It  is  attended  with  fever 


and  severe  prostration.  It  is  usually  preceded 
with  malaise,  headache,  anorexia,  epigastric  dis- 
tress, lasting  from  a  few  to  24  hours.  The  vomit 
contains  particles  of  food,  at  first,  then  it  consists 
of  mucus  or  sero-mucous  fluid  and  sometimes 
blood.  The  clinical  picture  reminds  one  of  an 
attack  of  migraine  in  an  adult.  In  a  few  cases 
in  which  the  urine  has  been  examined  by  Herter, 
the  uric  acid  was  less  than  normal  during  the 
attack.  The  vomiting  ceases  without  treatment 
and  recovery  is  rapid.  Occasionally  sudden  col- 
lapse and  death  occurs. 

The  cause  of  these  attacks  is  now  believed 
to  be  an  acidosis  or  acid  intoxication.  It  is  there- 
fore the  result  of  excessive  carbohydrate  fermen- 
tation, with  absorption  of  acid  products  and  di- 
minished alkalinity  of  the  blood. 

Edsall  and  Marfan  have  found  acetone  in  the 
vomit,  which  is  an  oxidation  product  of  beta- 
hydroxy-butyric  acid.  Basing  the  treatment 
upon  this  observation  he  found  a  rapid  improve- 
ment on  giving  HXaCO,  in  large  doses,  as  much 
as  100  grains  per  day.  The  urine  has  been  found 
by  Griffith  to  be  loaded  with  indican  and  con- 
tained also  acetone. 

Marfan  believes  that  acetone  in  the  stomach  is 
the  cause  of  vomiting.  It  is  more  likelv,  how- 
ever, that  it  is  the  toxic  effect  of  the  acid  intox- 
ication, and  is  therefore  a  toxic  vomiting. 

The  last  class  of  cases  of  vomiting  I  have 
called  the  vomiting  of  exhaustion,  seen  during 
apparent  convalescence  from  diphtheria,  scarla- 
tina, pneumonia,  etc.  Leyden  describes  it  under 
the  name  of  the  vomiting  of  irritable  weakness. 
He  attributes  it  to  an  irritable  condition  or  hy- 
peresthesia of  the  stomach,  due  to  an  exhausted 
and  irritable  nerve  center.  He  describes  one  case 
as  due  to  antipyrine. 

This  form  of  vomiting  is  especially  dangerous 
in  the  period  of  recover}-  from  diphtheria,  cere- 
brospinal fever,  typhoid  fever,  pneumonia,  etc. 
Vomiting  during  convalescence  from  diphtheria 
is  a  grave  symptom,  as  it  is  apt  to  foreshadow 
cardiac  paralysis,  either  immediately  or  within 
a  day  or  two.  Such  cases  seldom  recover.  The 
same  may  be  said,  though  with  less  certainty  as 
to  prognosis,  in  other  serious  illnesses.  The  ap- 
pearance of  vomiting  often  precedes  serious  or 
fatal  collapse.  It  appears  to  me  to  result  from 
exhausted  nerve  centers,  when  they  become  un- 
steady and  irritable,  and  lose  control  of  the  sym- 
pathetic ganglia.  This  form  of  vomiting  may 
then  be  regarded  as  the  vomiting  of  exhaustion 
of  the  nerve  centers. 
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INTESTINAL  ANASTOMOSIS  WITH  THE  AID  OF 
ACCESSORY  SUPPORT  TO  THE  INTESTINAL 
WALL:  ALSO  A  DESCRIPTION  OF  AN  OP- 
ERATION FOR  SUTURING  THE  IN- 
TESTINE WITHOUT  SUPPORT.* 


BY  GEORGE  WACKERHAGEN,  M.D. 

hi  reviewing  the  literature  relating  to  devices 
to  facilitate  the  operation  of  enterorrhaphy,  we 
are  at  once  impressed  with  the  number  of  such 
inventions.  The  fact  holds  in  surgery  as  in 
medicine  that  where  so  many  procedures  and 
remedies  are  brought  forward  for  a  given  con- 
dition, it  follows  that  an  altogether  satisfactory 
line  of  procedure  has  not  yet  been  established. 

My  object  in  bringing  this  subject  before  the 
Surgical  Society  is  to  get  the  opinion  of  gentle- 
men who  have  had  considerable  experience  in 
this  field  of  surgical  work.  The  various  methods 
of  suturing  in  these  operations  are  no  doubt  fa- 
miliar to  you  all,  each  operator  being  the  most 
successful  with  that  which  he  has  chosen  as  his 
ideal,  and  consequently  has  become  most  skillful 
in  its  use.  It  is  unnecessary  to  reiterate  what  the 
suture  should  always  accomplish.  Other  things 
being  equal,  the  suture  to  be  desired  is  that 
which  can  be  applied  with  the  greatest  rapidity. 
I  may  say  here  that  my  own  preference  is  for  a 
continuous  overhand  stitch  of  all  the  coats  with 
an  occasional  backstitch  followed  by  a  continu- 
ous Lembert,  also  with  an  occasional  backstitch ; 
special  attention  being  given  to  closure  at  mesen- 
teric border  by  Halsted  sutures.  However,  two 
tiers  of  different  kinds  are  generallv  preferred. 
Of  all  methods  of  suture  in  cases  where  no  bob- 
bin or  intestinal  support  is  used,  that  proposed 
and  successfully  practised  by  F.  Gregory  Connell, 
of  Chicago,  published  in  the  Philadelphia  Medi- 
cal Journal,  January,  1899,  is  superior  in  every 
respect,  barring  the  time  required  to  become  per- 
fectly familiar  and  deft  in  its  application.  His 
treatise  on  the  subject  is  most  interesting  and 
exhaustive. 

Briefly,  I  will  ask  your  indulgence  in  review- 
ing certain  appliances  devised  by  me  for  this  op- 
eration. 

The  method  of  attaching  a  glass  ball  to  the 
Murphy  button  by  a  silk  thread,  leaving  the  ball 
in  the  intestine  for  the  purpose  of  pulling  the 
button  into  the  intestine  to  prevent  its  falling 
into  the  stomach,  was  suggested  by  me  in  Decem- 
ber, 1895,  and  first  used  by  my  friend,  Dr.  Lange, 
on  the  14th  of  February,  1896. 

The  patient  was  a  woman  aged  50  years,  a  case 

*  Read  before  the  Brooklyn  Surgical  Society  Dec.  i,  1904. 


of  inoperable  cancer  of  the  stomach.  She  prompt- 
ly recovered  from  the  gastro-enterostomy  and 
was  discharged  from  the  hospital  in  good  con- 
dition. Some  time  after  her  return  to  her  home 
she  complained  of  return  Of  the  pain  in  her 
stomach  and  died  eight  months  after  the  opera- 
tion from  exhaustion.  The  friends  objected  to 
an  autopsy.  Neither  the  glass  ball  nor  the 
button  were  found  in  the  rectal  discharges. 

The  next  experiment  of  this  kind  was  tried  by 
Dr.  Rosencranz,  of  Hoboken,  on  the  6th  of  De- 
cember, 1896,  on  a  dog.  Three  weeks  after, 
neither  the  glass  ball  nor  button  having  be«n  de- 
tected in  the  discharges,  the  stomach  was  opened, 
hue  the  dog  died  from  the  effects  of  the  anesthetic. 
At  the  autopsy  neither  the  ball  nor  the  button 
was  found  in  stomach  or  intestine. 

Notwithstanding  the  doubtful  results  obtained 
I  still  believed  it  practical,  and  proposed  that  the 
rim  of  the  button  which  occupies  the  intestine 
should  be  made  a  little  larger  than  that  which 
is  placed  in  the  wall  of  the  stomach.  Two  but- 
tons of  this  kind  were  made  by  Geo.  Tiemann  & 
Co.,  in  May,  1897,  and  are  presented  for  your 
consideration.  I  believe  this  button  will  fall  in 
the  intestine  without  the  need  of  any  attachment. 

During  the  latter  part  of  the  year  1897,  I  intro- 
duced inflated  rubber  supports  of  various  sizes 
and  shapes  to  facilitate  intestinal  anastomosis, 
end  to  end,  end  to  side,  and  for  gastro-enteros- 
tomy. These  with  full  description  were  pub- 
lished in  the  New  York  Medical  Journal,  January 
29,  1898.  Until  my  attention  was  called  to  an 
article  by  Dr.  Halsted,  published  in  the  Philadel- 
phia Medical  Journal,  January  8,  1898,  I  believed 
myself  the  first  to  propose  this  accessory  appa- 
ratus. 


There  were,  however,  some  points  of  differ- 
ence, viz:  First,  the  middle  portion  in  width  for 
about  one-half  inch,  was  made  of  double  thick- 
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ness  so  as  to  prevent  the  needle  from  puncturing. 
Second,  the  supports  were  of  different  shapes, 
those  for  end  to  end  were  cylindrical  in  shape. 
Fig.  2,  those  for  gastro-enterostomy,  Fig.  1, 
were  bulbous  on  both  ends,  and  for  end  to  side 
were  bulbous  on  one  side  and  cylindrical  on  the 
other,  Fig.  3.  Third,  artery  forceps  were  ap- 
plied to  the  small  tube  after  the  support  was  in- 
flated, and.  having  finished  the  suturing,  except- 
ing the  last  two,  the  forceps  were  removed,  the 
air  expelled  from  the  rubber  bag,  and  the  tube 
cut  off  close  to  the  surface.  The  collapsed  rub- 
ber bag  was  left  in  the  intestine  to  be  expelled  by 
the  alimentary  canal. 

I  subsequently  learned  from  an  editorial  in  the 
Philadelphia  Medical  Journal,  February  26,  1898, 
that  the  following  gentlemen  had  preceded  us  in 
this  method  of  intestinal  supports,  viz. :  Treves, 
of  London  ;  Reder,  of  St.  Louis,  and  Downes,  of 
Philadelphia. 

In  the  New  York  Medical  Journal  of  April  2. 
1898,  I  reported  the  use  of  digestible  wafer  cyl- 
inders of  various  shapes  and  sizes  for  the  sup- 
port of  the  intestinal  wall  during  enterorrhaphy, 
and  claimed  for  this  method  the  following  ad- 
vantages, namely,  first,  it  is  digestible,  therefore 
it  need  not  be  removed  from  the  bowel  after  the 
sutures  are  applied. 

Second,  it  is  easily  introduced  and  affords  firm 
support  while  the  sutures  are  being  applied  :  also 
a  protection  to  the  wounded  internal  surface  for 
several  hours  after  operation. 

Third,  because  of  the  large  size  of  the  lumen, 
there  is  no  danger  of  its  becoming  blocked  by 
fecal  accumulations  above  the  site  of  the  anasto- 
mosis. 

Fourth,  it  is  inexpensive  and  easily  prepared. 

The  following  description  will  explain  a  plan 
for  the  preparing  of  wafer  tubes : 

The  cylinder  moulds,  6  inches  long,  are  made 
of  tin  and  are  not  soldered  together,  but  slightly 
overlapped,  so  that  they  may  be  compressed  in 


Fig.  2. 

order  to  remove  them  from  the  moulded  wafer, 
Figs.  1,  2,  3  and  4.    The  tin  moulds  extend  be- 


yond the  wafer  at  either  end.  This  is  necessary 
in  order  to  have  sufficient  surface  under  control 
for-  compression.  They  correspond  in  circum- 
ference to  the  Murphy  button.  The  wafer  cyl- 
inder, Fig.  1,  represents  the  shape  intended  for 


Fig.  4. 


end  to  end  approximation.  This  one,  marked  Fig". 
3,  is  for  end  to  side  approximation  (T  shaped). 
The  one  marked  Fig.  4  is  for  gastro-enterostomy. 

•  The  wafer  cylinder  representing  side  to  side 
approximation.  Fig.  2,  has  two  ridges  for  the 
purpose  of  preventing  displacement  while  the  su- 
tures are  being  applied. 

The  following  is  a  formula  for  preparing  water 
material:    a  very  stiff  paste  composed  of  flour 
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and  water  is  rolled  into  sheets  about  1-12  to  ]/% 
of  an  inch  in  thickness.  These  are  cut  to  fit  and 
applied  to  the  various  molds  upon  which  they  are 
baked  for  about  8  or  10  minutes  at  a  moderate 
temperature.  Another  method  of  baking  has 
been  used  to  prevent  cracking,  namely,  remove 
the  moulds  from  the  wafer  before  they  are  thor- 
oughly baked,  then  return  the  wafer  to  the  oven 
and  complete  the  baking.  They  are  now  thor- 
oughly washed  in  sulphuric  ether,  wrapped  in 
sterilized  cotton  or  gauze  and  put  in  glass  jars 
ready  for  use.  I  have  found  it  a  good  plan  to 
reinforce  the  seams  with  Squibb's  flexible  collo- 
dium,  as  they  will  sometimes  crack  at  these 
points.  The  tin  moulds  can  be  procured  at 
Messrs.  Geo.  Tiemann  Co.,  107  Park  Row,  X.  V. 
This  method  I  have  only  used  in  experiments  on 
dogs  in  gastroenterostomy  and  end  to  end,  both 
successful,  and  I  feel  satisfied  that  there  is  noth- 
ing so  safe  and  satisfactory  as  a  wafer  support 
where  suture  is  the  method  to  be  adopted. 

In  one  case  of  end  to  end  I  simply  used  a  con- 
tinuous overhand  suture  including  all  the  coats  of 
the  intestine  by  a  single  row  and  the  result  was 
very  satisfactory.  Perhaps  the  wafer  support 
was  a  sufficient  protection  to  the  inner  or  mucous 
surface  of  the  intestine  to  prevent  leakage  and 
contact  with  the  digestive  fluids  until  sufficiently 
firm.  Of  course,  I  should  not  like  to  take  the 
risk  of  this  method  of  suture  in  the  human. 

Those  of  you  who  have  read  the  masterly  in- 
troduction to  a  discussion  on  intestinal  anastomo- 
sis by  K.  Stanmore  Bishop,  F.R.C.S.,  Eng.,  at 
the  annual  meeting  of  the  British  Medical  Asso- 
ciation, October  10,  10,03,  must  be  convinced  that 
the  use  of  bobbins  or  intestinal  supports  in  en- 
terorrhaphy  are  of  very  great  assistance  and  are 
utilized  by  the  majority  of  surgeons  at  the  pres- 
ent day.  Specimens  of  these  moulds  and  wafer 
supports  were  kindly  presented  by  this  distin- 
guished surgeon  before  the  British  Medical  Asso- 
ciation with  the  following  remarks,  page  3,  re- 
print from  British  Medical  Journal: 

"I  have  said  that  bobbins  are  inadmissible  in 
my  opinion  in  the  large  intestine;  but  1  have  one 
form  here  which  should  probably  be  exempt  from 
that  dictum.  Dr.  Wackerhagen,  of  Brooklyn,  has 
most  courteously  presented  me  for  the  purpose 
of  this  meeting  with  a  set  of  his  wafer  supports 
and  the  mould  upon  which  they  are  made.  These 
Supports  are  made  of  dough  moulded  upon  these 
various  moulds  and  are  baked  upon  them.  When 
baked  the  moulds  are  sprung  out  of  them  and 
they  are  then  used  in  the  same  way  as  those  made 
of  decalcified  bone.    As  they  commence  to  soften 


and  disintegrate  from  the  moment  of  use,  they 
will  not  produce  the  obstruction  which  follows 
the  use  of  the  bone  and  metal  tube,  and  therefore 
may  safely  be  used  in  situations  where  the  others 
would  become  blocked  by  hard  feces.  There  can 
be  no  doubt  that  the  presence  of  some  support 
enables  the  surgeon  to  supply  his  sutures  more 
evenly  and  therefore  more  safely,  but  the  very 
transciency  of  their  presence  contra-indicates  to 
my  mind  their  use  in  the  small  intestine,  where 
they  would  give  little  protection  and  that  little  for 
too  short  a  time." 

Xow,  I  would  say  that  the  support  given  by 
wafer  cylinders  is  not  as  transitory  as  one  would 
be  impressed  by  these  remarks,  but,  as  I  have 
stated,  they  only  begin  to  soften  after  the  opera- 
tion is  complete,  and  I  would  say  further  that  the 
softening  is  very  gradual  as  the  cylinders  retain 
their  shape  even  when  thev  begin  to  soften,  as 
was  demonstrated  by  pressing  them  just  before 
closing  the  abdomen.  I  presume  that  when  they 
are  made  too  thin  the  softening  will  take  place 
too  early ;  to  prevent  that,  I  have  had  them  made 
thicker,  and.  in  some  cases,  coated  with  a  layer  of 
flexible  collodium. 

\s  before  stated,  I  have  only  used  them  in  the 
small  intestine  and  not  at  all  in  the  large  intes- 
tine, and  have  found  them  perfectly  satisfactory. 
The  specimens  here  presented  were  made  two 
years  ago  and  they  are  still  firm  and  perfect  in 
every  respect. 

During  the  past  three  years  I  have  been  ex- 
perimenting on  dogs  with  rubber-covered  clamps 
in  operations  for  gastroenterostomy  and  lateral 
anastomosis.  These  operations  up  to  the  present 
time  have  not  been  successful.  This  instrument, 
which  I  think  an  improvement  is  to  be  used  as 
follows : 

Openings  are  made  in  the  intestine  through 
which  the  rubber-covered  blades  are  introduced 
and  clamped,  and  the  intestines  are  quickly  closed 
by  a  simple  continuous  Lembert. 

The  complete  apparatus  consists  of  a  clamp 
proper  and  a  pair  of  introducing  and  locking  for- 
ceps ;  the  clamj)  is  composed  of  two  parts,  one 
locking  on  the  other  by  means  of  two  barbed 
catches.  On  each  half  of  the  clamp  is  attached  a 
segment  of  pure  rubber  tubing  which  gives  elas- 
tic pressure  when  clam])  is  locked.  The  blades 
of  the  introducing  forceps  upon  which  the  clamps 
slide  have  a  parallel  motion  insuring  perfect  ad- 
justment and  secure  locking  of  the  clamp.  After 
the  clamp  is  locked  the  forceps  is  withdrawn  by 
holding  the  clamps  between  thumb  and  fore- 
finger of  the  left  hand  and  pulling  on  forceps 
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with  the  other  hand  grasping  the  forceps  at  the 
joint.  The  clamps  have  been  made  much  larger 
than  I  intended  to  have  them  as  I  propose  to  use 
them  for  entro-enterostomy  after  gastroenter- 
ostomy. 

To  those  who  prefer  plain  suturing  in  intesti- 
nal anastomosis  to  any  form  of  temporary  sup- 
port, the  following  is  suggested : 


to  and  34  inch  from  the  Cushing  suture,  the  same 
is  done  on  the  other  segment  (slits  well  shown  in 


OPERATION. 

Fig.  1.  After  the  excision  and  closure  of  the 
ends  of  the  intestine  the  two  segments  are 
brought  together  side  by  side  and  guy  loops  are 
introduced  (Fig.  i,  A  B)  at  points  opposite  the 
mesentery  representing  the  length  of  the  anasto- 
mosis to  be  made.  A  colored  silk  suture  about  24 
inches  in  length,  with  a  knot  10  inches  from  its 
end  is  now  introduced  Vi  inch  beyond  loop  B, 
and  a  Cushing  suture,  D,  is  inserted  between  the 
two  segments  toward  loop  A,  and  to  a  point  y2 
inch  beyond  loop  A.  where  a  backward  retention 
stitch  is  taken,  C. 


Fig.  5,  operation  for  gastroenterostomy) ,  the 
free  inner  edges  of  these  slits  are  now  brought 
together  by  a  continuous  overhand  suture,  in- 
cluding all  the  coats,  from  loop  B  to  loop  A.  and 
this  is  continued  back  again  to  loop  B,  bringing 
the  outer  edges  of  the  slits  together,  the  guy 
loops  at  B  and  A.  respectively,  may  be  dispensed 
with  as  these  points  are  reached  in  the  suturing, 
as  the  ends  of  the  Cushing  suture.  D.  C,  may  be 
used  in  their  place. 


Fia-f. 


Fig.  2.  A  fold  of  intestine  on  one  segment  is 
next  caught  up  with  the  forceps  at  loop  B  and  a 
slit  made  with  the  scissors  towards  loop  A,  parallel 


Fig.  3.  Again,  beginning  at  loop  B,  the  long 
end  of  the  original  Cushing  suture,  D,  is  thread- 
ed and  applied  as  a  second  Cushing  stitch  toward 
loop  A,  at  which  point  the  end  is  tied  to  that  of 
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the  original  dishing  suture,  C,  at  loop  A,  and 
the  operation  is  completed  (see  Fig.  4).  This  is 
essentially  the  plan  of  Abbe  and  Halsted,  with 
simplified  technique ;  it  will  be  observed  that 
there  are  two  sutures  used,  the  Cushing  outside 
and  the  overhand  inside,  the  work  being  done 
continuously  back  and  forth  from  below  up- 
wards, while  the  assistant  holds  the  intestines  in 
the  abdominal  wound. 

28  Seventh  Ave.,  Brooklyn,  N.  Y.  City. 


ANTERIOR  METATARSALGIA,  WITH  A  REPORT  OF 
SIX  CASES  * 


BY  CHARLES  DWIGHT  NAPIER,  A.B.,  M.D. 

Orthopedic  Surgeon,  Kings  County  and  Williamsburg  Hospitals 
Associate  Orthopedic  Surgeon,  St.  Mary's  Hospital,  Clinical 
Assistant,  Hospital  Ruptured  and  Crippled. 

The  subject  of  Anterior  Metatarsalgia,  or  Mor- 
ton's Painful  Affection  of  the  Feet,  has  been  so 
well  described  by  Whitman  in  his  work  on  Ortho- 
pedics, and  by  Goldthwaite  and  others,  that  it 
seems  unnecessary  to  go  into  the  history  and  eti- 
ology of  the  subject.  A  report,  however,  of  the 
histories  of  six  cases  occurring  in  the  private 
practice  of  the  writer  may  be  of  interest  in  bring- 
ing out  suggestive  points  in  the  symptomatology. 
The  condition  has  generally  been  considered  one 
of  extreme  rarity,  but  in  the  opinion  of  those  who 
come  most  in  contact  with  painful  affections  of 
the  feet,  it  is  not  so  uncommon  as  is  supposed. 

Mrs.  A.  K..  December  9.  1903.  For  over  a 
year  she  had  pain  in  the  anterior  part  of  the 
sole  of  the  right  foot,  extending  at  times  on  to  the 
dorsum,  and  at  times  up  into  the  knee  and  hip  of 
the  right  side.  She  has  not  had  pain  in  other 
joints.  These  pains  occur  only  when  standing  or 
walking,  except  they  may  last  for  a  while  after 
considerable  walking.  She  does  not  have  them 
at  night.  She  has  for  some  time  found  relief 
from  a  stockinette  bandage  around  the  fore  part 
of  the  foot.  She  has  had  occasionally  uncomfort- 
able feelings  in  the  same  places  in  the  left  foot. 
The  right  foot  has  been  getting  worse.  The  pain 
will  come  on  in  sharp  spasms  and  only  relieved 
by  removing  the  shoe — pain  starting  from  be- 
neath anterior  arch  near  the  fourth  toe.  She  has 
felt  no  pain  around  the  longitudinal  arch.  The 
preceding  week  she  has  been  under  anti-rheu- 
matic treatment  with  diet  without  any  benefit,  and 
was  then  referred  to  the  writer  for  examination 
and  treatment. 

Fxamination  : — Roth  feet  were  slightly  pron- 

*  Read  before  the  Brooklyn  Surgical  Society. 


ated.  Anterior  portions  of  feet  broad  with  flat- 
tening of  anterior  arch.  Longitudinal  arches  not 
flattened.  No  restriction  of  motions  of  either 
foot,  and  no  pain  on  motion.  No  tenderness  over 
scaphoid  bones  or  under  center  of  soles.  No 
tenderness  elicited  on  adduction  of  feet.  Marked 
tenderness  beneath  and  over  metatarsophalangeal 
joint  of  fourth  toe  right  foot.  Slight  tenderness 
under  same  joint  left  foot.  Pain  also  caused  at 
that  point  by  squeezing  together  heads  of  meta- 
tarsal bones  right  foot.  Anterior  arches  of  both 
feet  apparently  perfectly  flat.  Slight  hallux 
valgus  both  feet. 

She  has  worn  rather  pointed  toed  shoes,  but 
not  extreme,  and  not  high  heels. 

Imprint  taken,  which  shows  absence  of  re- 
entering angle  of  Goldthwaite.  Right  anterior 
arch  strapped  with  small  pad  beneath  head  fourth 
metatarsal  bone. 

Advised  wearing  this  pad  and  compression 
strapping  right  foot,  and  if  necessary  of  left  foot, 
also  proper  shoes  with  heels  of  both  shoes  and 
sole  of  right  shoe  built  up  R4  inch  on  inner  side. 
Later,  plates  to  be  made.  Medication  and  diet 
was  discontinued  by  her  physician.  Directed 
proper  exercises  for  the  foot. 

December  13th — Has  experienced  marked 
relief. 

Whitman  plate  made  which,  after  some  modi- 
fication, has  been  worn  with  great  comfort — she 
forgetting  most  of  the  time  that  it  was  in  her 
shoe.  There  has  been  no  return  of  the  pain,  and 
she  takes  long  walks  with  ease. 

Dr.  M.  seven  years  ago  had  been  riding  the 
wheel  considerably,  and  about  that  time  wore  a 
new  pair  of  shoes  which  were  rather  tight.  The 
right  foot  soon  began  to  trouble  him — the  pain 
starting  about  the  anterior  arch.  It  would  come 
on  only  when  he  had  his  shoe  on.  The  past  four 
years  the  attacks  of  pain  increased  in  frequency 
and  severity,  and  centered  at  the  fourth  toe.  The 
pain  was  cramp-like  and  almost  unbearable.  The 
only  relief  obtainable  was  by  removing  the  shoe 
and  pressing  down  or  up  the  fourth  toe.  He  was 
obliged  to  wear  loose  low  shoes  which  could  be 
easily  removed,  as  he  was  obliged  to  slip  off  the 
shoe  wherever  he  was.  He  soon  got  into  the 
habit  of  sitting  in  his  carriage  or  in  the  cars  with 
his  foot  partly  out  of  the  shoe.  The  pain  often 
extended  up  the  leg  and  back  of  thigh  to  the  hip, 
and  at  times  seemed  to  start  in  the  hip.  The 
cramp-like  pain  would  usually  come  on  several 
times  during  the  day,  but  at  times  he  would  be 
free  from  them  for  several  days,  but  only  by 
wearing  a  loose  shoe  and  keeping  it  off  as  much 
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as  possible.  He  was  unable  to  walk  any  distance 
or  stand  long. 

On  examination,  the  right  foot  appeared  nor- 
mal,— the  imprint  showed  little  change  except 
perhaps  some  lessening  of  the  re-entering  angle 
of  Goldthwaite.  There  was  no  pronation,  and  but 
slight  flattening  of  the  longtitudinal  arch,  and  no 
limitation  of  motions.  The  transverse  arch,  how- 
ever, appeared  somewhat  flattened,  and  there  was 
a  point  of  marked  tenderness  at  the  fourth  meta- 
tarsophalangeal joint.  The  palmar  flexors  of  the 
toes  were  weak.   The  other  foot  was  normal. 

Treatment  was  begun  by  strapping  and  placing 
a  pad  under  the  painful  articulation.  This,  how- 
ever, was  very  uncomfortable  and  seemed  to  give 
no  relief.  A  plate  was  made  on  the  Whitman 
model  over  a  cast  of  the  foot,  and  perfect  comfort 
and  relief  was  obtained  almost  immediately.  He 
is  now  completely  free  from  the  pain.  Last  sum- 
mer he  ran  a  race  with  the  plate  in  the  shoe,  and 
he  is  seldom  conscious  of  its  presence. 

Mrs.  C.  H.,  September,  1904.  For  about  two 
months  has  been  having  pain  in  the  right  foot — 
some  in  the  region  of  the  metatarsophalangeal 
joints,  but  principally  at  a  point  just  in  front  of 
the  external  malleolus.  There  has  been  swelling 
at  this  point,  and  at  times  redness.  The  pain  is 
more  of  a  tired  ache — not  sharp — worse  during 
walking  and  just  afterwards — little  at  night.  She 
had  been  on  her  feet  more  than  usual. 

She  had  been  treated  for  rheumatism  without 
apparently  any  benefit. 

Examination : — Some  tenderness  in  front  of 
external  malleolus,  slight  swelling,  no  redness. 
Tenderness  under  articulation  of  phalanx  of 
fourth  toe  with  metatarsal  bone.  Compression  of 
anterior  arch  while  it  is  raised  gives  relief.  Very 
little  flattening  of  transverse  arch ;  none  of  long- 
itudinal arch. 

Treatment : — Small  pad  under  tender  articula- 
tion— snug  strapping,  heels  of  shoes  directed  to 
be  built  up  yi  inch  on  inner  border,  also  anti- 
rheumatic treatment  and  exercises  for  the  foot. 
The  shoemaker  misunderstood  directions  and 
gave  her  one  of  those  shoemakers'  ready  made 
plates,  supposed  to  fit  everybody.  This  she  wore 
faithfully  for  a  few  days  in  spite  of  great  dis- 
comfort until  December  1,  when  the  mistake  was 
corrected.  Since  then,  with  treatment  also  for 
rheumatism,  she  has  made  rapid  recovery.  She 
rarely  has  any  trouble  now,  although  the  strap- 
ping has  been  discontinued  for  a  month,  and  no 
plate  was  used. 

Mrs.  R.  M.  S.,  September  29,  1904.  In  the 
latter  part  of  May  she  began  having  pains  in  left 


foot.  Was  getting  her  new  house  ready  and  do- 
ing a  good  deal  of  shopping.  The  pain  in  the  left 
foot  came  on  every  evening.  She  would  have  a 
steady,  hard  ache  under  the  metatarsophalangeal 
joints,  especially  under  the  great  toe.  She  says 
there  was  some  swelling  under  the  great  toe  at 
that  time. 

After  a  few  weeks,  the  pain  went  up  to  a  point 
just  in  front  of  the  external  malleolus;  later  the 
pain  partly  left  the  point  under  the  toes.  The 
pain  was  always  greater  when  on  the  feet,  and 
in  the  evenings,  after  going  a  good  deal — rarely 
during  the  night.  This  pain  would  often  extend 
up  into  the  calf.  The  pain  has  always  been  a  dull 
ache — never  sharp.  Rough  pavements  and  go- 
ing up  and  down  stairs  have  been  difficult.  She 
would  get  relief  by  removing  shoe,  and  having 
one  of  her  children  hold  the  foot,  compressing 
the  anterior  arch. 

No  history  of  traumatism. 

Examination — Tenderness  at  point  of  pain  in 
front  of  external  malleolus,  and  pain  on  pres- 
sure very  marked  under  metatarsophalangeal 
joint  of  fourth  toe ;  palmar  flexor  muscles  of 
toes  weak,  and  extreme  flexion  causes  pain  ;  an- 
terior arch  flattened ;  callous  formation  below 
fourth  metatarsophalangeal  joint ;  slight  valgus 
of  left  foot ;  slight  flattening  of  long  arch,  left 
foot,  no  tenderness  of  long  arch  or  limitation  of 
motion. 

Treatment — Small  pad  under  tender  point,  an- 
terior arch  strapped.  Small  pad  also  under  long- 
itudinal arch,  with  strapping  about  ankle. 
Proper  shoes  ordered,  and  exercises  directed. 

November  21 — Practically  rid  of  all  pain  and 
tenderness ;  cast  taken  for  plate. 

December  12 — Strapping  has  been  continued; 
she  has  been-  entirely  free  of  all  pain.  Plate 
applied  to  left  foot. 

December  19 — The  plate  has  been  worn  with 
perfect  comfort. 

Miss  C.  H.  G.,  October  25,  1904.  She  had  hip 
disease  when  about  three  years  of  age. 

Seven  years  ago  she  began  having  pain  in  the 
fore  part  of  the  right  foot  when  walking.  This 
would  start  under  the  ball  of  the  foot  and  run 
up  the  back  of  the  leg,  and  sometimes  into  the 
thigh,  hi]),  and  even  back.  It  was  always  a  dull, 
tired  ache — never  any  sharp  shooting  pain.  It 
has  always  been  during  walking — sometimes  last- 
ing for  a  while  after  sitting  down,  but  never  last- 
ing during  the  night.  The  past  year  or  two  the 
left  foot  has  troubled  her  similarly,  but  not  as 
much  as  the  other.  Rough  pavement  and  going 
up  and  down  stairs  have  been  especially  difficult 
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for  her.  She  has  tried  the  Koehler  and  Coward 
shoe,  and  when  wearing  a  hroader  and  more  sen- 
sible  shoe  has  been  somewhat  relieved,  but  never 
free  from  trouble. 

Ten  weeks  previous  to  consulting  me,  while 
walking,  the  right  foot  suddenly  gave  out  as  if  it 
were  sprained,  with  a  feeling  also  of  something 
having  slipped  ;  and  after  that  time  she  kept  to 
the  house,  being  practically  unable  to  walk. 
There  was  considerable  swelling  at  this  time  on 
the  dorsum  of  the  left  foot  just  back  of  the  second 
toe,  and  there  was  quite  a  little  pain  for  a  few 
days. 

On  examination,  both  longitudinal  arches  were 
found  slightly  flattened,  but  presenting  no  symp- 
toms of  trouble.  Both  anterior  arches,  however, 
were  completely  flattened— the  second  and  third 
metatarsal  heads  being  on  a  lower  plane  than  the 
others,  and  having  under  them  thick  callous 
formations.  All  the  toes,  but  the  great  toes,  were 
in  the  position  of  hammer  toes,  and  the  second 
toe  of  the  right  foot  showed  a  partial  dislocation 
upwards  of  the  proximal  end  of  the  first  phalanx. 
The  great  toes  made  an  angle  of  about  400 
from  the  straight  line.  The  power  in  the  toes  was 
very  weak,  especially  in  palmar  flexion.  There 
was  marked  tenderness  on  pressure  under  the 
metatarsophalangeal  joints  of  the  second  toes,  a 
little  under  the  third,  none  under  the  others. 
Compression  of  the  anterior  arch,  when  arched, 
gives  a  feeling  of  comfort.  Attempts  at  palmar 
flexion  of  the  toes  with  the  band  causes  pain. 

Treatment  was  begun  by  placing  a  small  pad 
under  the  painful  articulations  and  strapping 
snugly  the  arch. 

November  28,  1904.  Proper  shoes  have  been 
ordered ;  have  not  yet  been  gotten  on  account  of 
her  disability.  Considerable  relief  has  already 
been  attained,  and  this  week  she  has  come  to  the 
office  by  the  cars,  walking  the  necessary  two 
blocks  with  less  difficulty. 

The  subluxation  of  the  right  second  toe  was 
reduced,  and  has  been  retained  in  its  proper  posi- 
tion, although  with  some  difficulty.  Improve- 
ment has  continued. 

Mr.  S.  E.,  teacher,  November  [9,  1904.  He 
is  necessarily  on  his  feet  a  good  deal.  For  about 
fifteen  years  he  has  had  some  trouble  with  bis 
feet,  which  he  has  had  treated  off  and  on  with, 
at  times,  some  benefit.  The  pain  has  usually  been 
in  the  fore  part  of  the  feet — not  very  well  located 
by  him — rather  a  tired  ache  all  over  the  front  of 
the  foot.  At  times  he  has  had  pain  referable  to 
the  longtitudinal  arch.  He  has  been  to  different 
men  in  I'oston  and  elsewhere,  and  has  worn  dif- 


ferent kinds  of  sole  plates.  He  has  always  had  a 
good  deal  of  callous  under  the  balls  of  the  toes, 
which  at  one  time  he  had  treated  by  a  dermatol- 
ogist in  Boston  with  a  little  benefit.  He  has  worn 
sensible  shoes,  but  at  the  present  is  not.  He  has 
had  no  sharp  or  cramp-like  pains.  His  subjective 
symptoms  are  not  of  much  value. 

Examination— There  is  a  great  deal  of  callous 
under  anterior  arch.  Marked  tenderness  under 
fourth  metatarsophalangeal  joint.  Callous  also 
sensitive.  Anterior  arch  much  flattened — many 
of  toes  almost  hammer  toes — weakness  of  muscles 
— longitudinal  arch  good  and  no  symptoms  refer- 
able to  it. 

Treatment. — Pad,  strapping,  proper  shoes,  ex- 
ercising. 

Nov.  26. — He  has  already  experienced  some  re- 
lief. Casts  of  the  feet  show  second,  third  and 
fourth  metatarsal  heads  on  a  lower  level  than 
others.  A  proper  shoe  caused  considerable  im- 
provement in  symptoms. 

A  word  as  to  the  causation  of  this  disease  may 
not  be  out  of  place.  This,  in  the  large  proportion 
of  cases,  may  be  summed  up  in  two  words :  im- 
proper shoes.  The  pointed  toes,  narrow  width 
and  high  heels,  must  take  the  blame ;  and  the  ex- 
tremes of  these  are  not  necessary.  The  only  rea- 
son one  can  give  that  more  cases  are  not  produced 
by  these  ridiculous  styles  is  that  the  wearers  of 
them  are  necessarily  not  walkers.  A  narrow  and 
pointed-toe  shoe  must  cramp  the  toes,  and  a  nor- 
mal toe  action  not  being  allowed,  a  consequent 
weakness  in  muscles  naturally  results.  Then, 
with  the  muscles  of  the  anterior  metatarsal  arch 
weak,  the  arch  becomes  permanently  flattened. 

1275  Bedford  Avenue. 


DUKES'  DISEASE* 


BY  BEN  J.  EDSON,  M.D. 

In  the  London  Lancet  of  July  14,  1900,  Dr. 
Clement  Dukes  reports  an  epidemic  of  a  con- 
tagious eruptive  disease  occurring  in  a  school  at 
Rugby — a  disease  which  was  declared  to  be 
neither  measles,,  scarlatina,  nor  yet  rubella,  but 
which  in  its  entirety  presented  some  of  the  fea- 
tures of  each  of  these  three  diseases.  In  the  ab- 
sence of  any  recognized  name  for  this  newly  dis- 
covered disease,  he  called  it  tentatively  the  Fourth 
Disease. 

His  studies  of  that  particular  epidemic  were 
confined  to  nineteen  cases,  although  for  some 
years  he  had  observed  similar  epidemics  leading 

*  Read  at  a  meeting  of  the  Pediatric  Section,  Dec.  a8,  1904. 
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towards  the  conclusions  formed  in  this.  His 
method  of  proving  this  to  be  a  distinct,  if  not  a 
new  disease,  was  essentially  clinical.  Briefly  sum- 
marized, it  may  be  said  that  children  that  had 
already  has  measles,  scarlatina  and  rubella,  were 
not  thereby  rendered  immune  to  this  Fourth  Dis- 
ease, and  still  further,  that  some  of  those  that  had 
this  so-called  Fourth  Disease  subsequently  con- 
tracted measles,  scarlatina,  and  rubella,  when  ex- 
posed to  them.  Accepting  Cullen's  law  that  "one 
attack  of  an  eruptive  fever  entails  immunity  from 
a  second  attack  during  childhood" — to  which,  as 
we  well  know,  there  are  not  infrequent  excep- 
tions, but  which  is  in  the  main  true — Dukes  would 
account  for  those  observed  cases  in  which  chil- 
dren are  said  to  have  had  measles  even  three  or 
four  times,  by  assuming  that  one  of  these  attacks 
was  doubtless  this  Fourth  Disease. 

Broadbent  and  some  others  in  England  endorse 
the  claim  of  Dukes,  while  others  equally  eminent 
hesitate,  or  decline  to  accept  it. 

Bokay  {Deutsche  Medizinische  Wochenschrift, 
October  20,  1904  )  believes  the  disease  to  be  a 
separate  entity,  and  points  out  that  Filatow  in 
1885  describes  something  of  the  kind  and  terms 
it  rubeola  scarlatinosa.  Bokay  proposes  the  hy- 
phenated name  Filatow-Dukes  Disease. 

In  April,  1904,  in  the  cases  to  which  I  shall 
refer  hereafter,  Dr.  Winfield  and  myself  used 
informally  the  equally  descriptive  term  Dukes' 
Disease,  and  that  name  I  shall  use  in  this  paper. 

In  this  country  but  little  attention  has  been 
given  to  Dukes'  claims  of  having  differentiated  a 
distinct  eruptive  disease,  and  his  views  are  re- 
ceived with  some  skepticism.  A  few  writers  have 
incidentally  referred  to  Dukes'  writings  on  the 
subject,  but  at  best  only  with  qualified  acceptance. 

French  says :  "There  is  much  doubt  about  the 
propriety  of  admitting  the  (Fourth)  disease  as  an 
entity,  and  not  merely  as  a  form  of  rubella." 

In  the  International  Annual  for  1904  the  sub- 
ject is  mentioned  with  a  like  reservation. 

Curtis  and  Shaw,  of  Albany,  in  the  Medical 
News  of  December  20,  1902,  report  147  cases  of 
an  exanthematous  epidemic  at  Round  Lake — 66 
children  and  81  adults.  Nowhere  else  do  I  find 
recorded  so  great  a  preponderance  of  adults, 
either  in  rubella  or  in  Dukes'  Disease. 

As  a  general  rule  these  mild  cxanthems  are 
confined  almost  exclusively  to  children. 

And  here  a  word  in  regard  to  the  progressive 
differentiation  of  the  exanthemata  may  not  be  out 
of  place.  In  the  days  of  Sydenham,  all  the  erupt- 
ive fevers  were  classed  under  the  general  term 
variola.   He  observed  a  class  of  cases  having  cer- 


tain distinctive  characteristics  and  gave  them  a 
separate  classification,  as  mdrbilli,  or  measles. 
Up  to  near  the  close  of  the  17th  century,  measles 
and  scarlatina  were  considered  as  one  and  the 
same  disease — measles.  It  seems  incomprehen- 
sible to  us  that  these  two  diseases,  so  unlike  as  we 
see  them,  could  so  long  have  been  grouped  to- 
gether. 

W  illiam  Moss,  in  his  essay  on  the  management 
and  nursing  of  children  (London.  1781),  gives 
extended  consideration  to  small  pox,  chicken  pox 
and  measles,  but  does  not  even  mention  scarlatina. 

Another  writer,  near  the  close  of  the  century, 
treats  of  measles  at  length,  but  devotes  less  than 
a  single  page  of  his  book  to  that  form  of  measles 
called  the  scarlet  fever. 

About  the  middle  of  the  last  century,  rubella 
became  detached,  as  it  were,  from  its  associated 
congeners  as  a  disease  by  itself.  The  question  is 
now  raised  as  to  whether  rubella  includes  two  or 
more  distinct  and  recognized  diseases. 

Rubella  is  generally  admitted  to  be  a  multiform 
disease,  varying  widely  as  regards  period  of  in- 
cubation, appearance  of  the  eruption,  general 
symptoms  and  complications.  I  here  use  the  term 
rubella  as  synonymous  with  and  embracing  Ger- 
man measles,  French  measles,  rotheln,  rubeola 
notha,  rubeola  sine  catarrho,  and  epidemic  roseola, 
but  not  including  symptomatic  roseola.  Whe- 
ther all  these  terms  truly  stand  for  one  and  the 
same  disease,  or  for  two  or  more  distinct  diseases, 
fairly  admits  of  discussion. 

In  April  and  May,  1904,  there  occurred  in  the 
Home  for  Destitute  Children,  in  Sterling  Place, 
in  this  city,  64  cases  of  a  contagious  eruptive  dis- 
ease of  an  unusual  character,  and  these  cases  con- 
stitute the  text  of  this  paper. 

The  first  child  attacked  was  an  Assyrian  boy 
about  nine  years  old.  He  had  been  in  the  institu- 
tion for  several  months,  and  the  only  communi- 
cation with  or  from  the  outside  world  was 
through  a  visit  from  his  sister,  a  young  girl,  who 
visited  him  just  two  weeks  before.  Although  I 
do  not  know  that  this  girl  was  ill.  or  that  she 
brought  the  disease  into  the  Home,  I  think  the 
circumstantial  evidence  sufficient  to  warrant  this 
assumption.  This  would  make  the  period  of  in- 
cubation about  fourteen  days,  which,  so  far  as  we 
could  determine,  was  the  average  time  of  all  the 
cases. 

The  first  thing  that  called  attention  to  the  boy 
was  the  eruption  on  the  face,  particularly  around 
the  mouth.  It  soon  extended  to  the  cheeks,  fore- 
head, neck  and  downwards  over  the  body  and 
limbs.    The  time  to  the  full  development  was 
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about  one  day.  It  soon  began  to  disappear  in  the 
order  of  its  onset,  and  at  the  end  of  two  or  three 
days  it  entirely  disappeared.  In  some  few  cases 
slight  macules  remained  for  two  or  three  days 
longer. 

The  eruption  was  distinctly  papular,  small  ele- 
vations close  together,  pale  in  color,  with  no  ten- 
dency to  bat's-wing  grouping,  except  that  in  per- 
haps 25  per  cent,  of  the  cases  the  eruption  over 
the  loins  and  upper  portion  of  the  buttocks  was 
manifestly  crescentic,  as  in  true  measles. 

Not  one  of  the  children  was  really  ill.  In  only 
a  few  was  there  any  elevation  of  temperature, 
none  above  ioo°  F.  There  was  no  increase  in 
pulse  or  respiration,  no  coryza  or  bronchitis,  no 
loss  of  appetite  or  sleep.  There  was  no  pruritis, 
and  in  only  one  case  was  there  noticeable  desqua- 
mation. No  enlargement  of  the  glands,  no  com- 
plications, and  no  sequelae. 

To  this  broad  statement  there  were  perhaps 
a  dozen  exceptions — cases  in  which  there  was 
efflorescence  in  the  fauces  and  adjacent  structures, 
and  Koplik's  spots  were  present  as  in  measles. 
This  last  notable  feature  rests  not  on  my  ob- 
servation alone,  but  can  be  verified  by  Dr.  J.  M. 
Winfield,  who  saw  a  number  of  the  cases. 

So  far  as  I  am  aware,  no  mention  has  ever  been 
made  of  Koplik's  spots  either  in  rubella  or  Dukes' 
Disease. 

Indeed  Holt  says,  "Koplik's  spots  form  a  valu- 
able means  of  distinguishing  measles  from  ru- 
bella." The  obvious  inference,  therefore,  is  that 
Koplik's  spots  are  not  found  in  rubella. 

Corbett  says  that  in  rubella  there  is  no  tendency 
to  form  crescents.  In  these  cases,  at  the  height 
of  the  eruption,  the  crescentic  form  was  very 
evident  on  the  loins  and  buttocks. 

The  history  of  this  first  case  represents  the 
general  type  of  all  these  cases,  with  one  notable 
exception.  That  exception  was  a  boy  four  years 
old,  in  which  the  eruption  was  a  bright  scarlet, 
covering  uniformly  almost  the  entire  surface  of 
tbe  body  and  limbs,  and  looked  like  a  typical  case 
of  scarlet  fever.  There  was  absence  of  fever, 
however,  and  all  of  the  usual  symptoms  of  scar- 
latina, except  the  eruption  alone.  So  marked  was 
the  appearance  that  it  was  deemed  prudent  to 
isolate  the  child  until  in  a  day  or  two  the  rash 
began  to  disappear,  and  the  disease  followed  t lie 
general  course  of  the  other  cases.  This  case 
demonstrated  conclusively  that,  notwithstanding 
the  wide  difference  in  the  form  of  the  eruption, 
the  disease  was  one  and  the  same.  This  was  the 
only  child  of  the  64  that  was  kept  in  bed  for  even 


one  day,  and  the  only  one  in  which  desquamation 
was  positive. 

The  ages  of  these  children  were  from  four  to 
thirteen  years ;  only  one  adult,  a  woman  of  thirty- 
two,  contracted  the  disease,  although  others  were 
fully  exposed  to  it. 

Of  rubella,  Anders  says,  "Sore  throat  is  nearly 
always  present,  with  enlarged  tonsils,  dry  cough 
and  bronchitis.  In  severe  cases  the  post-cervical, 
axiliary  and  inguinal  glands  are  involved." 

Corbett  says,  "Tonsils  swollen,  with  hoarseness 
and  cough,  in  96  per  cent,  of  all  cases." 

These  symptoms,  with  fever,  appear  to  have 
been  present  in  the  cases  reported  by  Curtis  and 
Shaw  under  the  name  of  rubella  scarlatiniforme, 
and  these  seem  to  correspond  in  the  main  with 
those  on  which  Dukes  bases  his  classification  of 
an  independent  disease. 

The  difference  in  the  period  of  incubation  is 
one  of  the  basic  points  on  which  Dukes  lays  much 
stress  in  his  differential  diagnosis.  Unless  this 
is  established  beyond  peradventure  in  a  large 
number  of  carefully  observed  cases,  it  does  not 
seem  sufficient  to  warrant  a  new  classification.  It 
is  a  well  recognized  fact  that  in  all  the  exan- 
themata, whatever  may  be  the  average,  the  in- 
cubation period  varies  widely  in  the  extremes, 
as  well  as  in  different  epidemics. 

In  these  cases  that  I  report,  the  symptoms  and 
course  of  the  disease  do  not  correspond  with  the 
generally  accepted  features  of  rubella,  nor  yet 
with  those  described  by  Dukes.  If  for  want  of  a 
better  name  they  must  be  classed  under  the  head 
of  rubella,  with  the  one  given  exception  they  be- 
long to  the  morbilliforme  type. 

I  have  studied  with  some  care  Dukes'  differ- 
ential diagnosis  between  rubella  and  the  Fourth 
Disease,  in  which  he  sets  down  in  parallel  col- 
umns the  characteristic  features  of  each,  and  I 
am  forced  to  the  conclusion  that  they  are  so  al- 
most exactly  alike  that  one  heading  would  answer 
for  both,  and  the  columns  or  headings  might 
change  places  without  making  any  material 
difference. 

The  importance  of  a  correct  diagnosis  lies  not 
in  the  gravity  of  the  milder  forms,  but  in  the  lia- 
bility of  mistaking  them  for  the  diseases  that  are 
trulv  serious.  It  is  often  impossible  to  diagnose 
correctly  eruptive  disorders  at  a  first  visit. 
This  the  health  authorities  expect  us  to  do. 
but  when  a  day  or  two  later  our  diagnosis 
is  found  to  be  erroneous,  some  of  us  know 
by  experience  that  it  is  not  easy  to  convince  the 
authorities  that  our  report  should  be  amended, 
and  an  unnecessary  quarantine  raised.    Still  more 
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serious  is  it  when  a  patient  with  a  trifling  eruption 
is  removed  to  the  hospital  for  contagious  diseases, 
when,  or  on  the  way  in  the  ambulance  used  in- 
discriminately for  all  kinds  of  contagious  dis- ' 
eases,  except  perhaps  small  pox,  the  unwitting 
victim  stands  a  good  chance  of  picking  up  the 
real  thing. 

In  view  of  ajl  these  facts,  and  in  the  light  of 
your  individual  experience,  is  there  a  Fourth  or 
Dukes'  Disease? 

This  is  the  question  that  I  submit  for  your 
consideration. 


MIRROR  WRITING  IN  THE  RIGHT  HANDED." 


BY  ROBERT  KINGMAN.  M.D. 

Some  years  ago  the  teacher  of  a  small  school 
in  Bermuda  so  injured  her  right  hand  that  she 
could  not  for  some  time  set  copy  for  her  pupils. 
On  attempting  to  use  her  left  hand  for  this  pur- 
pose, she  easilv  wrote  the  letters  and  words,  but 
in  mirror  writing  and  until  the  recovery  of  her 
right  hand  the  children  read  their  copy  with  the 
aid  of  a  mirror.  Recently  diree  of  these  pupils 
came  under  the  writer's  observation,  and  on  be- 
ing tested  for  mirror  writing  were  all  found  capa- 
ble of  writing  in  this  fashion  easilv  and  rapidly 
with  either  hand.  The  question  naturally  arose 
as  to  whether  in  them  this  was  a  natural  faculty 
or  the  result  of  imitation  and  early  example,  the 
consideration  of  which  led  to  a  review  of  the 
subject  of  mirror  writing  and  an  investigation 
into  its  occurrence  in  the  right  handed. 

The  antiquity  of  mirror  writing  is  attested 
by  ancient  Greek  and  Roman  pottery  exhibiting 
inscriptions  in  this  style,  and  there  is  extant  a 
notable  manuscript  written  in  the  same  fashion — 
-the  Codex  Atlanticus  of  Leonardo  da  Vinci  in 
the  Ambrose  Library  at  Milan.  That  versatile 
and  talented  genius  is  generally  believed  to  have 
been  left-handed,  and  as  such  may  have  been  in 
possession  of  the  faculty  of  mirror  writing,  mak- 
ing use  of  it  in  this  case  as  a  semi-secret  method ; 
but  as  it  is  also  recorded  of  his  last  days  that 
his  right  ann  was  paralyzed,  and  as  the  manu- 
script was  one  of  his  later  productions,  it  is  likely 
that  this  style  had  become  the  only  one  possible 
for  him  at  that  time. 

Anthropologists  state  that  primitive  man.  with 
the  quadrumma.  apes  and  monkeys,  was  ambi- 
dextrous :  they  base  their  conclusions  on  the  facts 
that  the  earliest  implements  known  are  adapted 
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in  equal  numbers  for  the  use  of  the  right  and  left 
hands.  The  development  of  hunting  and  warfare 
produced  a  gradual  change  in  this  proportion  so 
that  later  findings  show  right  handed  implements 
predominating  over  left  in  numbers,  as  the  use  of 
the  left  hand  became  more  passive  in  character  in 
defending  the  heart  on  that  side,  while  the  right 
was  exercised  more  actively  in  offense.  An  in- 
teresting relic  of  the  last  days  of  general  ambi- 
dexterity appears  in  the  early  Greek  and  Roman 
inscriptions  in  the  style  known  as  "boustrophs 
don"  in  which  the  lines  were  written  alternatel 
from  left  to  right  and  from  right  to  left. 

Mirror  writing  was  first  scientifically  discus" 
to  any  extent  by  Erlenmeyer  in  1879.  by  Ireland 
in  1 88 1  and  by  Buchwald  and  Hughlings  Jackson 
about  the  same  time ;  Ireland's  monograph  on  the 
subject  has  been  generally  referred  to  as  the  basis 
of  our  knowledge  by  subsequent  writers.  This 
interesting  phenomenon  is  a  form  of  chirograph}- 
in  which  the  writer  runs  his  words  from  the  righ 
margin  toward  the  left  as  is  the  natural  methc 
in  Arabic  and  Etruscan :  the  letters  and  worJ 
are  placed  in  the  same  sequence  as  in  ordinary 
writing,  but  are  formed  reversely  as  to  the  direc 
tions  of  right  and  left,  though  not  upside  do* 
as  has  been  mistaken  by  some.   It  may  be  seen 
the  impress  left  on  a  blotter  and  may  be  read  b 
reflection  when  held  before  a  mirror — hence  i 
name:  or.  if  the  paper  used  in  writing  be  si 
ciently  thin  or  translucent,  mirror  writing 
appear  through  the  back  of  the  sheet  as  ordi 
writing,  while  the  converse  also  is  true — that 
ordinary  writing  when  held  up  to  the  light  a 
pears  from  the  back  as  mirror  writing. 

Anyone  can  produce  a  specimen  of  mirror 
ing  by  using  pencils  simultaneously  in  each  han 
starting  in  the  middle  of  the  page  and  writin; 
with  the  left  hand  toward  the  left  and  with 
right  toward  the  right:   in  this  procedure  th 
movements  in  forming  the  letters  with  the  ri 
hand  are  involuntarily  made  just  in  advance 
the  corresponding  motions  of  the  left,  thus  se 
ing  as  a  guide  to  the  latter  hand.  Experience 
shown  that  almost  any  intelligent  person,  with 
little  practice  for  the  more  complicated  lett 
will  soon  become  able  to  write  in  niirror  s" 
with  either  hand  alone,  and  furthermore 
children,  women  and  those  of  a  highly  nerv 
organization  will  become  most  proficient.  It 
been  stated  that  mirror  writing  is  more  com 
in  England  than  in  America.  5.1%  out  of  a 
of  450  examined  in  the  former  country  possessi 
this  faculty.    Figures  for  this  country  have 
l>een  given,  but  any  apparent  disparity  is 
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doubtedly  due  to  the  fact  that  little  has  been  done 
here  in  the  way  of  systematic  investigation,  and 
a  scries  of  examinations  among  our  admittedly 
neurotic  population  should  show  a  far  greater 
percentage  than  the  above.  Up  to  the  present 
time,  with  the  exception  of  some  slight  inquiry 
among  the  left  handed,  only  cases  in  which  the 
faculty  has  been  revealed  by  diseases  or  accident 
arc  recorded,  and  even  the  English  figures  quoted 
seem  to  have  been  the  result  of  a  more  or  less 
superficial  testing. 

Mills,  in  speaking  of  a  man  who  wrote  with 
both  hands  simultaneously,  the  right  in  ordinary 
and  the  left  in  mirror  writing,  refers  to  the  per- 
formance as  an  acquired  sleight-of-hand.  In 
view  of  the  fact,  however,  as  previously  stated, 
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dexterity  of  the  pianist  or  artist.  For  this  reason 
writing  with  the  left  hand  is  more  easily  done 
from  right  to  left,  just  as  the  right  hand  moves 
naturally  from  left  to  right.  The  following  ex- 
periment of  Sir  Samuel  \Yilks  will  further  carry 
this  idea  to  the  point  of  showing  that  a  reversed 
formation  of  letters  also  comes  naturally  to  the 
left  hand.  If  the  hands  and  forearms  are  rolled 
around  each  other  in  front  of  the  body,  the  same 
movements  are  performed  by  each,  and  the  same 
muscles,  stimulated  by  like  nerves,  employed ; 
continue  these  motions,  gradually  separating  the 
hands  and  abducting  the  arms  until  they  are  ex- 
tended laterally  at  right  angles  to  the  body.  Now 
the  right  will  be  making  a  right-handed  spiral  and 
the  left  a  left-handed  spiral,  while  a  pencil  placed 
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that  anyone  who  is  in  the  habit  of  writing  to  any 
extent,  can  perform  this  feat  of  using  both  hands 
with  little  or  no  practice,  it  should  rather  be  at- 
tributed to  the  calling  into  play  of  a  normal  func- 
tion long  suppressed.  Many  who  have  been  ex- 
amined were  able  in  five  or  ten  minutes  at  their 
first  trial  to  perform  mirror  writing  with  either 
hand,  a  time  too  short  for  learning  it  as  an  ac- 
quired trick.  As  has  been  stated  by  Rudolf,  mir- 
ror writing  is  as  natural  a  method  of  chirography 
for  the  left  hand  as  ordinary  writing  is  for  the 
right.  In  proof  of  this  there  is  in  the  first  place 
the  fact  that  centrifugal  movements  for  the  hand 
or  arm  are  much  more  graceful  and  easy  of  ex- 
ecution than  centripetal,  the  latter  being  to  a  cer- 
tain extent  hindered  by  the  trunk.  This  is  ap- 
parent not  only  in  such  common-place  movements 
as  whittling,  turning  a  screw-driver  and  winding 
a  watch,  but  also  in  the  specialized  or  acquired 


in  either  hand  will,  by  a  continuation  of  the  same 
movements,  trace  ordinary  writing  on  the  right 
side  and  a  reversed  or  mirror  writing  on  the  left. 

In  such  a  manoeuvre  it  is  most  natural  to  believe 
that  one  is  using  a  graphic  motor  picture  in  the 
left  cerebral  hemisphere  to  guide  the  motor  cen- 
tres of  the  right  hand  and  finger  muscles,  while 
conjointly  the  muscular  movements  of  the  left 
hand  are  being  governed  by  a  reversed  graphic 
picture  in  the  right  brain.  That  either  the  left  or 
the  right  hemisphere  or  a  combination  of  the  two 
may  act  as  above  in  one  and  the  same  individual, 
or  even  that  any  one  of  these  three  may  govern 
the  entire  somatic  and  psychical  existence  is  con- 
clusively .proved  by  the  case  of  dual  brain  action 
recorded  by  Dr.  Bruce.  This  patient  underwent 
in  succession  three  distinctly  separate  periods  of 
existence,  each  with  an  entire  change  of  person- 
ality.    In  one  he  spoke  and   understood  only 
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Welsh,  was  noisy,  excitable  and  mischievous,  en- 
tirely left-handed  and  wrote  in  mirror  fashion. 
In  another  he  spoke  and  understood  the  English 
tongue,  was  quiet  and  melancholic,  strongly  right- 
handed  and  wrote  in  the  ordinary  style.  The 
third  phase  showed  a  blending  of  the  character- 
istics of  the  two  previous,  especially  noteworthy 
being  the  fact  that  he  was  at  this  time  ambidex- 
trous and  wrote  both  mirror  and  ordinary  writing. 
This  change  of  handedness,  not  only  for  writing, 
but  also  for  all  other  muscular  movements,  to- 
gether with  the  change  in  mental  habit  and  ability, 
shows  undoubtedly  an  alternate  dominance  of  the 
two  hemispheres,  and  indicates  that  the  functions 
over  which  the  brain  presides  lead  in  their  devel- 
opment to  a  symmetrical  growth  of  centres  in 
each  side.  While  it  is  admitted  that  the  right 
brain  contains  potentially  centres  corresponding 
to  all  those  in  the  left  they  are  believed  to  be  in 
a  state  of  comparative  non-development.  It  is 
probable  that  the  degree  of  their  development 
varies  with  the  extent  of  the  individual's  training 
along  special  lines. 

The  occurrence  of  aphasia  with  left  hemiplegia 
in  the  left-handed  indicates  that  there  certainly 
is  a  complete  latent  zone  of  language  in  the  right 
brain.  There  are  facts  which  suggest  that  a 
graphic  centre  is  developed  to  a  greater  or  less 
extent  in  the  right  brain  conjointly  with  that  in 
the  left  in  two  ways.  First,  to  some  extent  co-or- 
dinately with  the  education  of  the  left.  That  the 
training  of  one  hand  in  certain  movements  in- 
volves the  education  of  the  corresponding  motor 
centres  on  both  sides  can  be  seen  in  the  fact  that 
children  in  performing  an  unaccustomed  move- 
ment with  one  hand  are  often  unable  to  suppress 
a  simultaneous  and  similar  action  on  the  part  of 
the  other  hand,  until  the  movement  has  by  habit 
become  practically  automatic.  Another  suggest- 
ive fact  along  this  line  is  the  experience  of  Dr. 
F.  J.  Allen,  an  ambidexter  who  became  an  accom- 
plished mirror  writer,  and  records  that  on  learn- 
ing to  write  a  new  alphabet  with  his  right  hand 
he  found  that  he  could  write  the  same  with  his 
left  hand  in  mirror  fashion  with  no  separate 
training  of  that  side.  Second,  by  what  may  be 
termed  an  overflow  process  into  the  right  brain, 
occurring  either  concurrently  with  the  course  of 
development  or  because  the  left  centres  have  after 
a  certain  time  arrived  at  a  condition  of  maxi- 
mum degree  of  training.  In  support  of  this 
theory  are  cases  of  total  destruction  of  Broca's 
convolution  in  which  the  patient  had  during 
life  retained  some  power  of  motor  speech  im- 
mediately after  the  occurrence  of  the  lesion,  there- 


by showing  a  functional  use  of  the  right  inferior 
frontal  convolution,  before  the  latter  could  have 
undergone  any  special  training  for  the  education 
of  a  compensatory  function. 

Therefore  in  the  education  of  centres  for  or- 
dinary right  hand  writing,  corresponding  centres 
in  the  right  brain  are  at  the  same  time  developed 
for  the  mirror  form  of  writing  with  the  left 
hand,  so  that  one  instinctively  adopts  the  latter 
method  in  case  of  disablement  of  the  left  brain 
or  right  hand,  unless  the  natural  reversed  image, 
and  consequently  the  muscular  movements  for 
this  latter,  is  transformed  by  the  will.  In  this 
connection  Rudolf  again  states  that  ordinary 
writing  is  for  the  left  hand  as  artificial  a  form  of 
chirography  as  mirror  writing,  is  for  the  right, 
the  reason  for  this  being  that  both  call  into  action 
an  unusual  set  of  muscles  in  addition  to  their  be- 
ing performed  centripetally.  Those,  then,  who 
are  weakened  by  disease,  together  with  imbeciles 
and  idiots,  write  naturally  in  mirror  fashion  when 
using  the  left  hand,  being  unable  to  make  use 
of  sufficient  will  power  and  nervous  energy  to 
transform  the  reversed  image  of  the  right  brain 
into  one  which  would  result  in  the  ordinary  form 
of  writing.  On  the  other  hand  a  healthy  person 
with  a  well  educated  and  exercised  brain  is  able 
to  perform  this  transposition  of  graphic  memory 
pictures  at  will,  and  hence  to  write  in  both  forms 
with  either  hand.  An  instructive  case,  showing 
the  necessity  of  employing  a  considerable  amount 
of  will  power  for  this  transformation,  is  that  re- 
corded by  Dr.  J.  T.  Carpenter,  Jr.  The  patient, 
an  expert  stenographer,  was  forced  by  a  gunshot 
wound  to  make  use  of  his  left  hand,  and  found 
that  unless  he  employed  steadily  concentrated 
mental  attention  he  invariably  tapered  off  into 
mirror  writing  in  his  work. 

A  seemingly  less  plausible  explanation  of  the 
physiology  of  mirror  writing  has  been  offered  in 
the  suggestion  that  two  sets  of  graphic  motor 
pictures  in  the  left  brain  govern  the  movements 
of  both  hands,  one  set  of  pictures  being  reversed 
like  a  photographic  negative :  and  Mills,  in  de- 
veloping this  theory,  has  laid  particular  stress  on 
the  close  association  of  the  two  hemispheres 
through  the  corpus  callosum. 

Because  of  these  facts,  when  attention  was  first 
called  to  mirror  writing  it  was  most  often  seen 
in  the  feeble  minded,  the  neurotic  and  the  sub- 
jects of  organic  cerebral  disease,  and  being  a 
condition  associated  with  these  disorders  was 
looked  upon  as  inherently  a  pathological  phen- 
omenon. In  time,  as  tire  condition  was  found 
also  to  be  almost  co-existent  with  left-handedness, 
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this  opinion  was  modified  until  mirror  writing 
came  to  be  considered  as  the  physiological  form  of 
chirographv  for  the  left  hand,  and  it  was  recog- 
nized that  its  appearance  in  the  weak-minded 
and  in  those  in  whom  the  left  brain  or  right  arm 
were  disabled  was  the  making  use  per  force  of 
a  suppressed  natural  function  rather  than  a  dis- 
ease symtom.  Those,  however,  who  placed  left- 
handedness  in  the  category  of  physical  stigmata 
were  not  persuaded  to  class  mirror  writing  as 
other  than  a  pathological  condition,  or  at  least 
as  a  sign  of  degeneration.  But,  as  has  been  indi- 
cated above,  man  was  originally  ambidextrous, 
and  while  left-handedness  is  now  in  part  a  mani- 
festation due  to  heredity,  it  is  to  a  much  greater 
extent  an  acquired  condition,  depending  upon  the 
early  training  and  associates  of  the  child.  No 
less  an  authority  than  Sir  Wm.  R.  Gowers  states 
that  in  his  opinion  children  are  born  with  an  equal 
tendency  to  use  either  the  left  or  right  hand,  one 
handedness  being  brought  about  in  the  course 
of  growth  and  development,  partly  from  heredi- 
tary and  partly  from  educational  influences, 
though  he  believes  the  chief,  and  possibly  the 
entire,  cause  to  be  educational.  Dr.  Jas.  Shaw's 
experiment  of  placing  articles  in  the  left  hands 
of  two  children  previously  unbiased  in  the  use 
of  their  hands,  and  tending  them  with  the  left 
hand,  resulted  in  such  proficiency  of  that  mem- 
ber on  their  part,  that  in  later  life  it  was  found 
almost  impossible  to  bring  the  right  up  to  the 
standard  of  the  left  hand.  In  accord  with  this 
idea  is  the  fact  that  a  dog  or  other  animal  will 
become  right  or  left  sided  in  doing  tricks  de- 
pending upon  the  hand  used  in  teaching  by  his 
trainer,  so  that  it  is  evident  that  a  left  handed 
nurse  must  constitute  a  determining  factor  in 
this  part  of  the  child's  development,  and  there- 
fore that  left  handedness  in  a  parent  is  more  likely 
to  exert  an  influence  after  birth  than  before. 

To  the  opinion  that  mirror  writing  is  a  physi- 
ological condition  in  the  left  handed  and  ambi- 
dextrous little  has  been  added,  although  Dr. 
Allen  suggests  that  it  may  not  be  very  rare,  and 
probably  exists  to  a  greater  or  less  extent  in  all 
individuals  unobserved,  unless  some  disease  oc- 
curs to  cause  its  discovery,  but  no  statistics  have 
been  offered  in  support  of  this  assumption  of  its 
frequency.  Cases  of  what  may  be  termed  four- 
handed  writing  have  been  reported  ;  notably  one 
by  Rudolf  of  an  accomplished  and  educated  wo- 
man of  twenty-nine  who  wrote  readily  both  mir- 
ror and  ordinary  writing  with  either  hand,  and 
read  all  these  forms  with  comparative  ease.  In 
this  case,  however,  as  in  others  of  a  like  nature. 


the  subject  was  markedly  left-handed,  and  mirror 
writing  with  her  left  hand  had  been  her  natural 
method  originally,  while  the  other  forms  were 
acquired  later,  the  ordinary  style  of  necessity, 
and  the  right-handed  mirror  form  as  a  diversion. 

After  having  examined  hemiplegics  and  the 
left-handed  for  mirror  writing  with  the  usual  re- 
sult of  finding  that  the  majority  of  these  people 
would  write  in  mirror  style,  if  not  spontaneously, 
at  least  with  very  little  practise  on  being  shown 
what  was  desired,  a  systematic  examination  of 
right-handed  individuals  in  the  same  manner  was 
begun.  The  results  did  not  bear  out  the  idea 
generally  conveyed  in  previous  discussion  of  the 
subject,  namely,  that  the  function  of  mirror  writ- 
ing does  not  exist  in  individuals  to  any  great  ex- 
tent in  a  condition  to  be  spontaneously  and  im- 
mediately exercised.  The  examination  of  twenty 
apparently  normal  persons,  all  right-handed,  re- 
sulted in  finding  ten  that  could  write  in  mirror 
style  at  the  first  trial,  with  either  hand.  In  test- 
ing, little  explanation  of  what  was  desired  was 
given,  the  object  being  for  the  subject  to  sub- 
consciously call  upon  the  reversed  image  present 
in  the  right  brain,  not  to  copy  the  letters  from  a 
verbal  description  or  to  study  out  a  reversed  for- 
mation. Therefore  they  were  simply  told  to  start 
at  the  right  margin ,  and  to  write  backward  to- 
ward the  left,  and  the  reversed  motions  when 
once  started  were  guided  without  any  particular 
attention  and  without  allowing  time  to  study  out 
how  the  next  letter  should  look.  Trials  were 
made  with  the  left  hand  first,  notwithstanding 
their  insistence  upon  inability  to  do  anything 
with  that  hand,  afterwards  testing  the  right.  In 
selecting  the  subjects  above,  the  following  con- 
ditions were  also  observed :  First,  that  the  in- 
dividual should  be  right-handed,  never  having 
used  the  left  hand  for  writing;  second,  that  he 
should  not  have  written  or  practised  mirror  writ- 
ing previously  with  either  hand.  The  ten  who 
conformed  to  these  rules  and  wrote  in  mirror 
style  readily  on  the  first  attempt,  without  any 
special  instruction  or  time  for  practise,  may  be 
called  spontaneous  mirror  writers,  and  evidently 
brought  into  play  a  previously  existent  but  dor- 
mant faculty. 

In  talking  with  patients  and  others  on  this  sub- 
ject it  is  surprising  to  find  how  many  of  the  laity 
know  of  mirror  writing,  and  the  number  of  medi- 
cal men  who  have  never  even  heard  of  it.  Many 
remember  having  written  in  mirror  style  with 
their  right  hands  during  their  school  days,  for 
amusement  or  for  carrying  on  a  secret  corre- 
spondence with  other  children.    Another  fact  also 
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appears — that  in  later  life  they  had  come  to  look 
upon  this  curious  faculty  as  a  sign  that  they  were 
in  some  mysterious  way  different  from  ordinary 
people,  and  for  this  reason  were  reluctant  to  make 
a  trial  or  furnish  a  specimen,  even  if  they  knew 
of  their  ability  to  produce  mirror  writing.  In- 
quiries have  had  more  positive  results  among  the 
intelligent  and  well  educated  as  well  as  among 
nervous  types,  which  confirms  the  theories  that 
considerable  mental  ability  is  necessary  to  enable 
one  to  call  up  the  long  suppressed  image  in  the 
right  brain,  and  that  the  latter  hemisphere  has 
received  a  certain  amount  of  overflow  and  simul- 
taneous development  in  connection  with  the  edu- 
cation of  the  left.  It  is  interesting  to  note  that 
the  left-hand  writing,  in  spite  of  previous  non- 
use  of  this  side,  is  invariably  more  graceful  and 
correctly  formed  than  the  right,  allowance  being 
made  for  a  certain  amount  of  tremor  on  the  part 
of  the  unused  muscles.  Writers  themselves  gen- 
erally notice  that  the  movements  of  the  hands 
and  the  curves  of  the  letters  are  more  naturally 
and  easily  made  with  the  left  than  the  right  hand, 
which  is  due  to  the  comparative  ease  of  centri- 
fugal motion  and  the  fact  that  in  left-hand  mirror 
writing  muscles  are  used  analagous  to  those  em- 
ployed in  right-hand  ordinary  writing. 

In  conclusion,  although  mirror  writing  has 
been  already  recognized  as  physiologic  for  the 
left  hand  and  as  being  often  met  with  in  those 
who  use  that  hand  for  writing,  it  can  further  be 
assumed  to  be  present  potentially  and  for  both 
hands  in  every  individual  who  has  learned  to 
write.  As  the  graphic  centres  of  the  left  mid- 
frontal  convolution  store  up  graphic  motor  pic- 
tures, analagous  pictures  reversely  formed  are 
accumulated  in  the  corresponding  centre  on  the 
right.  The  former  may  then  be  called  into  play 
with  either  left  or  right  hand  to  produce  ordinary 
writing,  while  similarly  a  right  graphic  centre 
may  be  correlated  with  different  motor  centres  to 
produce  mirror  writing  in  either  hand.  Both  of 
these  graphic  picture  centres  may  also  be  corre- 
lated with  the  appropriate  muscle  motor  centres 
to  produce  mirror  or  ordinary  writing  through  the 
medium  of  the  toes,  lips,  elbows,  or  any  other 
part  to  which  suitable  apparatus  can  be  attached. 

From  notes  and  specimens  obtained  the  follow- 
ing have  been  selected  as  being  of  special  interest 
for  presentation.  Each  one  is  the  result  of  a  first 
attempt  and  was  written  without  any  practise; 
the  writers  are  all  strongly  right-handed. 

NCo.  i  shows  six  specimens  obtained  from  the 
members  of  one  family  through  three  generations. 

No.  2  shows-  the  writing  of  the  three  pupils 


mentioned  as  having  been  under  the  instruction  of 
a  teacher  who  wrote  in  mirror  style  for  a  time. 

No.  3  is  part  of  a  letter  written  in  mirror  fash- 
ion by  a  young  man  who  is  in  a  sanitarium  on 
account  of  sexual  perversion. 
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THE     MEDICAL     SOCIETY    OF  THE 
COUNTY   OF  KINGS. 


Stated  Meeting,  February  21,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

There  were  about  200  members  present. 

The  meeting  was  called  to  order  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 
report  of  council. 

The  following  candidates  for  membership  have 
been  accepted  by  the  Council : 

William  E.  Beardsley,  Bellevue,  1878. 

Frederick  E.  Hamlin,  X.  Y.  University,  1893. 

George  D.  Hamlin,  N,  Y.  University,  1883. 

Charles  G.  O'Connor,  P.  &  S.,  1899. 

Charles  L.  Stone,  Cornell,  1902. 

The  following  communication  from  the  Coun- 
cil was  read  by  the  Secretary  : 

At  the  December  meeting  of  the  Society  reso- 
lutions were  introduced  declaring  that  the  Soci- 
etv  was  in  favor  of  the  retention  of  a  hospital 
for  the  insane  within  this  Borough.  Since  that 
time  considerable  progress  has  been  made  and  a 
definite  proposition  is  now  under  consideration 
by  the  State  and  City  authorities,  which,  if  car- 
ried out,  will  transfer  the  Long  Island  State  Hos- 
pital at  Flatbush  permanently  to  the  State. 
Therefore,  it  seems  desirable  that  the  Society 
should  place  itself  more  definitely  on  record  in 
this  matter,  in  accordance  with  the  conditions  as 
they  now  exist. 

It  is  of  great  importance  to  the  medical  profes- 
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sion  of  this  Borough,  that  a  hospital  for  the  acute 
insane  should  continue  to  be  maintained  within 
the  Borough,  and  the  best  manner  in  which  to 
accomplish  this  is  to  retain  the  Flatbush  Hospital, 
hence  the  desirability  of  passing  these  resolutions. 

Accordingly,  the  following  resolutions  were 
presented,  and,  on  motion,  duly  carried,  adopted: 

Whereas:  The  tenure  of  the  Long  Island 
State  Hospital  at  Flatbush  on  property  now 
leased  from  the  City  will  terminate  on  September 
30,  1905  :  and 

Whereas  :  The  interests  of  the  insane  and  of 
their  friends  require  the  continued  maintenance 
of  a  State  Hospital  within  the  Borough  of  Brook- 
lyn and  in  close  proximity  to  the  City  Receiving 
Pavilion  at  Flatbush,  with  especial  regard  to  the 
following  considerations : 

1.  Inability  of  relatives  of  many  poor  patients 
to  visit  their  friends,  should  the  hospital  be  moved 
out  of  the  Borough. 

2.  A  large  number  of  cases  committed  from  the 
Citv  Receiving  Pavilion  and  from  their  homes 
are  mentally  and  physically  unfit  for  travel  and 
should  be  taken  with  a  minimum  of  shock  to  an 
institution  near  at  hand,  thus  avoiding  a  long 
carriage  or  railroad  ride. 

3.  The  interests  of  the  insane  will  best  be 
served  by  affording  facilities  within  this  Borough 
to  the  medical  profession  for  the  observation  and 
study  of  insanity,  to  the  end  that  cases  of  insanity 
in  their  incipiency  be  recognized  and  proper  ad- 
vice given  at  a  time  when  medical  aid  may  be  of 
the  greatest  service  ;  therefore,  be  it 

Resolved  :  That  the  Medical  Society  of  the 
County  of  Kings  requests  the  proper  State  and 
City  authorities  to  co-operate  in  accomplishing 
a  permanent  cession  of  this  property  to  the  State; 
and  further  be  it 

Resolved  :  That  copies  of  these  resolutions  be 
forwarded  to  the  Governor  of  the  State,  the 
Mayor  and  Comptroller  of  Greater  New  York, 
the  State  Commission  in  Lunacy,  and  the  Press. 

The  following  resolutions  were  presented  and 
adopted : 

The  Committee  appointed  by  the  President,  at 
the  request  of  a  motion  passed  by  the  Council  of 
the  Medical  Society  of  the  County  of  Kings,  Feb- 
ruary 15,  1905,  beg  to  report  as  follows: 

Whereas:  It  is  the  intention  of  the  City  offi- 
cials to  provide  new  and  modern  quarters  for  the 
Department  of  the  Board  of  Health  of  the  Bor- 
ough of  Brooklyn  ;  BE  IT 

Resolved:  That  this  Medical  Society  of  the 
County  of  Kings  respectfully  recommend  to  His 
Honor,  Mayor  McClellan,  the  lion.  Thomas  Dar- 
lington. M.D.,  President  of  the  Hoard  of  Health, 


and  the  Comptroller,  the  Hon.  Edward  M.  Grout, 
that  the  quarters  of  the  Department  of  the  Board 
of  Health  of  the  Borough  of  Brooklyn,  X.  Y.,  be 
established  on  Bedford  Avenue  in  the  vicinity  of 
this  Society's  building  for  the  reason  that  the 
Department  will  thereby  be  brought  into  closer 
touch  with  the  medical  center  of  this  community. 

H.  A.  Fairbairn, 
G.  R.  Fowler, 

Committee. 

The  following  resolutions  were  presented  and 
adopted : 

Whereas  :  There  is  now  before  the  State  Sen- 
ate a  Bill  known  as  "Senate  Bill  No.  94,"  which 
has  for  its  object  the  abolition  of  the  office  of 
Coroner  in  the  City  of  New  York ;  be  it 

Resolved:  That  the  Medical  Society  of  the 
County  of  Kings  endorses  the  said  bill,  and  urges 
upon  the  members  of  the  Legislature,  and  partic- 
ularly upon  the  members  from  Kings  County,  to 
further  the  passage  of  the  bill  by  all  honorable 
means  in  their  power ;  and  be  it 

Resolved  :  That  copies  of  these  resolutions  be 
sent  by  the  Secretary  to  Senator  Elsberg,  the 
Lieutenant-Governor^  the  Speaker  of  the  Assem- 
bly, and  to  the  members  of  the  Senate  from  Kings 
County. 

The  Chairman  of  the  Legislative  Committee 
presented  the  following  resolutions,  which  were, 
on  motion,  duly  carried,  adopted : 

Whereas:  Under  the  present  Medical  Prac- 
tice Act  of  the  State  of  New  York,  all  practition- 
ers of  medicine  are  obliged  to  show  by  a  diploma 
that  they  have  graduated  from  a  school  of  med- 
icine approved  by  the  Board  of  Regents  of  the 
State  of  New  York,  and  after  this  to  pass  an 
examination  held  by  one  of  the  medical  boards 
of  the  State  Board  of  Examiners  before  admis- 
sion to  the  practice  of  medicine  in  this  State. 

Resolved:  That  the  Senate  Bills  No.  261  and 
No.  298,  legalizing  respectively  the  practice  of 
Kinesopathv  and  Osteopathy,  if  passed,  will 
practically  nullify  the  present  excellent  Medical 
Practice  Act  of  this  State,  and  in  fact,  stamp  with 
the  official  seal  of  the  State,  diplomas  from  so- 
called  schools  of  medicine,  which  could  not  re- 
ceive recognition  from  any  reputable  school  of 
medicine  or  university  in  this  country  or  abroad. 

RESOLVED:  That  the  Medical  Society  of  the 
County  of  Kings  calls  upon  the  Legislature  to  up- 
hold the  present  Medical  Practice  Act.  which  has 
made  this  State  preeminent  because  of  its  high 
standard. 

RESOLVED:  That  the  Senate  Bills  Nos.  261  and 
2<>S  are  attempts  on  the  part  of  ignorant  and  tin- 
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qualified  men  to  evade  the  present  law  and  secure 
for  themselves  the  rights  and  privileges  now  en- 
joyed only  by  men  who  have  passed  the  examina- 
tion of  the  State  Board  of  Examiners,  and  there- 
by complied  with  the  law  and  proved  themselves 
fit  to  be  entrusted  with  the  lives  of  the  citizens 
of  this  State. 

It  was  moved  and  seconded  that  the  Legislative 
Committee  be  authorized  to  expend  a  sum  of 
money  not  exceeding  forty  dollars  ($40)  for  the 
purpose  of  sending  a  copy  of  these  resolutions 
on  the  Kinesopathic  and  Osteopathic  bills  on  the 
part  of  each  member  of  the  Society  to  each  Sen- 
ator and  Assemblyman  of  their  respective  dis- 
tricts. Carried. 

ELECTION  OF  MEMBERS. 

The  following  having  been  duly  proposed  and 
accepted  by  the  Council  were  declared,  by  the 
President,  elected  to  active  membership: 

C.  W.  Brunner.  L.  I.  C.  H.,  1891. 

John  J.  Colgan,  L.  I.  C.  H.,  1882. 

Carl  Fulda,  P  &  S.,  1901. 

Sigmund  Beck,  N.  Y.  University,  1892. 

Wm.  B.  Moseley,  Univ.  Virginia,  1890. 

J.  E.  Thompson,  L.  I.  C.  H.,  1897. 

Fred.  M.  Jacobs,  L.  I.  C.  H.,  1901 

S.  A.  Marshall,  Johns  Hopkins,  1902. 

Abe  Hayman,  N.  Y.  University,  1890. 

S.  E.  Moore,  Univ.  Perm.,  1898. 

APPLICATIONS  FOR  MEMBERSHIP. 

Applications  have  been  received  from  the  fol- 
lowing : 

Robert  F.  Bliss,  383  Park  Place,  P.  &  S.,  1901. 
Proposed  by  C.  H.  Goodrich. 
Seconded  by  E.  W.  Skelton. 
Frank  E.  Brown,  M.  E.  Hospital,  P.  &  S., 
1903. 

Proposed  by  W.  A.  Sherwood. 
Seconded  by  T.  B.  Spence. 
C.  B.  Cortright,  1571  Bergen  Street,  P.  &  S., 
1902. 

Proposed  by  Membership  Committee. 

Roger  Durham,  M.  E.  Hospital,  P.  &  S.,  1903. 

Proposed  by  W.  A.  Sherwood. 

Seconded  by  T.  B.  Spence. 

John  A.  Ferguson,  1887  Gates  Avenue,  L.  I. 
C.  H.  1896, 

Proposed  by  J.  P.  Warbasse. 

Seconded  by  F.  Weisbrod. 

William  J.  Flannery,  238  Arlington  Avenue, 
Yale,  1 90 1. 

Proposed  by  Membership  Committee. 

Albert  J.  Keenan,  1 146  Park  Place,  P.  &  S., 
1902. 

Proposed  by  Membership  Committee. 


Inte  I.  Lourie,  435  Seventh  Avenue,  L.  I.  C. 
H.,  1904. 

Abraham  Moss,  203  Bedford  Avenue,  Cornell, 
1903. 

Proposed  by  R.  S.  Fowler. 
Seconded  by  G.  R.  Fowler. 
V.  A.  Pentlarge,  198  Eighth  Avenue,  P.  &  Si 
1902. 

Proposed  by  Joseph  Mezrbach. 

Seconded  by  Membership  Committee. 

George  H.  Reicbers,  141 1  Bushwick  Avenue, 
P.  &  S.,  1900. 

Proposed  by  J.  P.  Warbasse. 

Seconded  by  F.  Weisbrod. 

George  P.  Thomas,  748  Jefferson  Avenue, 
Univ.  Penn.,  1901. 

Proposed  by  Membership  Committee. 

DECEASED  MEMBERS. 

The  President  announced  the  death  of  the  fol- 
lowing : 

Homer  Lyman  Bartlett,  P.  &  S.,  1855,  mem- 
ber 1859  to  1905,  Vice-President  of  the  Society, 
1865,  Died  February  3,  1905. 

William  Edward  Griffiths,  P.  &  S.,  1868,  mem- 
ber 1873  to  1887,  Died  February  20,  1905. 

The  President  announced  that  Dr.  Louis  D. 
Mason  had  presented  to  the  Society  a  portrait  of 
the  members  of  the  New  York  Academy  of  Med- 
icine. 

A  vote  of  thanks  was  extended  to  Dr.  Mason 
for  his  courtesy. 

SCIENTIFIC  PROGRAM. 

Paper  :  Observations  in  Japan  and  Manchu- 
ria with  both  Armies  and  their  bearing  on  the 
re-organization  of  the  Medical  Department  of 
the  United  States  Army.  By  Louis  L.  Seaman, 
M.D. 

The  meeting  then  adjourned. 

John  A.  Lee, 
  Secretary. 

THE  BROOKLYN  MEDICAL  SOCIETY. 


The  Ninety-eighth  Regular  Monthly  Meeting 
of  the  Brooklyn  Medical  Society  was  held  on 
the  evening  of  Friday,  December  16,  1904. 

The  President,  Dr.  William  B.  Brader,  in  the 
Chair. 

Clinical  Section:  Dr.  R.  T.  Wheeler,  Chair- 
man. 

1.  Dr.  Warren  S.  Simmons:  (a)  Report  of  a 
case  of  and  presentation  of  specimen  of  resected 
intestine.  He  gave  the  following  history :  Man, 
28  years  old,  born  in  the  U.  S.,  with  a  history  of 
a  left  reducible  inguinal  hernia  existing  several 
years ;  had  never  worn  a  truss.    About  24  hours 
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before  operation  the  hernia  descended,  became 
very  painful  and  irreducible;  but  on  assuming 
the  horizontal  position  the  hernia  went  back  into 
(he  abdominal  cavity;  had  uncontrollable  vomit- 
ing at  the  time  of  the  descent,  which  did  not 
cease  when  the  gut  went  back  into  abdomen ;  was 
constipated  and  enemata  and  cathartics  were  use- 
less, being  vomited  as  soon  as  taken.  Ten  hours 
after  the  beginning  of  the  attack  a  small  tumor 
presented  in  the"  right  inguinal  and  pubic  region 
which  was  dull  on  percussion.  Abdomen  was  dis- 
tended and  tympanitic.  Pulse  normal.  Tem- 
perature, 99.  About  24  hours  after  the  initial 
symptoms  abdomen  was  opened  at  St.  John's 
Hospital  by  a  median  incision.  Tumor  consisted 
of  several  thickened  and  discolored  intestinal  coils 
of  a  dark  mahogany  color.  The  obstruction  was 
caused  by  a  band  extending  upwards  from  the 
right  inguinal  region,  completely  occluding  the 
ileum.  An  attempt  to  restore  circulation  into  the 
intestinal  wall  failed,  and  it  was  found  necessary 
to  resect  33  inches  of  the  gut.  An  end  to  end 
anastomosis  was  done  with  Murphy's  button  and 
wound  closed  without  drainage.  The  patient 
made  an  uninterrupted  recovery,  passing  the  but- 
ton on  the  seventh  day. 

(b)  Short  history  of  a  case  of  necrosis  of  the 
jaw  bone  due  to  an  ulcerated  tooth.  Case  was 
that  of  a  little  girl  8  years  old,  who  two  months 
ago  complained  of  severe  pain  in  the  decayed 
tooth  with  marked  swelling  on  the  left  side  of 
face.  Tooth  was  removed.  Examination  re- 
vealed a  large  swelling  over  the  left  parotid,  with 
two  openings,  one  to  the  left  of  symphysis,  the 
other  about  the  middle  of  the  neck ;  they  con- 
nected and  discharged  pus ;  dead  bone  was  found 
at  the  bottom  of  each  sinus. 

Incision  was  made  along  the  left  border  of  the 
inferior  maxilla  and  the  sequestrum  presenting 
in  the  wound  was  removed.  Case  is  presented 
to  show  to  what  an  extent  an  ulcerated  tooth  may 
cause  necrosis  of  the  bone,  and  to  urge  more 
careful  examination  in  these  somewhat  common 
cases. 

2.  Dr.  Stephen  H.  Lutz  presented  several 
specimens  of  salivary  calculi,  which  he  had  re- 
moved from  Wharton's  duct. 

'Letter  from  Dr.  O.  M'.  Dewing,  Supt.  of  the 
L.  I.  State  Hospital  for  the  Insane  at  Flatbush, 
was  read.  The  contents  of  the  letter  briefly  told 
is  that  the  lease  of  the  Flatbush  Hospital  for  the 
Tnsanc  expires  January  30,  1905,  that  it  has  been 
proposed  by  the  State  authorities  to  abolish  said 
hospital,  and  have  it  removed  to  parts  distant 
from  Brooklyn,  etc.,  and  he  asked  that  resolutions 
bo  adopted  (a  copy  of  which  was  presented  at 


the  meeting)  in  which  the  Society  be  put  on 
record  as  being  in  favor  of  the  renewal  of  said 
lease,  the  maintenance  of  said  hospital  within 
the  confines  of  the  borough  of  Brooklyn,  not 
only  because  of  its  usefulness  in  the  case  of  study 
of  cases  of  insanity  by  both  students  and  prac- 
titioners, but  also  on  account  of  those  relatives 
and  friends  who  want  to  visit  the  insane  sick 
without  having  to  travel  50  miles  to  do,  so.  That 
copies  of  the  resolutions  be  sent  to  the  Governor 
of  the  State,  the  State  Commission  in  Lunacy, 
and  the  Sinking  Fund  Commission  of  Greater 
New  York. 

The  resolutions  were  adopted. 

Hugh  Edward  Rogers,  M.D., 

Recording  Secretary. 


THE  BROOKLYN  SURGICAL  SOCIETY. 


Regular  Meeting,  December  i,  1904. 


The  President.  W.  B.  Brinsmade,  M.D..  in  the 
Chair. 

treatment  of  intestinal  paresis,  combining 
injection  of  magnesium  sulphate 
into  the  intestine  and  in- 
testinal drainage. 

Dr.  Paul  M.  Pilcher  reported  the  case  of  a 
male,  aged  18  years,  who  was  admitted  to  the 
Methodist  Episcopal  Hospital  June  15,  1904,  and 
operated  on  by  him  June  16.  A  gangrenous  ap- 
pendix was  removed.  A  large  amount  of  pus 
was  present,  it  being  free  in  the  pelvis.  There 
were  few  adhesions.  The  caecal  region  and  pel- 
vis were  flushed  with  saline  solution,  a  glass 
drainage  tube  inserted  into  the  cul-de-sac  and 
a  rubber  drainage  tube  to  the  stump  of  the  ap- 
pendix. Following  the  operation  the  pelvic  cav- 
ity was  aspirated  through  the  glass  drainage  tube 
every  two  hours.  The  patient  reacted  well  from 
the  operation,  but  later  in  the  day  the  pulse  be- 
came more  rapid  and  there  was  an  increasing 
distention  of  the  abdomen  with  a  great  deal  of 
abdominal  pain. 

June  17th  the  general  condition  was  not  as 
good  as  the  day  before.  There  was  occasional 
vomiting  of  light  green  fluid,  and  the  abdominal 
distension  was  about  the  same.  The  condition 
grew  gradually  worse,  presenting  all  the  symp- 
toms of  intestinal  paresis.  Very  slight  return 
from  enema.  All  attempts  to  move  the  bowels 
were  unsuccessful. 

June  2 1  st  the  wound  was  laid  open  and  the 
tubes  removed.  The  wound  edges  presented  a 
gangrenous  sloughing  appearance.    There  was 
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Photograph    showing   Catheter    (A)  inserted  into  intestine 
(C).  Distention  of  Abdomen,  Drainage  Tube  (B)  in 
lower  angle  of  wound.  Necrotic  and  unhealthy 
appearance  of  Wound. 

no  attempt  at  healing  and  no  adhesions  of  intes- 
tines. The  first  portion  of  the  small  intestine 
which  presented  in  the  wound  was  taken  and 
a  purse  string  suture  of  silk  was  introduced,  not 
passing  through  the  mucosa,  including  an  area 
the  size  of  a  ten-cent  piece.  A  small  hole  was 
made  in  the  gut  and  a  small  sized  glass  catheter 
was  introduced  through  it  into  the  lumen,  the 
purse  string  suture  was  then  tied  around  the  ca- 
theter. A  large  amount  of  greenish  fluid  fecal 
matter  with  considerable  gas  escaped  through 
the  catheter.  The  catheter  was  pushed  first  up- 
ward and  then  downward  in  the  intestine  and 
more  fecal  material  escaped.  Through  the  ca- 
theter the  intestine  was  irrigated  as  thoroughly 
as  possible  with  hot  saline  solution,  this  solution 
being  allowed  to  escape  immediately.  Then 
three  ounces  of  magnesium  sulphate  were  intro- 
duced into  the  lower  part  of  the  intestine  through 
the  catheter,  the  end  of  the  catheter  closed  and 
the  catheter  left  in  place.  The  distension  was 
much  less  marked  and  the  patient  more  com- 
fortable. After  three  hours  the  patient  had  a 
fairly  good,  fluid  evacuation  of  the  bowels  per 
rectum.  Every  two  hours  the  end  of  the  ca- 
theter was  opened  and  from  ten  to  twelve  or  more 
ounces  of  fluid  fecal  matter  and  gas  were  passed. 
The  bowels  moved  twice  more  voluntarily  that 
dav.  There  was  marked  improvement  in  the  pa- 
tient's general  condition.    The  vomiting  ceased. 


The  following  day.  June  22*1.  the  bowel  was 
again  irrigated  with  saline,  and  one  and  one-half 
ounces  of  magnesium  sulphate  were  introduced. 
The  bowels  moved  voluntarily  four  times.  Later 
in  the  day  the  fecal  matter  through  the  catheter 
became  yellowish  in  co!or.  Vomiting  had  ceased. 
The  abdomen  became  soft  and  hardly  any  dis- 
tention was  present.  The  patient  could  retain 
fluid  nourishment  in  his  stomach. 

June  23d  the  bowel  was  irrigated  with  saline 
through  the  catheter.  Normal  yellowish  brown 
fecal  matter,  fairly  well  formed,  escaped  around 
the  catheter.  Magnesium  sulphate,  two  ounces, 
again  injected  into  the  intestine,  and  the  catheter 
removed.  An  attempt  to  c  ose  the  opening  in  the 
gut  with  silk  Lembert  sutures  was  only  partially 
successful,  but  the  wound  looked  more  healthy. 

The  patient  gradually  recovered  his  full 
health  and  later  was  discharged  from  the  hospital 
with  a  fecal  fistula  persisting.  There  was  very 
little  fecal  matter  discharged  through  the  fistula, 
but  considerable  bile  and  some  undigested  food. 

November,  1904.  the  patient  was  again  ad- 
mitted to  the  hospital  and  was  operated  on  by 
Dr.  L.  S.  Pilcher.  An  elliptical  incision  was 
made  around  the  opening  of  the  fistula  and  the 
proximal  edges  of  the  skin  sutured  over  it  so  as 
to  completely  close  it.  A  median  abdominal 
incision  was  then  made,  and  after  the  breaking 
up  of  a  few  adhesions,  so  as  to  free  the  loop  of 
small  intestine  involved  in  the  fistula,  the  area 
enclosing  the  sutured  fistula  was  circumscribed 
by  incisions  which  were  carried  completely 
through  the  thickness  of  the  abdominal  wall. 
The  loosened  loop  of  intestine  with  the  attached 
tissue  cut  out  of  the  parietes  was  then  dropped 
into  the  abdominal  cavity,  and  the  defect  in  the 
abdominal  wall  sutured  carefully.  The  mass  of 
tissue  containing  the  fistula  was  passed  under 
the  intervening  bridge  of  tissue  and  brought  out 
through  the  median  wound.  The  mass  of  ad- 
herent tissue  was  dissected  away  from  the  fis- 
tulous opening,  and  it  was  found  possible  to  close 
the  opening  in  the  gut  by  Lembert  sutures  oi 
silk.  This  having  been  done  the  gut  .vas 
dropped  back  into  the  abdominal  cavity  and  the 
median  wound  closed.  The  patient  made  an  un- 
eventful recovery. 

Dr.  Pilcher.  continuing,  said  that  injecting 
saline  cathartics  into  the  bowels  in  cases  of  in- 
testinal paresis  is  by  no  means  new.  nor  is  the 
establishment  of  an  artificial  anus  in  these  cases 
an  untried  procedure.  In  this  case,  however, 
the  two  were  accomplished  in  a  new  way.    It  did 
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not  seem  sufficient  simply  to  inject  the  mag- 
nesium sulphate  and  then  close  the  opening,  and 
the  condition  of  the  tissues  was  such  that  it  was 
not  thought  wise  to  make  an  artificial  anus.  The 
object  of  the  procedure  was  to  allow  a  certain 
amount  of  gas  and  fecal  matter  to  escape,  to 
irrigate  as  far  as  possible  the  intestine  and  to 
stimulate  normal  peristalsis. 

This  might  be  accomplished  in  another  way. 
The  catheter  could  be  introduced  in  this  case 
and  the  operation  carried  out  as  described.  Then 
the  opening  could  be  closed,  and  repeated  again 
when  necessary  using  different  portions  of  the 
gut  each  time. 

Discussion. 

Dr.  H.  B.  Delatoub  thought  Dr.  Pikher's 
case  very  interesting,  and  that  it  represented  a 
condition  which  we  are  brought  face  to  face  with 
very  frequently.  The  method  of  treating  in- 
testinal paresis  which  was  so  successful  in  this 
case  was  one  that  we  should  feel  called  upon 
to  congratulate  the  operator  for  having  used. 

The  method  of  closure  of  the  artificial  anus 
seemed  to  him  to  be  more  complicated  than  there 
was  any  need  of.  In  cases  of  fecal  fistula  it  had 
heen  Dr.  Delatour's  custom  to  make  a  circular 
incision  about  the  fistulous  opening,  and  to  the 
median  side  at  the  same  incision  to  carry  the 
opening  directly  into  the  peritoneum  and  there 
meet  the  intestine  at  that  point ;  then  carry  the 
incision  with  the  finger  inside  the  peritoneum 
around  the  fistulous  opening,  so  that  that  por- 
tion of  the  gut  can  be  lifted  out  at  the  same  open- 
ing where  the  original  operation  had  taken  place. 
In  that  way  less  of  the  intestine  has  to  be 
handled,  there  is  less  exposure  of  the  peritoneum 
and  there  is  only  one  abdominal  wound.  He  has 
had  a  good  many  of  these  cases  to  operate  upon, 
and  they  have  all  been  very  satisfactory.  He 
said  he  could  not  see  the  necessity  for  making 
the  median  incision  in  such  a  case  as  the  one  pre- 
sented. 

Dr.  A.  T.  Bristow  said  that  he  had  followed 
still  another  method  occasionally  in  closing  the 
openings  of  artificial  ani,  which  has  some  merits, 
although  he  has  usually  pursued  the  course 
which  Dr.  Delatour  just  mentioned.  There  is 
a  procedure  which  he  first  saw  described  in 
Greig  Smith's  work  on  Abdominal  Surgery, 
which  consists  in  stripping  the  parietal  perito- 
neum without  opening  it  at  all,  until  stripped 
back  far  enough  to  invert  the  intestine  without 
opening  the  abdominal  wall,  lie  has  used  it  and 
closed  the  opening  in  the  gut,  and  the  whole 


wound  , without  cutting  the  peritoneum  at  all. 
He  has  no  particular  hesitancy  in  opening  the 
peritoneum,  but  there  is  perhaps  sometimes  an 
added  risk  in  opening  the  free  abdominal  cavity. 
The  making  of  the  median  incision  he  thought 
would  be  a  good  plan  where  adhesions  were  com- 
plicated and  it  was  difficult  to  isolate  the  coil 
of  gut,  but  in  ordinary  cases  he  believed  the 
closure  could  best  be  made  as  Dr.  Delatour  had 
detailed. 

Dr.  T.  B.  SPENCE  said  that  it  seemed  to  him 
that  this  method  which  Dr.  Bristow  had  men- 
tioned rather  than  taking  away  the  risk  of  oper- 
ation would  add  to  it.  In  that  method  he  does 
not  get  intestine  with  the  peritoneum  face  to 
face  at  all.  He  gets  some  scar  tissue  and  perhaps 
some  of  the  wall  of  the  gut  with  peritoneum  torn 
from  it,  and  it  seemed  to  him  to  be  adding  a  risk 
by  not  going  into  the  peritoneal  cavity.  He 
should  be  inclined  to  think  that  one  wound 
would  be  enough  to  get  into  the  abdominal  cav- 
ity. He  saw  Dr.  Pikher's  case  at  the  worst  stage 
and  was  very  sure  that  the  operation  done  on  the 
patient  saved  his  life. 

Dr.  G.  Wacki-:rhagen  understood  Dr.  Pilcher 
to  say  that  he  flushed  the  peritoneal  cavity  after 
pus  had  escaped  into  it  during  the  operation. 
He  wished  to  say  that  in  these  cases  he  was  in 
the  habit  of  wiping  out  the  pus  and  draining 
with  sterile  gauze.  He  was  satisfied  that  this 
procedure  was  preferable. 

PAPILLOMA     OF     THE    OVARY     WITH  Sl-XONDARY 
PERITONEAL    DEPOSITS  ;    OPERATION  ;  CURED. 

Dr.  H.  II.  Delatour  reported  the  case  of  a 
woman  who  gave  a  history  of  enlargement 
of  the  abdomen  which  was  associated  with  as- 
citis. The  ascitic  fluid  had  been  repeatedly 
drawn  off,  and  as  repeatedly  returned.  The  fluid 
was  not  blood  stained.  A  diagnosis  of  papil- 
loma of  the  ovary  was  made. 

The  abdomen  was  opened  by  ordinary  median 
incision  and  a  large  quantity  of  serum  evacuated, 
and  in  the  pelvis  was  a  large  papillomatous  mass. 
When  removed  it  was  found  to  consist  of  two 
masses  composed  of  each  ovary,  which  had  evi- 
dently grown  to  a  certain  size,  and  then  the  cap- 
sule had  ruptured  and  allowed  the  contents  to  roll 
out,  so  that  this  mass  presented  instead  of  the 
rounded  ovarian  surface.  The  first  impression 
that  it  gave  one  was  that  it  was  a  case  of  carci- 
noma, and  it  struck  him  at  first  that  he  had  to 
deal  with  such  a  condition.  The  question  as  to 
the  advisability  of  operating  and  trying  to  re- 
move the  mass  came  to  his  mind,  and  he  went 
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ahead  and  successfully  removed  practically  all 
of  the  tumor.  He  found  engrafted  upon  the 
parietal  peritoneum  several  smaller  masses  of  the 
same  character  as  depicted  in  the  illustration  in 
Kelly's  book.  The  wound  was  closed  except  for 
the  lower  angle  where  a  drainage  was  estab- 
lished and  kept  up  for  a  few  days,  during  which 
time  the  patient  went  on  with  a  moderate  tem- 
perature, and  then  it  began  to  go  up  a  little,  get- 
ting up  as  high  as  ioij^0.  Her  abdomen  began 
to  distend.  It  was  dull  over  the  lower  part,  and 
on  August  nth  Dr.  Duffield  aspirated  and  with- 
drew about  ten  ounces  of  serum.  This  gave  no 
relief  to  her  symptoms,  but  continued  to  drain 
for  several  days.  It  was  supposed  that  it  was  a 
reaccumulation  of  fluid  in  the  abdominal  cavity. 
Dr.  Delatour  saw  her  once  or  twice  in  the  mean- 
time and  there  was  abdominal  dullness.  The 
breathing  was  oppressed.  There  was,  however, 
nothing  like  the  amount  of  distention  that  had 
existed  when  she  came  into  the  hospital.  On 
August  23d,  twelve  days  after  the  tapping,  there 
was  a  sudden  rupture  in  the  line  of  the  incision 
and  an  immense  quantity  of  pus  was  evacuated. 
The  woman  had  no  chill  and  had  no  tempera- 
ture ;  the  temperature  which  had  existed  was 
somewhat  irregular,  but  they  had  not  considered 
that  she  had  pus  anywhere.  From  the  descrip- 
tion he  received  the  quantity  of  pus  was  almost 
marvelous,  that  such  an  amount  could  be  con- 
tained within  the  body.  The  wound  was  en- 
larged, and  for  several  days  this  large  quan- 
tity of  pus  continued  to  flow  away.  Gradually 
it  subsided  and  the  case  ran  on  for  some  time 
before  the  wound  entirely  closed,  and  she  was 
discharged  from  the  hospital  on  October  7th. 

There  was  no  apparent  cachexia  in  this  case. 
There  were  none  of  the  ordinary  symptoms  of 
carcinoma,  and  it  was  fair  to  believe  that  this  was 
a  case  of  simple  papilloma.  Through  a  mistake 
on  the  part  of  some  of  the  hospital  attendants 
the  specimen  was  laid  aside  without  being 
placed  in  a  proper  preservative  fluid,  and  the 
Doctor  was,  therefore,  unable  to  present  the 
specimen  as  he  had  wished. 

About  this  time  Dr.  Delatour  ran  across  an 
article  by  Pozzi  in  the  American  Journal  of  Ob- 
stetrics, in  which  he  treats  of  papillary  cysts, 
and  calls  attention  to  their  non-malignant  char- 
acter and  the  successful  treatment  of  them  by 
operation.  As  Dr.  Delatour  looked  back  on  past 
cases  he  knew  of  at  least  two,  in  one  of  which 
operation  was  abandoned,  because  the  cyst  was 
supposed  to  be  a  carcinoma,  and  one  case  in 


which  the  surgeon  reluctantly  completed  the 
operation,  and  the  patient  made  a  complete  re- 
covery and  to  his  knowledge  was  well  six  years 
afterwards. 

Discussion 

Dr.  J.  P.  Warbasse  thought  this  a  very  im- 
portant case.  He  believed  Dr.  Delatour  really 
minimized  the  mortality  in  these  cases.  This  is 
really  one  of  the  most  malignant  and  yet  ana- 
tomically benign  conditions,  which  we  have  to 
deal  with.  Pathologically  and  anatomically  the 
condition  is  not  a  malignant  growth,  it  js  not 
carcinomatous  or  sarcomatous,  and  yet  the  mor- 
tality of  these  cases  is  very  great.  The  papil- 
lomatous deposits  throughout  the  peritoneum 
continue  to  produce  an  ascitic  condition ;  the 
papillomatous  deposits  increase ;  the  patient  ema- 
ciates and  dies.  Often  we  see  a  carcinoma  de- 
velop from  the  papilloma.  He  knew  of  two 
cases  of  this  sort  in  which  this  has  occurred ;  the 
tumor  was  removed  in  each  case  and  papillo- 
matous deposits  developed  throughout  the  peri- 
toneum. Continuing  to  develop  ascites,  the  pa- 
tient was  repeatedly  tapped.  Further  oper- 
ation was  impossible  to  remove  the  numerous  de- 
posits, and  the  patients  died.  The  mortality 
statistics  he  was  not  familiar  with,  but  it  is 
nearly  as  great  as  in  carcinoma  of  the  ovary. 

Another  peculiar  condition  about  these  cases 
is  the  proneness  to  undergo  maglignant  degen- 
eration, and  he  knew  of  two  cases  also  in  which 
carcinoma  developed  in  the  abdominal  wall  fol- 
lowing the  removal  of  a  papillomatous  ovary. 
Microscopical  examination  of  the  original  tumor 
showed  this  to  be  a  so-called  benign  papilloma  of 
the  ovary  ;  the  patient  died  of  carcinoma  of  the 
abdominal  wall  with  metastases,  the  tumor  pre- 
senting a  typical  picture  of  carcinoma. 

Dr.  Warbasse  thought  the  interesting  feature 
of  Dr.  Delatour's  case  was  the  suppuration,  and 
he  believed  that  it  was  the  suppuration  that  saved 
this  patient's  life.  Suppuration  developed  in  the 
portion  of  the  peritoneum  bearing  the  papillo- 
matous deposits,  and  the  fibrinous  plastic  de- 
posit upon  the  peritoneum  containing  these 
papillomatous  deposits  covered  them  with  new 
plastic  material,  which  resulted  in  their  obliter- 
ation and  inability  to  proliferate  further,  and  it 
was  the  suppuration  with  its  plastic  results  that 
saved  this  woman's  life. 

As  an  illustration  of  the  maglignancy  of  these 
growths  Dr.  Warbasse  recalled  a  case  which  he 
had  seen  in  which  metastases  occurred  in  the 
pleura. 
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Dr.  A.  H.  Bogart  said  that  some  three  years 
ago  he  had  operated  on  a  case  very  much  the 
same  as  Dr.  Delatour's.  It  was  a  young  woman 
that  Dr.  Bristow  saw  in  consultation  with  him  at 
the  County  Hospital.  The  patient  was  a  nurse 
30  years  of  age.  She  had  not  been  sick  long. 
She  had  been  on  duty,  and  the  first  thing  she 
noticed  was  that  the  abdomen  was  increasing  in 
size.  When  he  saw  her  the  only  thing  he  could 
make  out  was  that  she  had  a  cachetic  appearance, 
her  abdomen  was  enlarged,  there  was  free  fluid, 
and  no  tumor  could  be  found. 

He  operated  and  immediately  upon  opening 
the  abdomen  a  lot  of  fluid  escaped,  and  the 
omentum  which  first  presented  was  the  seat  of  a 
large  papillomatous  growth.  This  was  removed 
first.  He  then  found  both  ovaries  equally  cystic 
and  they  were  removed.  Then  he  found  the 
caecum  involved  and  the  peritoneum  everywhere 
was  studded  with  these  growths.  After  a  por- 
tion of  the  omentum  and  the  ovaries  had  been 
removed,  he  washed  out  the  abdomen  and  closed 
it,  except  at  the  lower  portion  where  he  left  a 
drain.  She  made  an  uneventful  recovery  from 
this  operation.  The  drain  was  taken  out  at  the 
proper  time  and  the  abdominal  wound  closed. 

She  recovered  and  was  quite  well,  sufficiently 
well  to  go  to  her  home  in  Canada,  but  after  she 
had  been  there  three  months  she  was  taken  ill 
again  and  came  under  the  care  of  Dr.  Arm- 
strong, who  wrote  that  she  developed  a  pleurisy 
of  the  right  side,  and  that  he  aspirated  her  three 
or  four  times,  and  finally  she  died.  Whether 
or  not  there  was  a  recurrence  in  the  abdomen  or 
not  he  could  not  say. 

Dr.  W.  L.  Duffield  felt  that  he  would  have 
to  disagree  with  Dr.  Warbasse  about  the  suppur- 
ation saving  this  patient's  life.  He  had  an  op- 
portunity to  see  the  patient  constantly  in  Dr. 
Delatour's  absence.  In  aspirating  the  trocar  and 
canula  were  introduced  through  the  lower  part 
of  the  incision,  and  he  always  felt  that  the  fluid 
he  obtained  was  directly  from  the  peritoneal  cav- 
ity. The  wound  opened  at  a  point  considerably 
higher  up,  and  as  Dr.  Delatour  said  the  quantity 
of  pus  discharged  was  simplv  enormous.  This 
patient  was  sitting  in  a  chair  surrounded  by  sev- 
etal  blankets  when  the  abscess  ruptured.  Her 
own  clothing  and  the  blankets  were  saturated 
with  pus  and  the  pus  extended  for  possibly  two 
feet  in  every  direction  from  her  on  the  floor. 
A  day  or  two  later  she  was  anesthetized  and 
this  opening  enlarged,  and  although  he  at- 
tempted to  reach  the  circumference  of  the  cavity 


with  his  fingers,  he  was  unable  to  do  so,  and  yet 
it  seemed  as  though  the  cavity  was  more  to  the 
upper  part  of  the  abdomen  rather  than  in  the 
pelvis.  The  examination  of  the  abdomen  prior 
to  both  tappings  and  the  subsequent  discharge 
of  the  pus  showed  a  flatness  extending  down  into 
the  left  flank  and  lower  abdomen  and  some  tym- 
panities  on  the  right  side  of  the  abdomen  above 
the  crest  of  the  ileum,  so  that  it  seemed  to  him 
that  this  collection  of  pus  was  not  intraperitoneal, 
but  rather  between  the  peritoneum  and  the 
muscles. 

INTESTINAL   OBSTRUCTION   DUE  TO  ADHESIONS. 

Dr.  A.  H.  Bogart  reported  the  following  case : 
A.  R.    Age,  23  years.    Russian.  Female. 

Previous  history :  Menses  began  at  thirteen ; 
regular.  Married  two  years ;  one  child.  Menses 
somewhat  irregular  for  the  past  few  months. 
Always  well  until  three  to  four  months  ago, 
when  she  had  an  attack  of  appendicitis  and  was 
operated  upon  at  Beth  Israel  Hospital.  New 
York. 

Present  illness :  Began  suddenly  two  days  ago 
with  severe  pain  in  the  abdomen  which  was  not 
localized  to  any  particular  point  and  was  fol- 
lowed by  collapse  and  vomiting.  Has  had  severe 
pain  associated  with  persistent  vomiting  and  ob- 
stinate constipation  ever  since. 

Examination :  Patient  presents  the  appear- 
ance of  being  critically  ill.  Has  an  anxious  ex- 
pression and  coated  tongue.  Abdomen  gener- 
ally tender,  but  not  markedly  tympanic.  Va- 
ginal examination  reveals  nothing  of  importance. 

Urine  examination,  negative. 

Blood  examination  shows :  Red  blood  cells, 
4,000,000;  leucocytes,  18,000;  haemoglobin,  65 
per  cent. 

Repeated  high  enemata  proved  ineffectual  and 
patient's  condition  if  anything,  grew  worse, 
vomiting  almost  incessantly.  Vomiting  clear 
watery,  with  occasional  curds  of  milk.  Pain 
over  the  abdomen  was  still  present.  Tympanites 
not  marked.  Patient's  general  condition  so  bad 
that  it  was  deemed  advisable  by  the  house  sur- 
geon, Dr.  Kane,  to  give  her  an  infusion  of  sal- 
ine  solution  which  resulted  in  considerable  im- 
provement. Patient  was  seen  by  Dr.  Bogart  at 
two  in  the  afternoon  about  three  hours  after 
admission,  and  the  diagnosis  of  intestinal  ob- 
struction confirmed.  A  median  incision  was 
made  about  four  inches  in  length.  Upon 
opening  the  abdominal  cavity  the  usual  pic- 
ture of  intestinal  obstruction  was  found,  viz. : 
sero-sanguinous  fluid,  deeply  congested  and  dis- 
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tended  intestines.  Search  was  then  made  for 
the  location  of  the  obstruction.  After  several 
ftet  of  the  small  intestines  had  been  examined, 
a  bleeding  area  was  found  about  one  and  a  half 
inches  in  diameter  near  the  attachment  of  the 
mysentery  to  the  gut,  the  mysenteric  vessels  hav- 
ing been  torn  in  breaking  up  adhesions.  This 
bleeding,  which  was  profuse,  was  controlled  with 
much  difficulty  owing  to  the  friable  condition 
of  the  tissues. 

Still  further  search  revealed  a  similar  area 
which  had  been  torn  loose  and  beyond  this  point 
the  intestine  was  found  to  be  collapsed,  showing 
that  the  obstruction  had  evidently  been  at  this 
point.  Bleeding  was  controlled  and  abdominal 
cavity  flushed  with  normal  saline  solution.  Ab- 
dominal wound  closed  with  silkworm  gut  su- 
tures. Patient  suffered  considerable  shock  and 
was  given  a  second  infusion  of  thirty  ounces 
saline  solution. 

Six-  P.M.  Patient  had  a  severe  chill,  became 
markedly  cyanosed  and  pulseless,  active  stimu- 
lation however  brought  about  reaction  and  by 
seven  o'clock  her  general  condition  was  much 
improved  though  she  was  still  vomiting  fre- 
quently dark  brown  and  occasionally  greenish 
fluid. 

Ten  P.M.  Pulse,  140.  Temperature,  1020 
Complains  of  considerable  pain  at  site  of  the 
wound. 

Patient  passed  a  fairly  comfortable  night. 
Bowels  moved  several  times  during  the  next 
twenty-four  hours,  and  from  this  time  the  pa- 
tient went  on  to  an  uninterrupted  recovery. 

COMPOUND  FRACTURE  OF  THE  PATELLA. 

Dr.  A.  H.  Bogart  reported  the  two  following 
cases : 

Case  1.    F.  M.    Age,  14  years.  Female. 

On  September  5th,  about  two  hours  before 
admission  patient  was  riding  on  the  "Loop  the 
Loop"  at  Coney  Island,  when  she  slipped  under 
the  strap,  her  left  knee  coming  in  contact  with 
some  part  of  the  ironwork  of  the  structure.  She 
was  removed  to  the  Emergency  Hospital  and 
from  there  to  the  County  Hospital  where  Dr. 
Bogart  first  saw  her. 

Examination  revealed :  A  transverse,  lacer- 
ated wound  over  the  left  knee  joint  about  three 
inches  long,  a  transverse  fracture  of  the  patella 
just  above  its  attachment  to  the  ligament.  The 
wound  bad  been  thoroughly  disinfected  by  the 
House  Surgeon  immediately  upon  admission. 

Operation :     Wound    was    again  thoroughly 


cleansed  with  soap,  water,  ether  and  bichloride 
and  the  joint  cavity  irrigated  with  saline  solu- 
tion. The  two  fragments  of  bone  were  then 
united  by  a  single  suture  of  heavy  silver  wire, 
and  the  capsule  sutured  with  interrupted  sutures 
of  chromic  gut,  the  skin  wound  sutured  with 
silkworm  gut.  An  opening  was  now  made  on 
either  side  of  the  joint  and  two  rubber  drainage 
tubes  passed  through  from  side  to  side  beneath 
the  patella.  Sterile  dressings  and  a  Volkman 
splint  were  then  applied.  Patient  reacted  well 
from  the  anesthetic,  no  vomiting.  During  the 
night  patient  complained  of  considerable  pain  in 
the  knee. 

September  6th.     This  morning  patient  has  • 
very  little  pain,  and  her  general  condition  is 
quite  satisfactory. 

September .  1 2th.  The  temperature  having  re- 
mained normal  and  there  being  no  other  indica- 
tions for  dressing  the  wound  it  has  not  been  dis- 
turbed until  to-day.  Tubes  removed :  wound 
perfectly  sterile.  Two  small  drains  inserted,  one 
in  each  wound.  Plaster  cast  applied.  Later 
fenestra  were  cut  for  the  purpose  of  dressing 
the  granulating  areas  left  after  removal  of  the 
tubes. 

October  13th.  Patient  is  discharged  cured, 
having  made  an  uninterrupted  recovery.  The 
knee  joint  admits  of  slight  flection  and  extension 
which  will  probably  be  much  increased  by  passive 
motion  and  massage. 

Case  2.  W.  M.  Age,  26  years.  Male. 
Ireland.  Driver 

While  driving  a  coal  wagon  on  September 
29th  patient  was  kicked  by  a  horse  in  the  left 
knee,  inflicting  a  ragged  wound  over  the  patella. 
He  was  seen  by  a  local  physician  who  advised 
his  removal  to  the  hospital.  On  admission  was 
taken  immediately  to  dressing  room  where  exam- 
ination revealed  a  transverse  ragged  wound 
about  one  and  a  quarter  inches  long  over  the 
middle  of  the  patella,  in  addition  to  this  there  was 
found  a  fracture  of  the  patella  into  three  frag- 
ments, the  lower  fragment  being  divided  into 
two.  Under  general  anesthetic  the  wound  was 
thoroughly  scrubbed  and  rendered  as  aseptic 
as  possible  by  the  House  Surgeon  and  an  anti- 
septic dressing  applied  temporarily. 

Operation :  Under  ether  anesthesia  the  wound 
was  again  disinfected  and  enlarged.  The  two 
lower  fragments  were  then  united  by  means  of 
Kangaroo  tendon  and  the  upper  and  lower  frag- 
ments with  silver  wire  sutures;  capsule  sutured 
with  chromic  gut  and  the  skin  with  silkworm  gut 
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sutures.  Counter  openings  were  then  made  and 
drainage  tubes  drawn  through  the  knee  joint  in 
precisely  the  same  manner  as  was  done  in  the 
first  case.  The  limb  was  then  immobilized  on  a 
Volkman  splint.  Patient  suffered  no  depression 
as  result  of  this  operation  and  recovered  from 
his  anesthesia  with  none  but  the  usual  phe- 
nomena. The  temperature  and  pulse  having  con- 
tinued normal  this  dressing  was  not  disturbed 
until  the  tenth  day  when  the  drainage  tubes 
were  removed.  From  this  date  patient  made 
an  uninterrupted  recovery. 

A  remarkable  thing  in  connection  with  this 
case  is  the  fact  that  this  patient  was  able  to  walk 
from  Nostrand  Avenue  to  the  County  Hospital, 
a  distance  of  perhaps  a  quarter  of  a  mile,  with 
so  severe  an  injury. 

INTESTINAL    ANASTOMOSIS,    WITH    THE    AID  OF 
ACCESSORY  SUPPORT   TO  THE  INTESTINAL 
WALL. 

Dr.  George  Wackerhagen  read  a  paper  on 
this  subject,  for  which  see  Brooklyn  Medical 
Jourxal,  page  105. 

Discussion. 

Dr.  J.  P.  Warbasse  said  that  he  was  interested 
in  Dr.  YYackerhagen's  bread  material  tubes.  A 
tube  of  that  sort  would  facilitate  the  application 
of  sutures  very  much,  particularly  if  one  is  not 
deft  and  handy  in  introducing  sutures.  He  stated 
it  as  his  belief  that  the  Murphy  button  is  a  tem- 
porary expedient,  and  in  the  course  of  time  sur- 
gery is  going  to  reject  it.  Whether  we  shall 
adopt  a  method  such  as  Dr.  Wackerhagen  has 
presented  or  not,  he  felt,  is  a  question.  Every 
surgeon  has  a  different  method — a  method  which 
seems  particularly  adapted  to  his  own  needs.  The 
fact  that  there  are  so  many  methods  testifies  to 
the  inadequacy  of  all.  Dr.  Warbasse  did  not 
think  there  was  any  particular  post-operative 
virtue  in  these  bread  tubes.  Their  chief  use,  he 
said,  is  simply  in  facilitating  the  application  of 
the  suture.  After  the  suture  has  been  applied 
the  fate  of  the  operation  is  sealed  ;  and  it  is  im- 
material what  becomes  of  the  bread  tubing-. 

Du.  A.  T.  Bristow  stated  that  he  was  entirely 
in  accord  with  Dr.  Warbasse  about  the  Murphy 
button,  save  in  one  operation,  that  of  gastro- 
enterostomy, and  be  doubted  whether  we  shall 
ever  have  a  better  means  of  doing  rapid  and  ac- 
curate work  for  that  operation  than  by  the  use 
of  the  Murphy  button.  It  is  some  two  or  three 
years  now  since  he  has  made  use  of  any  artifice 
for  the  purpose  of  facilitating  intestinal  anasto- 
mosis,   lie  had  found  the  following  method  had 


served  him  well  and  he  does  it  with  rapidity.  He 
first  puts  in  a  stay  suture,  at  the  mesenteric  end 
of  the  gut  through-and-through  sutures,  then 
another  suture  at  the  opposite  point,  then  he  bi- 
sects each  of  the  semicircles,  so  that  he  has 
intestine  divided  into  quadrants  by  four  set  su- 
tures. They  give  perfect  control  of  the  intestine, 
and  if  the  surgeon  holds  one  set  of  sutures  him- 
self, the  assistant  two  others,  and  lifts  the  intes- 
tine up,  the  two  portions  of  the  intestines  are  held 
in  apposition.  He  then  puts  in  through-and- 
through  sutures.  He  has  never  found  occasion 
to  use  Lembert  sutures  in  that  case,  and  he  never 
puts  in  a  double  row  of  Lemberts. 

He  does  not  believe  it  makes  any  difference 
whether  the  knot  is  inside  or  outside  the  intestine. 
The  difficulty  of  the  McConnell  suture  is  to  put 
the  knot  on  the  inside  of  the  intestine.  If  we  are 
going  to  have  union  at  all,  it  is  not  bv  means  of 
any  plastic  principles  on  the  part  of  the  mucosa, 
but  because  of  the  adhesive  power  of  the  peri- 
toneum ;  and  if  there  is  adhesion  in  the  peri- 
toneum the  knot  will  be  covered  up  just  as  in  the 
silk  suture  around  the  base  of  the  appendix  when 
a  purse  string  is  applied.  Many  of  the  expedi- 
ents, which  take  weeks  to  learn  to  do  properly, 
are  with  that  object  in  view — to  put  the  knot 
on  the  inside.  He  has  very  little  confidence  in 
the  value  of  any  appliance  which  is  left  long  in 
the  intestine.  There  he  agreed  with  Dr.  War- 
basse that  the  office  of  any  apparatus,  except  the 
Murphy  button,  is  completed  when  the  sutures 
are  completed,  and  if  the  suture  is  not  water-tight 
then,  it  is  not  likely  to  be  water-tight  afterwards. 

Dr.  H.  B.  Delatour  said  that  he  was  sorry 
that  he  must  disagree  with  Dr.  Bristow  in  the 
application  of  the  Murphy  button.  If  there  is 
any  place  he  would  not  use  it,  it  is  in  gastro- 
enterostomy. The  experience  of  a  number  of 
surgeons  has  been  that  the  button  tends  to  drop 
back  into  the  stomach  and  usually  gives  trouble. 
He  did  not  know  how  many  cases  Dr.  Bristow 
had  used  it  in  and  was  successful  in  having  it 
passed  in  the  proper  direction,  but  he  knew  that 
the  experience  of  others  was  unfortunate.  Per- 
sonally, he  believed  that  when  the  surgeon  is  in 
a  hurry  and  wants  to  make  an  anastomosis  as 
quickly  as  possible,  the  Murphy  button  is  the 
best  means  at  hand,  but  he  preferred  to  make 
anastomosis  either  laterally  or  end  to  end  without 
any  mechanical  appliance  whatever. 

He  believed  as  Dr.  Bristow  has  stated,  it  makes  * 
little  difference  whether  the  knot  is  on  the  inside 
or  outside  of  the  intestine.    He  has  used  external 
sutures  almost  exclusively  and  has  never  regret- 
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ted  it.  He  would,  however,  say  this  in  the  em- 
ployment of  the  Murphy  button  :  it  is  not  a  simple 
thing  to  use.  If  care  is  not  taken  to  closely  ap- 
proximate the  peritoneal  edges  of  the  mesentery 
leakage  at  that  point  will  occur.  This  is  an  ob- 
servation that  Murphy  made  in  his  original  pres- 
entation of  the  button  and  is  a  very  important 
one :  that  the  peritoneum  where  it  comes  down 
from  the  sides  of  the  intestine  on  the  mesentery 
leaves  a  V-shaped  space,  which  if  not  closed  by 
a  cross  suture  at  that  point  will  leave  a  place 
through  which  leakage  will  occur,  and  Dr.  Dela- 
tour  knew  that  it  had  occurred  in  several  case:?. 

Dr.  G.  Wackerhagen,  in  closing,  said  he  be- 
lieved the  employment  of  wafer  supports  will  help 
to  secure  a  larger  opening  between  stomach  and 
intestine  and  will  promote  greater  rapidity  of  op- 
eration in  gastroenterostomy. 

ANTERIOR  METATARSALGIA. 

Dr.  C.  D.  Napier  read  a  paper  on  Anterior 
Metatarsalgia,  for  which  see  this  issue  of  the 
Brooklyn  Medical  Journal,  page  109. 
Discussion. 

Dr.  M.  said  he  noticed  this  condition  in  1897, 
when  he  first  commenced  to  ride  a  bicycle,  and 
at  that  time  he  attributed  it  to  compression  of 
the  sciatic  nerve,  and  thought,  possibly,  as  he  was 
very  stout,  that  the  saddle  he  was  riding  might 
produce  some  pressure  on  the  sciatic  which 
caused  this  condition.  He  suffered  for  some  time 
and  was  compelled  to  give  up  the  bicycle,  but 
noticed  that  the  pain  instead  of  decreasing  was 
rather  increasing.  It  became  so  bad  that  he  was 
obliged  to  wear  extremely  low  shoes,  so  that  he 
could  slip  them  on  and  off  readily.  The  condi- 
tion was  one  of  very  severe  cramp.  The  pain  was 
intense.  It  would  commence  under  the  fourth 
toe,  the  toe  would  draw  down  and  forcible  exten- 
sion with  the  shoe  off  would  give  relief,  but  if 
he  kept  the  shoe  on  through  stress  of  circum- 
stances, the  pain  would  come  up  the  calf  of  the 
leg  into  the  thigh  and  would  be  so  severe  he  could 
not  control  his  feelings.  Oftentimes  he  had  been 
awakened  in  the  middle  of  the  night  on  account 
of  the  pain. 

He  saw  Dr.  Napier  in  June  and  talked  the  mat- 
ter over  with  him.  Dr  Napier  tried  the  pad  and 
strapping,  but  he  could  not  stand  that,  so  a  plaster 
cast  of  the  foot  was  taken  and  a  plate  made 
which  raised  the  anterior  arch.  As  soon  as  the 
•  -plate  was  fitted  to  his  shoe  he  experienced  relief, 
and  to-day  he  is  wearing  his  first  pair  of  tight 
shoes  he  has  been  able  to  pill  on  in  three  years. 

Dr.  C.  D.  NAPIER,  presenting  the  plate,  said 


it  was  Whitman's  plate  for  anterior  metatarsal- 
gia, which  supports  the  longitudinal  arch  also, 
as  that  seems  to  be  of  value  even  though  there 
is  no  flattening  of  that  arch.  The  principal  point 
is  the  support  of  the  arch  under  the  heads  of  the 
metatarsal  bones.  The  arch  is  supported  where 
it  needs  it,  and  it  does  not  need  as  much  of  a 
curve  as  one  would  ordinarily  think  necessary. 
In  this  case  it  appears  to  be  but  a  slight  curve. 
Most  all  shoes  are  made  with  a  contrary  curve 
in  the  shoe,  at  that  point,  that  is,  a  shoe  is  con- 
cave on  the  upper  surface  of  the  sole  transversely, 
whereas  it  should  be  convex.  Shoes  are  made 
about  contrary  to  what  the  feet  are. 

Dr.  R.  W.  Westbrook  agreed  with  Dr.  Napier 
that  many  of  these  cases  are  overlooked ;  and 
many  which  we  never  see  the  shoemakers  get 
hold  of,  and  they  relieve  a  good  many  cases  of 
mild  degree.  His  own  experience  had  been 
rather  better  with  the  pad  and  plaster  around  the 
arch  grasping  the  metatarsal  bones  than  with  the 
Whitman  plate.  There  are  cases  which  find  the 
wearing  of  a  plate  a  considerable  discomfort,  and 
recently  he  had  a  case  in  which  he  had  the  plate 
made  with  the  greatest  care  by  the  Whitman  in- 
strument maker,  and  the  patient  could  not  wear  it 
with  any  degree  of  comfort.  There  was  no  fall- 
ing of  the  longitudinal  arch,  but  he  thought  he 
plate  was  indicated  because  the  patient  could  not 
wear  a  thin  soled  shoe. 

Dr.  Westbrook  then  exhibited  a  device  consist- 
ing of  the  longitudinal  arch,  but  he  thought  the 
well  shaped  pad  with  a  little  lacing,  which  goes 
around  the  metatarsals  and  which  has  answered 
very  well  in  this  particular  case,  and  he  thought 
it  would  do  well  for  many  minor  cases.  The  pad 
is  well  shaped  and  is  intended  for  the  arch  of  the 
foot,  and  the  lacing,  if  well  applied,  grasps  the 
metatarsal  bones,  so  that  it  secures  the  heads  of 
the  metatarsals,  and  it  seems  to  remain  pretty 
firmly  in  its  place. 

There  are  other  simple  devices  which  assist  him 
sometimes ;  building  up  the  back  part  of  the  sole 
with  a  wedge-shaped  piece  to  get  support  not 
under  the  joint,  but  back  of  the  joint,  and  a  little 
pad  on  the  sole  on  the  inside,  is  a  great  help.  His 
experience  with  plates  has  been  a  little  disap- 
pointing, and  he  had  used  Whitman's  own  plates 
made  by  his  own  instrument  maker.  Dr.  West- 
brook thought,  however,  where  there  is  falling  of 
the  longitudinal  as  well  as  the  transverse  arch, 
that  a  plate  is  indicated. 

Dr.  C.  D.  Napier,  replying  to  Dr.  Westbrook's 
remarks  as  to  the  making  of  plates  and  the  dis- 
comfort caused  by  wearing  them,  thought  thai 
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the  fault  might  be  due  to  a  wrongly  constructed 
plate.  He  had  found  that  the  instrument  maker 
referred  to  by  Dr.  Westbrook  was  no  better  than 
other  instrument  makers,  who  thought  they  knew 
it  all.  Every  one  of  them  has  to  be  watched. 
When  the  surgeon  orders  a  plate,  if  they  do  not 
think  it  is  quite  right,  they  do  not  hesitate  to  make 
a  change.  The  first  plate  he  ordered  for  anterior 
metatarsalgia  he  had  made  from  his  own  cast  by 
Whitman's  instrument  maker,  as  he  thought  he 
would  know  better  than  others  how  to  do  the 
work.  The  instrument  maker  shortened  the  plate 
and  made  it  different  in  many  ways  from  what 
he  had  indicated  in  the  cast.  The  plate  was  un- 
comfortable to  the  patient,  and  she  could  not  wear 
it  with  comfort  until  he  had  modified  it.  Since 
then  there  has  been  no  discomfort  whatever,  and 
she  says  she  does  not  know  it  is  in  her  shoe. 

Dr.  Xapier  added  that  if  a  plate  is  made  care- 
fully and  the  instrument  maker  watched,  the  plate 
will  be  perfectly  comfortable.  Strapping  is  un- 
comfortable and  in  the  way  more  than  the  plate, 
and  it  is  often  disagreeable  to  wear.  The  foot  can 
not  be  bathed  as  often  as  the  patient  likes  or  the 
strapping  has  to  be  placed  on  every  day  and  it  is 
not  always  on  just  right.  The  pad  and  the  lacing 
might  be  a  good  idea,  except  that  as  it  is  worn  in- 
side the  stocking  it  might  cause  chaffing. 

In  reply  to  a  question  as  to  whether  the  wearing 
of  the  plate  was  permanent,  and  if  not  how  long 
it  was  necessary  to  wear  it,  Dr.  Napier  said  that 
the  length  of  time  it  was  necessary  to  wear  the 
plate  was  indefinite.  Patients  wear  them  for 
some  time  after  they  are  cured.  He  has  advised 
patients  to  wear  them  for  a  year  or  two  after 
they  appear  to  be  cured,  and  then  after  leaving 
the  plate  off  to  apply  it  again  if  there  is  any  sign 
of  trouble.  A  proper  shoe  worn  on  a  straight 
last  with  plenty  of  width  is  important.  The  exer- 
cise treatment  with  development  of  the  muscle  is 
also  important.  All  these  cases  have  great  weak- 
ness of  the  muscles  of  the  toes,  especially  of  the 
palmar  flexors  and  the  muscles  under  the  anterior 
arch,  and  the  development  of  these  muscles  is  just 
as  important  in  the  treatment  of  anterior  meta- 
tarsalgia as  the  development  of  muscles  in  the 
ordinary  flat  foot. 

Dr.  M. :  Patient  stated  further  in  regard  to  the 
wearing  of  the  plate,  that  he  was  able  to  take  run- 
ning exercises  without  the  plate  in  his  shoe  inter- 
fering with  him  in  any  way.  He  was  never  able 
to  wear  the  pad.  It  was  disagreeable  and  stuck 
to  the  stocking,  but  the  plate  gave  him  absolute 
relief,  and  that  within  a  week  from  the  time  it  was 
first  used. 


THE  BROOKLYN  GYNECOLOGICAL 
SOCIETY. 


Stated  Meeting,  December  2,  1904. 


The  President,  W.  J.  Corcoran,  M.D.,  in  the 
Chair. 

Report  of  Case :  Entire  lack  of  adhesions  after 
the  occurrence  of  two  pelvic  abscesses  and  several 
attacks  of  pelvic  peritonitis. 

Dr.  J.  O.  Polak  :  This  patient,  39  years  of 
age,  had  been  married  fifteen  years  but  separated 
from  her  husband.  The  husband  was  gonorrheic. 
She  fell  into  Dr.  Skene's  hands  soon  after  her 
first  attack  of  gonorrhea,  and  the  doctor  cured 
her  as  well  as  we  can  cure  that  malady.  She 
had  a  child  just  prior  to  coming  under  Dr. 
Skene's  care.  The  delivery  was  instrumental, 
causing  considerable  laceration  of  the  cervix. 
The  doctor  repaired  the  cervix  and  perineum  and 
did  a  hemorrhoidal  operation  on  the  patient. 

Within  two  years  after  that  she  had  an  acute 
attack  of  pelvic  peritonitis  and  developed  a  pelvic 
abscess,  which  evacuated  itself  after  a  considera- 
ble length  of  time  through  the  rectum.  Her  his- 
tory from  that  time  on  until  two  years  ago  was 
comparatively  clear  of  peritonitic  involvement, 
when  she  had  another  attack  of  peritonitis. 
W  hen  I  saw  her  there  was  a  well  marked  ab- 
scess of  the  tube  of  the  left  side,  a  small  fibroid 
of  the  anterior  wall,  and  a  perfect  result  from 
Dr.  Skene's  operation  on  the  cervix  and  perineum 
with  some  rectal  fissures. 

The  patient  recovered  from  this  attack  of  pel- 
vic peritonitis  without  incision.  It  was  ad- 
vised that  something  be  done  with  that  tube,  but 
she  procrastinated.  During  the  summer  while 
she  was  in  Arverne,  she  caught  cold  and  again 
developed  a  pelvic  peritonitis.  This  attack  was 
of  short  duration.  She  had  several  attacks  dur- 
ing the  summer,  necessitating  perhaps  four  or 
five  days  in  bed  at  a  time  none  of  them  severe 
enough  to  cause  any  particular  annoyance  except 
digestive  disturbances,  some  bearing-down  pain 
and  metrorrhagia.  In  the  latter  part  of  August 
she  has  taken  with  what  was  diagnosed  as  grippe, 
with  chills,  temperature  and  increased  pulse  rate. 
She  began  to  complain  of  pelvic  symptoms  again, 
and  her  physician  made  an  examination  and  found 
the  following  condition :  He  found  extreme  ten- 
derness in  the  right  inguinal  region  with  a  tumor 
the  size  of  one's  fist  just  about  the  pubis,  and 
what  he  determined  as  a  retroverted  uterus  in- 
carcerated in  the  pelvis.  I  saw  the  case  with 
him  and  differed  a  bit  in  the  diagnosis,  making 
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the  mass  he  made  out  above  the  pubis  to  be  the 
uterus,  and  what  he  had  taken  for  an  incarcerated 
uterus  an  exudate  that  had  pushed  the  uterus 
outward,  forward  and  to  the  right,  and  suggested 
that  we  make  a  vaginal  incision  and  drain  the 
case.  She  objected  to  it,  and  he  objected  to  any 
operative  interference  at  that  time,  and  she  went 
along  until  her  temperature  rose  to  105  and  she 
had  several  chills.  They  then  consented  to 
evacuation,  and  we  removed  a  quart  of  stinking 
pus  from  the  cul-de-sac. 

About  four  days  after  the  incision  and  drain- 
age the  temperature  dropped  almost  immediately 
to  99.1,  and  remaining  so,  the  pulse  came  down. 
She  then  developed  a  conjunctival  injection  with 
bile  and  a  condition  of  vomiting  and  anuria.  The 
urnie  showed  no  evidences  of  any  disturbances 
in  the  kidney  save  the  presence  of  bile  pigments 
and  bile  salts  and  the  presence  of  leucin.  The 
patient  in  this  condition,  with  a  temperature  nor- 
mal, with  a  pulse  below  60,  with  this  injection, 
continuous  vomiting  and  about  as  sick  a  looking 
woman  from  toxaemia  as  I  have  ever  seen,  did 
not  respond  to  the  usual  remedies.  We  evacu- 
ated the  bowels  freely,  we  gave  salt  solution  by 
rectum,  the  stomach  was  lavaged,  but  she  seemed 
to  go  from  bad  to  worse.  We  made  a  direct  in- 
fusion into  the  cephalic  vein  which  immediately 
brought  the  urinary  secretion  up.  Her  vomiting 
ceased,  and  in  24  hours  she  seemed  to  clear  up, 
and  continued  to  clear  up  under  the  action  appar- 
ently of  normal  salt  solution  without  any  other 
medication.  She  was  so  impressed  with  the  ease 
and  the  lack  of  subsequent  pain,  that  she  thought 
now .  while  she  was  at  it  she  would  have  some- 
thing further  done,  and  keeping  her  under  ob- 
servation for  eight  weeks,  the  discharge  entirely 
cleared  up  from  the  abscess  cavity.  Under 
douches  and  tampons,  etc.,  the  exudate  softened 
down,  and  eight  weeks  after  the  primary  incision 
we  did  an  abdominal  hysterectomy. 

There  are  two  or  three  points  I  want  to  call 
attention  to  particularly.  Here  was  a  woman 
who  had  repeated  attacks  of  pelvic  peritonitis, 
two  pelvic  abscesses,  one  emptied  by  the  rectum 
and  the  other  was  emptied  by  incision,  and  she 
had  a  fibroid  of  the  anterior  wall  of  the  uterus. 
Outside  of  the  adhesion  of  the  fimbriated  extrem- 
ity of  the  left  tube,  which  was  gummed  down 
pretty  well,  and  the  incision  in  the  cul-de-sac, 
there  was  not  an  adhesion  in  the  belly  to  the  in- 
testine of  any  sort.  This  shows  what  nature  can 
do  in  the  way  of  absorption  of  adhesions  and  how 
exudations  can  take  care  of  themselves  to  a  very- 
great  extent,  and  is  another  point  in  favor  of 


vaginal  incision  in  these  early  pus  cases  as  rather 
a  preventative  of  adhesions  and  subsequent 
trouble  than  otherwise. 

The  patient  made  an  uneventful  recovery  with 
one  complication.  About  four  days  afterwards 
she  developed  this  hepatic  toxaemia.  I  cannot  de- 
scribe it  as  anything  else,  because  the  liver  en- 
larged, the  conjunctivae  became  injected  again, 
the  pulse  became  very  slow  and  she  vomited  bil- 
ious material.  In  this  case  we  used  the  same 
method,  only  we  raised  the  head  of  the  bed 
as  Dr.  Fowler  suggests  and  gave  lavage  to 
the  stomach.  Neither  one  of  these  things 
seemed  to  have  any  particular  value.  On 
consultation,  we  again  infused  her,  and  the 
effect  was  just  as  pleasing  this  time  as  it 
was  before.  .The  temperature  in  this  case  after 
the  infusion  reached  to  103^  and  the  pulse 
went  to  150.  In  her  first  infusion  after  her  vag- 
inal incision  there  was  no  effect  on  the  tempera- 
ture or  pulse  following  the  infusion.  In  that  sec- 
ond infusion  the  pulse  went  to  150  and  the  tem- 
perature 103.  She  again  ceased  to  vomit,  her 
tongue  cleared  up,  the  urine  increased  and  the 
skin  lost  its  cadaverous  appearance  and  injection, 
and  in  a  few  days  convalescence  was  absolutely 
established  and  she  made  an  uninterrupted  con- 
valesence. 

The  points  in  the  case  are  simply  those  I  have 
already  referred  to.  The  value  of  infusion  fre- 
quently in  these  cases  of  persistent  vomiting 
where  they  are  losing  quantities  of  fluid  and  actu- 
ally vomiting  their  blood  serum  out,  and  the  otlvr 
point  was  the  lack  of  adhesions  found  in  this  case 
after  two  experiences  of  pelvic  abscesses. 

Discussion. 

Dr.  R.  L.  Dickinson  :  All  of  us  who  do  much 
gynecology  are  called  in  consultation  by  the  gen- 
eral practitioner  to  see  very  sick  women  with 
very  large  exudates  in  the  pelvis  that  clear  up 
in  an  astonishing  way.  It  is  hard  to  make  a  man 
understand  how  through  a  tolerance  that  I  pre- 
sume has  been  begotten  through  millions  of  gen- 
erations of  ill  usage  of  the  pelvic  canal  through 
difficult  labors  and  millions  of  vaccinations  with 
the  gonococcus,  the  pelvic  peritoneum  can  with- 
stand anything  and  throw  it  off.  We  see  occa- 
sionally cases  of  extensive  pelvic  peritonitis  with- 
out definite  pus  formation  that  we  think  advisable 
to  operate  on,  and  I  have  seen  an  exudate  literally 
as  thick  as  my  hand,  so  that  it  was  suggestive  of 
malignant  disease.  That  disappeared  entirely 
without  treatment. 
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While  all  cases  that  present  any  well  defined 
pus  foci  should  be  opened,  it  is  the  greatest  of 
marvels  that  the  peritoneum  can  take  care  of  such 
extensive  trouble  as  it  does.  I  would  like  to 
ask  Dr.  Polak  whether,  in  view  of  this  very  in- 
teresting case,  in  which  the  same  toxaemia  oc- 
curred twice,  whether  there  is  not  a  class  of  cases 
that  have  an  ether  idiosyncrasy,  that  have  an 
ether  poisoning  develop  in  a  few  days  after  opera- 
tion. I  am  quite  sure  it  applied  to  the  low  haemo- 
globin cases.  I  have  in  mind  three  or  four  very 
serious  operations,  large  vascular  .fibroids  in 
women  with  haemoglobin  between  30  per  cent, 
and  40  per  cent.,  and  I  have  yet  to  see  one  of  these 
women  who  is  not  in  more  danger  from  her  intes- 
tinal paresis,  from  her  intestinal  toxaemia  than 
from  the  operation  or  the  shock  of  operation  or 
any  other  cause.  It  is  the  thing  I  dread  in  lapar- 
otomies— low  haemoglobin  percentages. 

The  last  case  in  which  Dr.  Buist  helped  me  the 
tumor  was  of  a  most  vascular  variet) ,  ran  above 
the  navel,  ran  down  throughout  the  broad  liga- 
ment, and  solidly  filled  the  true  pelvis,  and  had 
to  be  split  down  the  middle  and  rolled  out  at 
the  bottom.  That  woman  had  eserine  imme- 
diately at  the  end  of  operation  and  has  done  very 
well,  but  we  had  a  day  of  anxiety  on  account  of 
the  rapid  inflation  of  the  bowel. 

There  is  a  class  of  cases  that  seems  to  have  a 
tendency  to  clogging  up  of  the  liver,  and  they 
cause  a  great  deal  of  trouble.  Some  of  these 
cases  occur  late.  I  remember  a  difficult  hyste- 
rectomy 'that  Dr.  Buist  took  care  of  afterwards, 
that  a  very  persistent  icterus  developed  just  after 
she  got  home  three  weeks  after  her  operation. 
W  hy  do  some  cases  not  with  low  hemoglobin  per- 
centages and  not  with  low  resistance  get  up  liver 
trouble?  I  confess  I  do  not  know,  but  the  sub- 
ject is  very  interesting. 

A  woman  now  in  the  Brooklyn  Hospital,  ready 
to  go  out,  with  a  hemoglobin  count  of  30  per 
cent.,  with  a  very  large  cystic  tumor,  a  woman 
who  on  admission  was  in  collapse,  who  you  would 
say,  "Shall  we  let  her  die  or  risk  her  dying  on  the 
table?"  was  in  such  a  condition  that  we  did  not 
dare  do  a  laparotomy  under  ether.  She  was  waxy, 
she  had  no  color  anywhere — her  lips  or  finger- 
nails. Under  local  anesthesia  the  abdomen  was 
opened,  the  swollen,  adherent,  inflamed  omen- 
tum was  stripped  off  from  the  tumor,  the  tumor 
was  punctured  and  drained,  and  quarts  of  the 
rankest  stinking  pus  evacuated  from  a  suppur- 
ating, inflamed  dermoid.  Not  having  any  ether 
poisoning  that  patient  has  not  turned  a  hair.  She 
was  eating  beefsteak  on  the  third  day  and  wanted 


to  go  home  on  the  fourth.  There  was  no  ether 
shock,  no  intestinal  paresis,  no  absorption. 

Now,  I  am  inclined  to  think  in  view  of  the  la- 
mentable results  in  patients  low  from  suppura- 
tion or  bleeding,  that  wherever  we  can  we  would 
better  avoid  ether — perhaps  nitrous  oxide  would 
be  less  troublesome,  perhaps  chloroform  will  de- 
press less,  but  the  intestinal  paralyses  are  very 
dangerous  happenings.  As  Dr.  Polak  has  said, 
more  dangerous  than  the  operation  itself. 

Dr.  W.  Maddrex  :  I  can  add  a  word  to  what 
Dr.  Dickinson  has  said  in  corroboration.  We  had 
a  woman  with  very  far  advanced  malignant  dis- 
ease of  the  cervix,  her  hemoglobin  was  30  per 
cent.,  and  first  we  curetted  everything  away  un- 
der nitrous  oxide.  She  had  no  trouble  from  it  at 
all.  We  were  so  encouraged  by  her  improve- 
ment that  after  a  couple  of  months  we  did  a 
hysterectomy,  and  that  was  done  under  nitrous 
oxide.  Unfortunately  we  found  the  pelvic  glands 
were  largely  involved.  She  is  now  suffering  from 
a  return  of  her  condition  to  some  extent,  yet  her 
blood  poisoning  is  nothing  like  as  bad  as  when 
we  did  the  first  operation.  Under  nitrous  oxide 
these  cases  do  very  well.  She  had  no  trouble,  no 
vomiting. 

Another  point.  Sometimes  these  biliary 
troubles,  I  think,  are  due  to  calculi  in  the  gall 
bladder.  I  do  not  know  whether  this  case  of 
Dr.  Polak's  had  any  symptoms  referring  to  that 
condition,  and  perhaps  it  was  purely  a  toxaemia, 
as  he  suggests.  We  had  a  case  of  that  kind  some 
two  or  three  years  ago  that  troubled  us  a  good 
deal.  Every  time  she  got  an  anesthetic  she  had 
an  attack  of  icterus  and  was  in  bad  shape.  \t 
the  first  operation,  a  laparotomy  done  for  ad- 
hesions and  intestinal  obstruction,  we  were  afraid 
she  would  die  from  the  effect  of  the  anesthetic. 
She  pulled  out  of  it,  and  ultimately  we  found  that 
her  trouble  was  due  to  having  five  gall  stones  in 
the  gall  bladder.  She  had  her  attacks  of  icterus, 
it  is  true,  but  the  intestinal  adhesions,  the  result 
of  an  old  operation  by  Dr.  Skene  for  an  ovarian 
cyst,  had  been  mistaken  for  the  gall  bladder  con- 
dition, and  I  suspected  that  that  trouble  was  due 
to  a  calculus  or  several  calculi  too  large  to  |>a>s. 
producing  a  cholecystitis,  and  the  trouble  conies 
in  part  from  that. 

Dr.  J.  ().  Polak:  I  would  like  to  answer  Dr. 
Dickinson's  question.  I  do  not  think  that  the 
toxaemia  after  the  first  operation  could  possiblv 
have  been  due  to  the  anesthesia.  The  patient 
took  gas  and  chloroform  in  that  case,  and  the 
whole  anesthesia  from  the  time  that  she  started 
to  the  time  the  operation  was  finished  was  six 
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minutes,  as  it  was  simply  an  incision  and  drain- 
age. The  last  operation  was  done  under  gas 
and  ether,  and  the  anesthesia  was  rather  pro- 
longed on  account  of  a  raw  surface  that  it  was 
difficult  to  stop  oozing  from. 

In  regard  to  the  point  Dr.  Maddren  has  made,  in 
this  particular  case  there  were  no  gall  stones,  as 
I  adopted  the  method  that  I  have  used  for  a  long 
time,  suggested  by  Kelly,  of  exploring  the  gali 
bladder  and  the  common  duct  when  the  abdomen 
is  opened. 

Dr.  W.  J.  Corcoran  :  I  would  like  to  ask  the 
facility  of  doing  a  hysterectomy  under  gas.  I 
have  been  afraid  to  use  it  on  account  of  the 
rigidity  of  the  abdominal  muscles,  which  it  does 
not  overcome. 

Dr.  W.  Maddren  :  She  had  some  rigidity,  but 
she  came  through  the  operation  safely.  We  did 
a  vaginal  hysterectomy;  we  did  not  open  the 
abdomen. 

Dr.  J.  R.  Taylor:  I  dislike  to  introduce  ex- 
traneous material,  but  1  want  to  take  exception 
to  Dr.  Polak's  statement,  that  an  examination  of 
the  gall  bladder  by  Kelly's  method  would  be  con- 
clusive proof  that  gall  stones  are  not  present  in 
these  cases.  I  do  not  question  that  thev  may  be 
absent,  but  I  do  question  that  you  may  examine 
the  gall  bladder  from  the  interior  of  the  abdomen 
by  Kelly's  method  and  fail  to  discern  large  gall 
stones.  In  several  cases  upon  which  I  have  oper- 
ated for  gall  bladder  conditions  I  have  failed  to 
detect  gall  stones  when  I  have  had  the  gall  blad- 
der in  my  hand  with  the  abdomen  opened,  and 
have  only  found  them  by  careful  exploration  of 
the  gall  bladder  after  it  was  opened. 

The  fact  that  you  do  not  feel  a  fairly  large 
gall  stone  through  the  gall  bladder  wall  is  no 
proof  it  is  not  there,  and  I  have  in  my  possession 
at  present  100  gall  stones,  the  size  of  No.  8  shot, 
taken  from  a  patient  three  years  ago,  and  in  that 
case  they  were  held  together  as  in  a  small  net 
by  the  secretion  in  the  gall  bladder  mucus  and 
bile,  and  only  after  I  had  very  carefully  explored 
the  gall  gladder  with  my  finger  could  I  detect 
them  at  all,  after  opening  the  gall  bladder.  I 
think  in  some  of  these  cases  the  gall  bladder  may 
be  the  source  of  trouble  without  one  being  able  to 
detect  the  gall  stones  through  the  gall  bladder 
wall. 

Dr.  J.  O.  Polak:  I  would  like  to  ask  what 
was  the  condition  of  that  gall  bladder  with  the 
hundred  stones?  Were  there  any  adhesions? 
Was  the  gall  bladder  wall  thickened? 

Dr.  J.  R.  Taylor:  The  gall  bladder  had  no  ad- 
hesions.   The  gall  bladder  was  almost  infantile 
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in  size  and  was  exceedingly  difficult  to  get  at.  I 
would  not  have  had  any  difficulty  of  feeling  a 
gall  stone  through  the  gall  bladder  walls. 

It  has  been  my  misfortune  not  to  see  an  opera- 
tion for  gall  stones  of  large  size.  I  have  met 
them  post  mortem.  I  have  seen  them  in  opera- 
tions in  the  service  of  other  men.  I  think  the 
gall  stones  in  all  these  cases  of  gall  bladder  dis- 
ease are  incidents  and  not  factors  in  the  disease. 
The  gall  stone  is  present  on  account  of  the  in- 
flammatory condition  of  the  gall  bladder. 

Dr.  J.  O.  Polak  :  The  doctor  is  perfectly  right 
that  there  are  a  large  number  of  gall  stones  that 
)ou  cannot  palpate  by  taking  the  gall  bladder  in 
your  hand,  but  a  gall  bladder  can  have  a  lot  of 
gall  stones  in  it  and  not  cause  any  symptoms  at 
all.  A  gall  bladder  that  has  undergone  inflam- 
matory changes,  with  its  thickened  wall,  with  its 
adhesions,  with  its  atrophy,  I  think  can  be  appre- 
ciated pretty  well  by  abdominal  exploration  with- 
out having  to  bring  it  up.  In  cases  where  there 
has  been  doubt  I  have  not  hesitated  to  make  an- 
other incision  and  look  directly  at  it.  Another  in- 
cision does  not  hurt  a  woman  very  much  outside 
of  the  time  it  takes  to  make  it,  but  where  there 
is  doubt  it  is  justifiable,  and  certainly  if  there 
had  been  any  inflammatory  condition  about  this 
gall  bladder,  or  if  there  had  been  any  large  stones 
or  thickened  walls  as  a  result  of  repeated  attacks 
of  cholecystitis,  it  seems  to  me  you  can  appreciate 
it  pretty  well  when  you  get  your  fingers  on  it. 

paper:  the  care  of  the  parturient  in  earlv 
pregnancy  and  after  labor. 

by  dr.  r.  l.  dickinson. 

Discussion. 

Dr.  W.  B.  Chase  :  I  have  been  interested  in 
this  comprehensive  statement  of  facts  relating  to 
the  puerperium.  I  do  not  think  Dr.  Dickinson 
has  left  out  much  of  importance.  There  is  doubt- 
less a  fatality  which  might  be  obviated  in  obstet- 
rical cases,  which  are  lost  for  the  want  of  these 
ordinary  examinations,  which  enable  the  ac- 
coucheur to  know  in  advance  whether  his  patient 
is  in  proper  condition. 

The  question  of  retroversion  is  to  my  mind  a 
most  important  one,  and  not  only  retroversion  as 
relating  to  pregnancy,  but  as  a  factor  in  the  pro- 
duction of  miscarriages.  I  know  several  ladies 
in  which  the  retroversion  is  of  such  a  nature  that 
it  is  impossible  for  that  woman  to  conceive  and 
carry  a  child  past  the  second  or  third  month.  Of 
course,  if  they  would  consent  to  an  operation 
whereby  the  displaced  and  adherent  uterus  could 
be  restored  to  its  normal  position,  they  would 
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have  a  chance  of  becoming  mothers  of  living 
children.  In  these  patients,  if  the  normal  enlarge- 
ment of  the  uterus  in  pregnancy  is  not  sufficient 
to  break  these  adhesions,  a  miscarriage  is  sure  to 
follow. 

Dr.  J.  C.  MacEvitt  :  Since  listening  to  Dr. 
Dickinson's  paper  I  remember  the  ground  he  took 
some  years  ago  regarding  the  immediate  repair  of 
the  cervix.  I  would  like  to  ask  the  doctor  if  he 
still  holds  to  the  doctrine  that  he  at  that  time  pro- 
claimed. 

Regarding  the  tears  of  the  perineum,  leaving 
those  involving  the  rectum,  it  was  my  practice 
when  doing  obstetrical  work  to  resort  to  imme- 
diate repair  of  the  perineum  no  matter  how  grave 
the  destruction.  In  doing  this  you  avoid  the  fu- 
ture necessity  of  operating  with  the  attendant 
discomforts  and  expense  to  the  patient.  With 
the  proper  aseptic  precautions,  which  are  now 
used  by  all  careful  men,  probably  95  per  cent,  of 
the  immediate  repair  of  the  perineum  will  be  suc- 
cessful. I  do  not  believe  that  the  destruction,  of 
the  parts  due  to  the  violence  of  labor  is  going  to 
so  disarrange  the  coaptation  of  the  tissues  to  such 
an  extent  as  to  preclude  immediate  repair. 

That  does  not  hold  so  good  regarding  the  cer- 
vix. The  enlarged  cervix  with  its  sometimes 
multiple  tear  is  such  that  you  cannot  always  dis- 
cern the  conditions  present,  and  in  doing  a 
trachellorraphy  immediately  after  labor,  if  you 
coapt  the  parts  you  are  very  apt  to  cause  such 
close  union  that  it  is  going  to  prevent  the  free 
discharge  of  the  lochia. 

One  point  that  appealed  to  me  is  this,  that  Dr. 
Dickinson  is  particularly  fortunate  in  being  able 
to  see  his  patients  at  so  early  a  period  as  the  first 
or  second  month.  In  my  past  experience  it  was 
rare  a  patient  would  consult  me  at  so  early  a  pe- 
riod. It  would  be  about  the  seventh  or  eighth 
month  where  this  precaution  could  not  be  taken. 

Dr.  Dickinson's  statement  that  an  examination 
should  be  made  two  months  after  delivery  should 
hold  good  in  every  case. 

Dr.  J.  O.  Polak  :  Dr.  Dickinson  has  covered 
these  points  with  his  usual  attention  to  detail,  and 
it  would  be  well  for  us  all  to  follow  the  detail 
the  doctor  has  suggested.  There  are  some  points 
in  his  few  statements  that  exception  might  be 
taken  to,  but  it  is  in  the  line  I  think,  of  the  gen- 
eral teaching  to-day,  of  great  care  during  preg- 
nancy and  labor,  and  particularly  post-partum. 

In  regard  to  his  examinations  at  two  months, 
there  is  no  doubt  that  a  large  number  of  these 
cases  can  be  managed,  abortions  prevented  and 


various  conditions  such  as  he  has  called  attention 
to  may  be  discovered. 

In  my  experience  in  a  number  of  cases  of  re- 
troversion where  the  examination  had  taken  place 
within  two  or  three  months  after  the  missed 
menstrual  period,  the  uterus  has  been  replaced 
and  maintained  in  good  position  by  use  of  a  pes- 
sary, and  I  am  a  great  believer  that  a  pessary, 
even  in  the  early  months  in  movable  retroversions 
has  a  good  field.  It  is  gradually  growing  out  of 
custom  to  use  a  pessary,  but  I  am  old-fashioned 
enough  to  find  they  have  a  good  use  in  pregnancy 
as  well  as  some  post-operative  conditions. 

I  was  pleased  to  hear '  the  doctor  make  the 
statement  that  he  could  not  always  make  the 
diagnosis  of  ectopic  before  rupture. 

Regarding  ante-partum  examinations  there  is 
nothing  more  to  say.  Every  man  should  make  an 
examination  beforehand  to  determine  position, 
posture,  measurements  and  relative  size  of  head 
to  pelvis.  If  examination  is  made  at  the  eighth 
month  in  a  primapara,  if  the  pelvis  and  child  are 
normal,  the  head  will  be  in  the  pelvis,  and  if  not 
in  the  pelvis  something  is  wrong. 

In  regard  to  examinations  for  lacerations  after 
confinement,  the  doctor  omitted  to  mention 
specifically,  though  he  did  imply,  the  examination 
of  the  vagina,  he  forgot  to  mention  the  injury  we 
find  so  much  of  and  so  little  said  of,  and  that  is 
lacerations  of  the  anterior  vaginal  wall.  All  of 
us  who  have  done  gynecology  and  have  attempted 
to  do  the  secondary  operations,  such  as  are  ad- 
vised by  Sims,  Emmet,  Stolz  and  various  others 
for  cystocele  and  anterior  wall  injuries,  know 
how  ineffective  the  present  operations  are  in  these 
conditions,  and  yet  a  casual  examination  with  a 
good  light  will  show  a  laceration  up  one  or 
the  other  sulcus  anteriorily,  and  can  be  united 
or  repaired  either  at  the  time  or  later,  and  we 
get  a  vaginal  wall  that  we  cannot  get  by  any  sub- 
sequent or  secondary  operation.  Hirsts's  is  the 
nearest  to  it  of  any  operations  devised  for  repair 
of  lacerations  of  the  anterior  vaginal  wall. 

In  regard  to  the  immediate  repair  of  the  cer- 
vix, that  is  a  question  that  is'  extremely  debat- 
able. I  feel  where  you  have  done  a  little  dilata- 
tion and  know  you  have  a  laceration,  if  the 
laceration  is  deep  or  causes  hemorrhage,  and  par- 
ticularly in  primipara,  that  it  is  advisable  to  re- 
pair that  laceration,  and  1  have  in  a  large  number 
of  cases  successfully  repaired  the  laceration  at 
the  time.  It  is  a  comparatively  easy  procedure, 
if  you  follow  the  original  teachings  of  Dickinson, 
of  using  a  couple  of  volsclla  forceps,  one  on  each 
lip,  and  bringing  the  uterus  well  down,  with  the 
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hand  pressed  on  the  fundus,  so  that  the  cervix 
is  outside  the  vulva.  You  can  see  the  laceration 
and  can  suture  without  difficulty,  and  you  get  a 
good  result  if  you  do  not  tie  your  sutures  too 
tight.  The  drainage  is  ample  and  a  little  ergot 
will  secure  good  retraction  of  the  uterus  and  it 
helps  materially. 

The  doctor  made  a  point  that  is  a  good  one. 
The  more  extensive  the  laceration,  the  later  the 
date  of  operation,  and  that  is  a  point  that  really 
needs  to  he  impressed.  Take  sphincter  tears 
where  you  have  done  a  difficult  operation,  either 
instrumental  or  extraction,  and  you  have  trau- 
matized tissues.  You  can  suture  that  up  imme- 
diately, but  you  will  not  really  get  the  result  you 
will  if  you  waited  for  two  or  three  days,  because 
the  traumatized  tissues  do  not  unite  with  the  ease 
that  they  do  after  they  have  regained  their  tone, 
and  the  anatomical  reconstruction  is  not  as  per- 
fect as  with  assistants,  anesthesia,  good  light  and 
sterile  surroundings,  and  you  know  how  tired  one 
is  after  a  difficult  operative  case. 

I  agree  with  the  doctor  that  it  is  a  good  plan 
to  postpone  these  operations  in  hospital  practice. 
We  have  not  educated  the  public  to  permit  us  to 
leave  these  tears  for  two  or  three  days,  and  then 
bring  in  assistants  and  charge  them  a  few  more 
dollars.    They  do  not  appreciate  it. 

After  operations  I  cannot  say  too  much  in  en- 
dorsement of  what  he  said.  A  case  occurred  in 
my  experience  post  partum  very  similar  to  what 
the  doctor  has  cited  ante  partum.  A  woman  was 
confined  of  a  child  with  a  comparatively  easy  de- 
livery by  a  midwife.  The  woman  went  along 
for  fourteen  days,  and  she  ran  a  little  tempera- 
ture during  the  last  four  of  the  fourteen  days,  and 
had  some  pain  in  her  abdomen,  and  the  abdomen 
began  to  swell.  She  had  some  lochia,  not  ex- 
cessive, and  she  passed  urine  every  hour  or  two. 
The  nurse  and  the  doctor  in  attendance  assured 
me  that  there  was  no  question  about  her  passing 
urine.  The  doctor  had  invited  me  to  see  her  be- 
cause of  an  ovarian  cyst  he  had  discovered  com- 
plicating the  post  partum  period.  We  examined 
that  patient  and  found  a  retroverted  uterus,  the 
fundus  incarcerated,  the  cervix  carried  up  almost 
as  the  doctor  described  to  a  globular  tumor  ex- 
truding between  the  umbilicus  and  ensiform.  The 
case  was  catheterized  on  general  principles  and 
nine  pints  of  urine  came  away.  That  woman  did 
not  do  as  the  doctor's  case  did.  but  the  entire 
mucous  membrane  of  the  bladder  sloughed  away; 
that  is,  she  passed  enough  pieces  of  mucous  mem- 
brane in  the  subsequent  several  weeks  to  possibly 
account  for  the  entire  mucous  membrane  of  the 


bladder.  Had  that  case  been  examined  two  weeks 
after  labor  and  account  taken  of  the  bladder  at 
each  visit,  the  binder  untied  to  see  where  the 
fundus  was,  and  the  condition  of  the  bladder  ob- 
served, that  result  would  have  been  obviated. 

The  last  point  the  doctor  made,  and  an  ex- 
tremely good  one,  is  that  subsequent  examination 
should  be  made  two  weeks  and  two  months  after 
confinement.  He  puts  his  last  examination  a  little 
later  than  has  been  my  custom.  I  examine  them 
two  and  six  weeks  afterwards,  and  there  is  usually 
some  endocervicitis  and  a  little  displacement.  A 
few  treatments  at  that  time  will  give  that  woman 
unquestionable  relief  and  will  prevent  a  great 
deal  of  subsequent  misery. 

Dr.  Wm.  Maddrex  :  1  appreciate  that  the  doc- 
tor's points  are  very  good.  They  appeal  to  me 
very  strongly.  I  think  that  at  two  months  regu- 
lar patients  are  pretty  sure  to  consult  their  fam- 
ily physician,  or  the  patient  has  missed  perhaps 
her  second  menstruation  and  she  is  anxious  to 
know  just  what  the  trouble  is.  I  find  no  difficulty 
in  examining  patients  at  that  time,  and  I  think 
a  great  deal  can  be  learned.  I  agree  with  the 
doctor  that  tubal  pregnancy  may  be  overlooked. 
You  do  find  conditions  that  make  you  suspicious 
of  it,  but  to  make  a  positive  diagnosis  I  think  is 
exceptional  rather  than  the  rule. 

In  regard  to  retroversions  or  retroflexions,  I 
think  the  second  month  is  an  excellent  time  to 
ascertain  it,  and  if  you  do  ascertain  it  the  first 
time  under  these  conditions,  I  believe  in  using  a 
pessary,  and  have  used  it  quite  frequently  with 
satisfactory  results. 

I  know  from  repeated  observation  that  a  preg- 
nant uterus  wiil  become  retroverted  when  there 
has  been  no  retroversion  antecedent  to  the  preg- 
nancy. I  think  that  that  quite  frequently  occurs 
and  is  the  occasion  of  some  distress  under  some 
circumstances.  Of  course,  it  can  be -easily  righted 
and  kept  in  place  until  the  uterus  can  keep  itself 
up. 

The  other  examinations  at  the  other  periods 
that  the  doctor  has  spoken  of  I  believe  in.  I  be- 
lieve also  that  the  doctor  is  right  in  regard  to  the 
repair  of  this  class  of  cases  that  he  speaks  of. 
There  are  a  number  of  points  in  favor  of  post- 
poning severe  cases,  and  if  there  are  bad  lacera- 
tions through  the  sphincter,  if  you  repair  them 
at  that  time  you  do  not  get  a  good  repair,  and 
occasionally  you  do  not  get  any  repair  at  all,  and 
I  have  actually  seen  the  tissue  that  was  involved 
in  the  ligatures  slough  away,  not  from  being  tied 
too  tight  apparently,  but  from  the  condition  of 
the  tissue.    You  there  get  a  slough  and  a  loss  of 
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tissue,  or  you  get  a  failure  to  unite  because  of 
the  oedematous  condition  of  the  tissues,  and  in 
these  cases  of  extreme  toxaemia  I  think  it  is  very 
bad  practice  to  attempt  to  repair  these  cases, 
considering  the  condition  of  the  patient  and  the 
condition  of  the  doctor,  and  the  likelihood  that 
you  will  not  get  good  union,  or  you  may  not  get 
union"  at  all,  or  you  may  get  this  sloughing. 

In  regard  to  the  minor  repairs  they  can  be 
done  as  usual,  but  I  think  we  sew  up  immediately 
too  many  cases. 

Dr.  O.  A.  Gordon:  This  subject  of  placing 
sutures  reminds  me  that  a  few  years  ago  some 
one  was  advocating  incision  at  the  time  they  put 
these  sutures  in. 

There  can  be  no  doubt  that  where  you  have  a 
patient  that  is  willing  to  wait  for  the  subsequent 
repair  of  the  perineum  that  you  will  get  perhaps 
a  better  result,  but  I  must  agree  with  Dr.  Mac- 
Evitt.  It  seems  he  is  the  only  one  who  has  taken 
the  side  of  immediate  repair.  It  seems  to  me 
that  you  will  get  better  results  than  the  gentle- 
men suppose  by  immediate  repair.  In  the  large 
majority  of  cases  where  we  repair  the  perineum 
immediately  we  get  very  good  results,  especially 
if  you  put  the  patient  in  a  good  position,  have  a 
good  light  and  a  good  nurse,  and  with  antiseptic 
precautions  you  can  bring  those  parts  together, 
and  in  a  very  large  percentage  of  cases  get  good 
results.  If  you  tell  a  great  many  people  that  they 
have  got  to  have  a  second  operation  in  a  few  days, 
with  anesthetic  and  assistants,  they  will  not  like 
it :  it  will  be  unsatisfactory.  Where  you  can  make 
the  repairs  immediately,  it  seems  to  me  it  is  pre- 
ferable to  do  so,  even  though  the  tear  extends 
into  the  sphincter. 

Dr.  Wm.  Maddren  :  The  other  gentlemen  did 
not  advocate  the  postponing  of  the  repair  except 
where  the  laceration  is  very  extensive  or  the  con- 
dition of  the  patient  contraindicates  it.  I  think 
the  majority  of  us  make  repair  immediately,  but 
Dr.  Dickinson  referred  only  to  extreme  cases. 

I  think  lacerations  of  the  anterior  vaginal  wall 
are  often  overlooked.  It  is  surprising  if  they  are 
sewed  up  how  quickly  they  repair. 

Dr.  W.  B.  Chase  :  There  is  one  point  not  al- 
luded to  to-night  which  some  years  ago  was  given 
emphasis.  It  was  said  the  necessity  for  imme- 
diate repair  of  laceration  was  based  on  the  fact 
that  unless  these  raw  surfaces  were  immediately 
closed  in  the  liability  to  sepsis  was  increased. 
I  do  not  see  much  attention  is  now  paid  to  that 
fact,  but  I  do  believe  if  the  tissues  are  not  too 
much  torn  and  injured,  that  there  is  an  advantage 
in  immediate  repair  of  the  laceration.  You  lessen 
the  area  of  raw  surface  and  cover  in  surfaces 
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which  are  very  likely  to  take  up  poisonous  ma- 
terial. 

Dr.  R.  L.  Dickinson.:  I  would  like  to  say  in 
answer  to  the  question  of  Dr.  MacEvitt  that 
while  I  did  a  good  many  years  ago  advocate  the 
general  repair  of  cervix  lacerations  immediately 
at  the  close  of  labor,  and  that  it  was  my  practice 
for  a  considerable  time,  I  found  that  in  a  large 
number  of  cases  it  was  impossible  on  that  frayed 
and  crushed  and  swollen  and  ecchymotic  surface 
to  determine  just  what  was  torn  structure  and 
what  was  simply  abraded  surface,  so  I  abandoned 
that  general  practice.  Where  an  extensive  in- 
jury happens  and  there  is  no  reason  for  im- 
mediate repair,  it  is  my  present  practice  to 
delay  repair  until  partial  involution  of  the  cer- 
vix has  occurred.  I  know  of  no  tissue  in  the 
human  body  that  suffers  such  severe  injury  and 
recovers  so  safely  and  completely  as  that  cervix 
stretched  from  a  diameter  that  will  admit  one 
finger  to  a  diameter  of  four  inches  during  labor 
in  the  course  of  a  few  hours  and  then  jumping 
back  in  three  or  four  days  to  a  shapely  cylinder. 

The  coaptation  is  as  easy  as  Dr.  Polak  pictures 
it  at  the  end  of  labor,  but  the  recognition  of  exact 
anatomical  adjustment  is  impossible  at  that  time. 
Our  results  are  good,  but  they  are  better  later. 

The  cases  in  which  the  cervix  is  to  be  repaired 
at  the  fifth  day  after  labor  are  very  few  indeed. 
The  cases  in  which  the  cervix  is  to  be  repaired 
at  the  close  of  labor  are  all  those  in  which  there 
is  much  hemorrhage — these  have  to  be  sutured  at 
once.  The  cervix  is  sutured  at  once  when  the 
perineum  has  to  be  restored  at  once,  so  that  we 
only  have  a  small  class  of  cervixes  repaired  on 
the  fifth  day  with  intact  perineum..  The  exten- 
sive cervix  injuries  with  extensive  perineal  injury 
would  best  be  restored  later. 

In  answer  to  Dr.  Corcoran's  question,  in  re- 
pairing thirty  cases  of  complete  tears  into  the 
rectum,  the  repairs  were  done  by  choice  within 
the  first  four  or  five  days  after  the  eedema  had 
subsided  and  before  granulation  has  covered  and 
obscured  the  angles  and  the  anatomy.  You  want 
to  be  able  to  recognize  your  structures.  The  tears 
are  jagged.  After  the  oedema  has  subsided  is  the 
best  time  and  before  granulation  has  occurred. 
After  the  first  week  you  have  to,  with  a  sharp 
curette,  scrape  off  the  granulations  and  recon- 
struct the  tear. 

The  number  of  cervix  tears  to  be  repaired  on 
the  fifth  day  are  very  few.  The  number  of  tears 
of  the  perineum  to  be  repaired  on  the  second, 
third  or  fourth  day  are  more  numerous,  and 
should  include  all  the  severe  injuries  that  will 
allow  you  to  put  them  off  to  that  period. 
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PREPARING  FOR  GREATER  NEW  YORK'S  FUTURE 
WATER  SUPPLY 

Important  steps  have  been  taken  during  the 
past  month  toward  a  solution  of  the  problems  met 
in  the  endeavors  to  secure  an  adequate  water  sup- 
ply for  our  city  of  the  future. 

The  .Mayor  directed  the  attention  of  all  citi- 
zens to  the  hearing  in  the  legislature  of  his  bill 
for  authorizing  the  appointment  of  a  city  Com- 
mission of  Water  Supply,  with  power  modeled 
somewhat  after  that  of  the  Rapid  Transit  Com- 
mission, which  made  the  subway  a  possibility. 

The  Governor,  on  the  other  hand,  proposed  a 
State  Commission  of  Water  Supply  to  regulate 
the  needs  of  all  the  large  centres  of  population  in 
the  State.  The  late  executive  of  the  State  has 
expressed  opposition  to  both  of  these  measures, 
stating  his  belief  that  the  city's  charter  already 
endows  it  with  larger  powers  for  the  obtaining 
of  a  proper  supply  than  it  has  yet  profited  by, 
and  which  powers  he  considers  ample. 

(  In  the  whole  the  omens  are  favorable  for  a 
practical  advance  over  present  conditions. 

One  commission,  however,  is  enough:  and 
whichever  commission  is  legalized  will  have 
enough  to  do  to  look  after  the  enormous  and  in- 
creasing needs  of  Greater  New  York.  There  is 
no  reason  to  suppose  that  a  commission  of  high- 
minded  and  capable  men  may  not  be  secured  to 
serve  in  either  capacity.  No  need,  however,  ex- 
ists for  a  commission  whose  object  is  to  direct 
the  distribution  of  the  waters  of  the  State  so  that 
each  centre  of  population  gets  its  just  quota. 


There  is  plenty  of  water.  A  capable  commission 
will  secure  it  for  Greater  Xew  York  without  en- 
croaching on  the  right  of  others. 


THE  LOCAL  BOARD  SYSTEM  OF  STATE  HOSPITAL 
MANAGERS  RESTORED. 


The  Governor  has  reversed  the  policy  of  his 
predecessor  in  restoring  the  local  board  system. 
Local  boards  of  managers  of  the  State  Hospitals 
to  serve  with  somewhat  curtailed  powers  as  com- 
pared with  the  old  boards  will  be  reappointed. 
The  distinction  of  this  difference  lies  in  the  fact 
that  the  State  Commission  of  Lunacy  will  still 
retain  absolute  power  over  the  expenditures  of 
all  the  hospitals,  as  to  supplies,  building  and 
equipment ;  and  the  boards  which  are  reappointed 
will  have  to  submit  their  recommendations  to  the 
State  Commission  for  approval,  revision  or  re- 
jection. 


NEW  BUILDING  FOR  THE  MANHATTAN  EYE,  EAR 
AND  THROAT  HOSPITAL. 


The  new  hospital  building  of  this  institution 
will  be  on  East  Sixty-fourth  Street,  and  will  cost 
about  six  hundred  thousand  dollars.  The  old 
building  is  not  antiquated  by  any  means,  but  its 
site  at  Forty-first  Street  and  Park  Avenue  has 
become  so  valuable  that  a  structure  of  the  most 
modern  design  can  be  erected  largely  from  the 
proceeds  of  its  sale. 


NEEDS  OF  THE  BROOKLYN  EYE  AND  EAR  HOSPITAL. 


The  widening  of  Livingston  Street  having  been 
definitely  decided  upon,  the  rebuilding  of  an 
edifice  to  house  one  of  the  oldest  and  most  use- 
ful of  Brooklyn's  public  institutions  will  soon  be- 
come a  necessity. 

The  Brooklyn  Eye  and  Ear  Hospital  has  for 
years  suffered  for  lack  of  room.  The  opportunity 
now  seems  at  hand  for  the  erection  of  a  building 
of  modern  hospital  construction.  By  virtue  of  its 
long  years  of  usefulness  and  its  greater  needs  for 
its  future  it  should  lack  nothing,  of  all  that  has 
proven  useful,  of  up-to-date  housing  and  equip- 
ment. 
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MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 


It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 

Dr.  William  Browning  read  a  paper  on  Spinal 
Hemorrhage  at  a  meeting  of  the  Medical  So- 
ciety of  the  County  of  New  York,  Feb.  27,  1905. 

Dr.  James  P.  Warbasse  announces  the  follow- 
ing change  of  office  hours :  Two  to  four,  after- 
noons of  Monday,  Wednesday  and  Friday. 

Dr.  Kingman,  of  78  Putnam  Avenue,  announ- 
ces that  he  has  limited  his  practice  to  Diseases  of 
the  Nerves  and  Brain. 

At  the  recent  meeting  of  the  New  York  State 
Medical  Society,  papers  were  read  by  Dr.  H.  A. 
Fairbairn,  on  "The  Non-Sequitur  in  Medicine," 
and  Dr.  George  R.  Fowler,  on  "Some  Observa- 
tions on  the  Technique  of  Perineal  Prostatec- 
tomy." 

Dr.  Charles  L.  Fincke  has  been  appointed  As- 
sistant Visiting  Physician  to  the  Brooklyn  Hos- 
pital. 

Dr.  Lucy  Hall  Brown,  formerly  of  this  Bor- 
ough, is  at  present  settled  in  Los  Angeles,  Cali- 
fornia. 

Dr.  Louis  Lanehart,  of  Hempstead,  with  Mrs. 
Lanehart,  will  travel  abroad  this  summer. 

Dr.  Ernest  Palmer,  of  155  Clinton  Street, 
makes  use  of  this  column  to  emphasize  the  fact 
that  he  is  not  ill  as  has  been  commonly  reported. 
Nor  has  he  given  up  his  practice  with  the  inten- 
tion of  recovering  his  health  by  a  European  trip. 
He  asks  that  all  reports  of  this  nature  be  denied, 
inasmuch  as  he  was  never  in  better  health,  and  is 
at  present  engaged  in  the  practice  of  medicine  as 
formerly.  The  Journal  takes  pleasure  in  deny- 
ing all  such  annoying  reports,  and  congratulates 
the  Doctor  on  his  continued  good  health. 

Dr.  and  Mrs.  Frank  Baldwin,  of  69  Willough- 
by  Avenue,  are  at  present  on  a  trip  in  California, 
where  they  expect  to  remain  six  weeks. 

Dr.  Walter  J.  Corcoran,  of  Clinton  Street,  has 
been  very  ill  at  his  home  with  endocarditis. 
Shortly  before  being  taken  ill  the  Doctor  fell  and 
sustained  a  Pott's  fracture.  His  many  friends 
will  be  pleased  to  know  that  he  is  convalescing 
rapidly. 


Dr.  Albert  M.  Judd,  of  188  Sixth  Avenue, 
while  alighting  from  a  trolley  car,  slipped  and 
received  a  painful  fracture  of  the  head  of  the 
right  radius.  At  present  he  is  enjoying  all  the 
comforts  of  a  plaster  splint. 

Dr.  George  F.  Little,  of  469  Clinton  Avenue, 
has  been  appointed  visiting  Pediatrist  to  the 
Kings  County  Hospital. 

Dr.  E.  H.  Bartley  has  prepared  a  tabulated 
statement  of  the  chief  serum  reactions  produced 
by  the  injection  of  various  substances  into  an- 
imals, in  a  one-page  quarto  leaflet. 

Dr.  William  J.  Cruikshank,  of  102  Fort 
Greene  Place,  in  a  very  felicitous  introduction, 
welcomed  Dr.  Joseph  L.  Mayer,  Assistant  Pro- 
fessor of  Chemistry  in  the  Brooklyn  College  of 
Pharmacy,  to  the  Young  Men's  League  of  St. 
Peter's  Church,  on  February  13th.  Dr.  Mayer's 
topic  for  the  evening's  lecture  was  "The  Chemis- 
try of  Ventilation." 

The  annual  dinner  of  the  Long  Island  Medical 
Society  was  held  at  the  University  Club,  Febru- 
ary 7th.  Dr.  William  A.  Tomes,  President  of  the 
Society,  acted  as  toastmaster.  Thirty-five  mem- 
bers were  present. 

The  Brooklyn  Samaritan  Hospital  has  been  in- 
corporated under  the  laws  of  the  State.  It  began 
work  as  a  dispensary,  four  years  ago,  on  Fif- 
teenth Street,  near  Fourth  Avenue.  Among  the 
names  of  its  incorporators  we  note  the  following 
physicians :  Drs.  A.  F.  Erdmann,  L.  T.  Jack- 
man,  A.  H.  Longstreet,  E.  W.  Skelton. 

The  following  evening  the  alumni  of  the 
Brooklyn  Hospital  dined  at  the  Clarendon,  and  on 
February  nth,  the  ex-Internes  of  the  Long  Is- 
land College  Hospital  held  their  annual  dinner 
at  the  Clarendon. 

A.  Victor  Barnes  and  Harriet  Barnes  New- 
berry, of  Brooklyn,  and  children  of  the  late  Gen- 
eral Alfred  C.  Barnes,  have  made  a  gift  of 
$1,500  to  the  Brooklyn  Hospital  in  memory  of 
their  father,  the  late  Gen.  Alfred  C.  Barnes.  It 
will  be  added  to  the  permanent  endowment  fund. 

The  New  York  Sun  expresses  regret  that  New 
York  City  is  not  the  medical  centre  of  the  United 
States,  and  says  that  this  city  in  spite  of  its  vast 
preponderance  in  population  and  its  financial 
standing  as  the  first  city  of  the  Western  Hemis- 
phere, it  is  outstripped  by  two  or  three  cities  of 
smaller  size,  because  they,  through  their  State  or 
municipal  governments,  or  by  the  aid  of  wealthy 
philanthropists,  give  largely  to  the  support  of 
medical  schools  and  hospitals. 

A  dinner  of  the  staff  of  the  Brooklyn  Eye  and 
Ear  Hospital  was  held  on  February  16,  190s. 
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Nearly  the  entire  staff  and  several  members  of 
the  Board  of  Trustees  were  present. 

Dr.  and  .Mrs.  Win.  Clarence  Fiske,  of  Richmond 
Hill,  will  be  the  guests  of  President  Roosevelt 
on  the  inaugural  and  reviewing  stands,  and  at 
lunch  at  the  White  House,  March  4th. 

Dr.  Thomas  L.  Fogarty,  of  230  Union  Street, 
has  been  appointed  Assistant  Sanitary  Superin- 
tendent for  the  Borough  of  Brooklyn.  He  is  38 
years  of  age,  a  graduate  of  the  Long  Island  Med- 
ical College,  and  for  the  last  ten  years  has  been 
connected  with  the  Department  of  Health  in  va- 
rious positions. 

Health  Commissioner  Darlington  says  he  is 
looking  for  an  honest  man  to  fill  the  place  of  In- 
spector of  Supplies  in  the  Health  Department. 
At  present  there  is  no  such  position,  but  the 
Doctor  thinks  one  should  be  created,  and  should 
pay  a  salary  of  $2,400 ;  also  be  exempt  from  civil 
service. 

Brooklyn  at  last  has  a  new  and  modern 
morgue  with  all  the  facilities  which  science  can 
supply.  The  new  building  is  40x50,  and  cost 
$26,000.  A  notable  improvement  is  a  change  in 
the  method  of  refrigeration  by  which  bodies  can 
be  kept  in  a  much  more  presentable  condition. 
The  old  morgue  will  be  used  as  a  chapel  and 
waiting  room.  Patrick  McGuire,  the  veteran 
keeper  of  the  morgue  for  the  past  thirty-three 
years,  will  continue  in  charge. 

Dr.  H.  W.  Wiley,  chief  of  the  Bureau  of 
Chemistry  of  the  Department  of  Agriculture,  has 
made  this  official  statement : 

"The  statement  that  I  have  denied  the  report 
of  a  previous  interview  to  the  effect  that  85  per 
cent,  of  the  whiskey  sold  over  the  bar  in  the 
United  States  was  a  compounded,  blended  or 
adulterated  article,  is  a  mistake.  I  have  never 
made  such  denial,  although  I  have  been  solicited 
to  do  so  on  more  than  one  occasion.  I  never  had 
an  interview  with  the  delegation  representing  the 
Wholesale  Liquor  Dealers'  Association,  as  re- 
ported. No  such  delegation  has  called  on  me, 
and  I  never  made  the  statements  attributed  to  me 
to  any  person.  In  order  that  my  own  view  may 
not  be  misunderstood,  I  desire  to  repeat  it:  I  be- 
lieve that  at  least  85  per  cent.,  if  not  more,  of  the 
whiskev  sold  over  the  bar  in  the  United  States 
is  not  straight  whiskey.  It  is  a  compound  made 
df  neutral  spirit,  or  alcohol,  artificially  colored, 
often  flavored  with  artificial  essences  and  some- 
times mixed  with  more  or  less  straight  whiskey 
to  give  flavor.  Whenvsold  as  straight  whiskey  it 
is  an  imitated  or  adulterated  article." 

The  February  Grand  Jury  has  scathingly  ar- 


raigned the  conditions  that  exist  in  the  Hoard  of 
Health  building  at  38  Clinton  Street.  Part  of  tin- 
presentment  is  as  follows : 

"The  building  is  very  old,  and  was  apparently 
unfit  for  residential  purposes  when  it  was  rented 
to  the  city  some  time  prior  to  1898.  It  is  without 
a  cellar ;  the  courtyard  is  depressed  below  the 
level  of  the  sidewalk,  and  in  times  of  rain  or  thaw 
water  flows  from  the  yard  under  the  floor  of  the 
building,  making  it  damp  and  unhealthful.  One 
of  the  rooms  on  the  first  or  ground  floor  is  used 
as  a  vaccination  room.  From  the  walls  of  this 
room  the  plastering  bulges  from  the  laths,  so 
that  the  slightest  pressure  causes  it  to  fall,  and 
the  laths  to  show  ;  the  flooring  is  old,  and  not 
very  clean ;  the  ancient  paper  hangs  from  the 
walls  in  strips,  and  altogether  it  seems  an  excel- 
lent place  to  harbor  disease  germs  until  such  time 
as  they  may  find  lodgment  in  the  arm  of  some 
one  being  vaccinated,  or  until  carried  away  to 
some  other  part  of  the  city  in  the  clothing  of  some 
visitor. 

"One  toilet  room  on  this  floor  has  not  been 
painted  in  years,  and  the  only  ventilation  is 
through  a  window  into  the  furnace  room,  and 
through  the  doorway  into  the  house.  The  rooms 
on  the  next  floor  are  not  in  quite  as  bad  condi- 
tion as  those  on  the  first  floor,  but  the  walls  are 
badly  stained  by  leaks  from  the  roof  and  are 
very  unsightly. 

"We  find  in  addition  that  in  this  building  is  a 
vault  where  are  kept  the  records,  running  back 
for  many  years,  of  the  births,  marriages  and 
deaths  that  have  occurred  in  this  county.  The 
vault  is  damp,  and  the  books  mouldy,  and  the 
destruction  of  many  of  these  records  from  this 
cause  seems  probable.  Moreover,  the  vault  does 
not  seem  fireproof." 

Isaac  Guggenheimer  has  given  to  the  Syden- 
ham Hospital,  in  East  116th  Street,  $1,000  as  a 
New  Year's  gift,  and  has  also  agreed  to  give 
mouthy  an  amount  equal  to  such  sums  as  the 
directors  succeed  in  raising  through  donations 
and  voluntary  contributions  up  to  and  including 
$10,000  a  year.  Mr.  Guggeheimer  has  become 
deeply  interested  in  the  hospital  and  its  charita- 
ble work. 

At  the  home  of  Dr.  Florence  G.  Emerson,  632 
Bedford  Avenue,  a  reception  was  given  to  Dr. 
Thomas  Darlington,  head  of  the  Health  Depart- 
ment of  New  York  City,  so  that  he  might  have 
an  opportunity  of  meeting  the  women  physicians 
of  the  Borough  of  Brooklyn. 

Preliminary  examinations  for  appointment  of 
Assistant  Surgeons  in  the  Army  will  be  held  on 
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May  1st  and  August  1st,  1905,  at  points  to  be 
hereafter  designated.  Permission  to  appear  for 
examination  can  be  obtained  upon  application  to 
the  Surgeon  General,  U.  S.  Army,  Washington, 
D.  C,  from  whom  full  information  concerning 
the  examination  can  be  procured.  The  essential 
requirements  to  securing  an  invitation  are  that  the 
applicant  shall  be  a  citizen  of  the  United  States, 
shall  be  between  twenty-two  and  thirty  years  of 
age,  a  graduate  of  a  medical  school  legally  au- 
thorized to  confer  the  degree  of  doctor  of  medi- 
cine, shall  be  of  good  moral  character  and  habits, 
and  shall  have  had  at  least  one  year's  hospital 
training  or  its  equivalent  in  practice.  The  exam- 
inations will  be  held  concurrently  throughout  the 
country  at  points  where  boards  can  be  convened. 
Due  consideration  will  be  given  to  the  localities 
from  which  applications  are  received,  in  order  to 
lessen  the  traveling  expenses  of  applicants  as 
much  as  possible.  In  order  to  perfect  all  neces- 
sary arrangements  for  the  examinations  of  May 
1st,  applications  must  be  complete  and  in  pos- 
session of  the  Surgeon  General  on  or  before 
April  1st,  and  for  the  examination  of  August 
1st.  on  or  before  July  1st.  Early  attention  is 
therefore  enjoined  upon  all  intending  applicants. 
There  are  at  present  twenty  vacancies  in  the 
Medical  Corps  of  the  Army. 


consumes  most  of  one  day  and  a  considerable 
sum  of  money  from  their  small  earnings. 

"No.  3.  The  interests  of  the  Medical  Profes- 
sion in  having  a  well  equipped  and  permanent 
State  Hospital  for  the  Insane  within  easy  access 
of  members  of  the  profession  in  the  Borough  of 
Brooklyn  for  the  purpose  of  study. 

"Therefore,  be  it  Resolved,  1.  That  the  Brook- 
lyn Society  for  Neurology  be  placed  on  record 
as  requesting  the  proper  State  and  city  author- 
ities to  co-operate  in  accomplishing  a  permanent 
cession  of  this  property  to  the  State,  and,  2.  That 
this  Society  heartily  indorses  the  present  man- 
agement of  the  Long  Island  State  Hospital  at 
Flatbush  as  being  in  every  way  satisfactory  to 
th;e  Medical  Profession  in  this  Borough,  and 
further 

"Be  it  Resolved,  that  copies  of  these  resolu- 
tions be  sent  to  the  Governor,  the  members  of 
the  Sinking  Fund  Commission  of  Greater  New 
York,  to  the  State  Commission  in  Lunacy,  and 
to  the  press." 

Frederic  C.  Eastman, 

Secretary. 


BOOK  REVIEWS. 


CORRESPONDENCE. 

Editor  Brooklyn  Medical  Journal: 

Dear  Sir — At  a  regular  meeting  of  the  Brook- 
lyn Society  for  Neurology,  held  on  January  26th. 
1905,  at  13 13  Bedford  Avenue,  the  following 
resolutions  were  unanimously  adopted,  and  are 
hereby  presented  to  your  notice : 

"Whereas,  the  period  during  which  the  State 
of  New  York  has  the  privilege  of  extending  its 
lease  of  the  Long  Island  State  Hospital  at  Flat- 
bush  will  expire  September  30,  1905,  and 

"Whereas,  the  interests  of  the  insane  and  of 
their  friends  in  the  Borough  of  Brooklyn  de- 
mand that  a  State  Hospital  be  maintained  within 
the  Borough  of  Brooklyn  on  account  of  the  fol- 
lowing considerations : 

"No.  1.  Immediate  relief  and  hospital  care 
for  cases  of  acute  insanity,  especially  the  feeble 
and  violent  cases,  without  the  necessity  of  a  jour- 
ney of  fifty  miles. 

"No.  2.  Inability  of  relatives  of  many  poor 
patients  to  visit  their  friends,  when  such  a  visit 


The  Neurological  Practice  of  Medicine:  A  Cursory 
Course  of  Selected  Lectures  in  Neurology,  Neu- 
riatry,  Psychology  and  Psychiatry;  Applicable 
to  General  and  Special  Practice.  By  Charles  H. 
Hughes,  M.D.  St.  Louis,  Hughes  &  Co.  iv,  417  pp., 
12  pi.    8vo.    Price :  Cloth,  $3.00. 

Despite  anything  that  may  be  said  in  semi-criticism, 
the  teaching  in  this  book  is  more  uniformly  excellent 
than  in  most  treatises.  "They  [these  lectures]  make 
no  pretense  to  completeness.  Their  aim  is  clearer  eluci- 
dation of  already  traveled  roads  in  practical  neurology." 
And  the  Editor  speaks  of  it  as  "this  hastily-prepared 
volume."  All  of  which  may  further  serve  to  disarm 
the  steely  point  of  any  scarifier. 

The  illustrations  are  largely  seniles,  and  weak  from 
much  reproduction.  Faulty  old  charts  of  the  brain- 
sinuses  are  again  trotted  out.  Addisonian  is  spelled 
with  one  d  (p.  8).    And  there  is  no  index. 

But  it  is  a  certain  something  in  the  author's  style 
that  catches  the  mental  eye.  Neuiatry,  neuriator,  neu- 
rility.  and  best  of  all  "to  neuriate" — to  paraphrase  Josh 
Billings.  "Who  wouldn't  lie  a  neurolog,  so  full  of  tun. 
so  free  and  easy."  "Everything  should  make  way  for 
advancing  psychiatry  and  its  designating  terms" — 
which  reminds  one  of  the  German  version.  "Deutsch- 
land,  Deutschland  ueber  alles" !  A  moderate  illustra- 
tion of  this  Missouri  missionary  in  the  wilds  of  medi- 
cine is  on  p.  87:  "There  are  things  beneath  the  over- 
arching dome  of  man's  brain  down  among  the  neurones 
of  the  cortex,  basal  ganglia,  motor  and  sensory  tracts, 
as  difficult  to  see  by  common  sight,  as  some  distant 
planets  and  stars  of  lesser  magnitude  are  to  discern  by 
other  than  expert  astronomical  vision." 

We  suggest  to  all  with  the  spare  cash  to  invent  in 
this  good  volume.  They  will  learn  a  deal  of  neurology 
—as  well  as  some  other  things — and  gain  a  delightful 
insight  into  Huphesian  literature.  W.  B. 
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The  Principles  and  Practice  of  Gynecology..  For 
Students  and  Practitioners.  By  E.  C.  Dudley,  A.M., 
M.D.  Fourth  Edition,  Revised.  Phil,  and  N.  Y.,  Lea 
Bros.  &  Co.,  1904.  Col.  front.,  771  pp.,  3  pi.,  15  col.  pi. 
8vo.    Price:  Cloth,  $5.00. 

In  dividing  this  book  into  its  separate  chapters,  the 
author  has  not  followed  the  usual  course,  but  has 
grouped  the  subjects  treated  in  their  combined  form; 
thus  all  inflammatory  conditions  met  in  gynecological 
work  are  classed  under  Inflammations.  Tumors  are  in 
another  chapter,  Traumatisms,  and  Displacements  each 
in  another.  The  relative  significance  of  the  disease  is 
thus  constantly  before  the  student.  Recent  advances  in 
gynecological  technics  and  treatment  are  included  in  this 
revised  edition.  So  that  it  is  thoroughly  up-to-date, 
especially  in  bladder  work.  There  are  few  borrowed 
illustrations,  for  which,  those  issuing  the  book  should 
be  thankful.  Major  operations  are  well  illustrated 
step  by  step.  The  author  has  given  us  an  idea  how  to 
substitute  inexpensive  articles  of  our  armamentarium 
for  expensive  ones.  This  is  especially  useful  should  an 
operator  be  compelled  to  work  under  disadvantageous 
conditions  and  not  able  to  obtain  supplies  of  the  conven- 
tional, hospital  pattern  or  standard  design.  Dudley's 
operation  for  antiflexion  is  well  illustrated  and  ex- 
plained. Emphasis  being  laid  on  the  fact  that  it  should 
be  elected  only  in  selected  cases.  If  offers  the  best  re- 
sults of  any  operation  yet  devised. 

The  author  follows  out  most  of  Emmet's  ideas  in 
plastic  surgery,  than  which  there  are  none  better,  despite 
the  advance  modern  gynecology  has  made  in  later  years. 
It  is  a  pleasure  to  note  that  such  a  worthy  pupil  of  a 
master  teacher  should  dedicate  his  work  to  his  teacher. 

Clarence  R.  Hyde. 

American  Illustrated  Medical  Dictionary.  By  W. 
A.  Newman  Dorland,  A.M.,  M.D.  Third  Edition, 
Revised  and  Enlarged.  Phil..  X.  Y.  &  Lond.,  W.  B. 
Saunders  &  Co.,  1903.  798  pp.,  24  pi.  8vo  Price : 
Flexible  leather,  $4.50;  with  thumb  index.  $5.00. 

In  reviewing  the  second  edition  of  this  dictionary  two 
years  ago,  we  stated  that  we  could  not  commend  too 
highly  this  excellent  dictionary.  In  fact  we  have  recom- 
mended it  again  and  again  as  the  medical  dictionary  par 
excellence  for  every  day  use  by  the  average  practitioner. 
The  definitions  are  clear  and  concise  and  the  inclusion 
of  many  useful  plates  and  tables  adds  greatly  to  the 
value  of  the  volume.  Although  it  contains  nearly  800 
pages,  the  book  is  not  bulky,  and  the  use  of  a  flexible 
leather  binding  and  thin,  yet  entirely  opaque  paper, 
makes  a  most  pleasing  volume  to  handle. 

These  factors,  combined  with  the  low  price  at  which 
the  book  is  sold,  we  believe,  have  contributed  much  to- 
ward the  well-deserved  success  it  has  attained. 

In  this  third  edition  careful  revision  has  been  made 
and,  what  is  most  important  in  a  medical  dictionary,  it 
has  been  brought  thoroughly  up  to  date.  Again  we  take 
pleasure  in  stating  that  in  our  opinion  Dorland's  Dic- 
tionary has  no  superior  in  presenting  so  clearly  and 
accurately  so  much  valuable  matter  in  so  compact  a 
form.  A.  T.  H. 

Rontgf.n  Ray  Diagnosis  and  Therapy.  By  Carl  Beck. 
M.D.,  Professor  of  Surgery  in  the  New  York  Post 
Graduate  Medical  School  and  Hospital,  Visiting  Sur- 
geon to  St.  Mark's  Hospital  and  the  German  Poli- 
klinik.  With  322  illustrations  in  the  text.  New  York 
and  London,  D.  Appleton  &  Company,  1904. 

The  scholarly  attainments  of  this  distinguished 
author  and  his  recognized  accomplishments  in  the  field 
of  X-ray  diagnosis  and  therapy  make  this  work  well 
-worth  perusal. 

The  preliminary  chapters  give  a  clear  and  concise  de- 
scription of  the  necessary  apparatus  and  the  general 
technique.    Here  the  author  has  made  two  important 


contributions— the  osteoscope,  in  which  the  skeleton  of 
the  upper  extremity  is  used  to  estimate  the  general  ap- 
pearance of  the  light,  and  thereby  save  the  operator's 
hands;  and  a  movable  diaphragm  to  concentrate  the 
rays.  The  utility  and  simplicity  of  this  device  must  ap- 
peal to  every  operator,  while  its  cheap  price  puts  it  with- 
in the  reach  of  every  physician. 

The  succeeding  239  pages  are  devoted  to  a  discussion 
of  the  use  of  the  X-ray  in  examining  various  regions  in 
the  body.  Here  many  valuable  suggestions  are  gleaned, 
and  the  liberal  use  of  X-ray  pictures  of  the  separate 
parts  elucidate  the  text  and  add  completeness  and  au- 
thority. 

The  remainder  of  the  book  is  devoted  to  a  discussion 
of  X-ray  therapy.  Here  the  author  has  analyzed  with 
judicial  care  the  therapeutic  value  of  the  ray  in  various 
pathological  conditions.  Its  indications  and  limitations 
are  freely  discussed.  Citations  of  cases  which  have 
come  under  the  author's  care  make  this  part  of  the  work 
particularly  complete,  because  of  his  evident  desire  to 
arrive  at  a  fair  estimate  of  this  novel  and  often  over- 
rated therapeutic  agent. 

Of  the  many  works  on  the  Rontgen  Rays  this  is  the 
best  we  have  yet  had  the  pleasure  of  reviewing,  and  we 
congratulate  the  author  upon  his  success  in  making  this 
important  contribution  to  X-ray  literature. 

William  Francis  Campbell. 

American  Pocket  Medical  Dictionary.  Edited  by  W. 
A.  Newman  Dorland,  A.M.,  M.D.  Fourth  Edition, 
Revised  and  Enlarged.  Phil.,  N.  Y.  &  Lond.,  W.  B. 
Saunders  &  Co.,  1903.  566  pp.  i6mo.  Price :  Flexible 
leather,  $1.00;  with  thumb  index,  $1.25. 

An  abridgement  of  the  larger  "American  Illustrated 
Medical  Dictionary"  by  the  same  author.  It  fills  ad- 
mirably the  purpose  for  which  it  is  intended,  i.e..  a  clear, 
concise,  compact  pocket  dictionary.  The  fact  that  it  has 
run  through  four  large  editions  in  as  many  years  's 
perhaps  the  best  criterion  of  its  worth. 

A.  T.  H. 

A  Thesaurus  of  Medical  Words  and  Phrases.  By 
Wilfred  M.  Barton,  M.D.  and  Walter  A.  Wells,  M.D. 
Phil..  X.  Y.  &  Lond..  W.  B.  Saunders  &  Co,  1903. 
534  pp.  i2mo.  Price:  Flexible  Leather,  $2.50;  with 
thumb  index,  $3.00. 

To  the  worker  in  the  field  of  general  literature  Roget's 
"Thesaurus"  for  many  years  has  been  an  almost  in- 
valuable adjunct.  In  the  careful  selection  of  words  to 
express  precisely  the  shade  of  meaning  intended  by  the 
writer  and  in  choosing  synonyms  to  avoid  unpleasant 
repetition  of  the  same  word,  a  thesaurus  can  render 
signal  service  even  to  one  whose  vocabulary  is  unusually 
rich  and  extensive. 

The  volume  before  us  is  the  only  medical  thesaurus 
ever  published.  It  reverses  the  process  of  the  ordinary 
medical  dictionary;  instead  of  supplying  the  meaning  of 
given  words,  when  the  meaning  or  idea  is  in  one's  mind 
it  endeavors  to  supply  the  fitting  word,  term  or  phrase 
to  express  that  idea.  This  thesaurus  is  intended  to 
assist  those  who  have  to  write  or  to  speak  in  giving 
proper  expression  to  their  own  thoughts  and  in  order  to 
enhance  the  practical  application  of  the  book  cross  refer- 
ences from  one  caption  to  another  have  been  introduced 
and  terms  have  been  inserted  under  more  than  one 
caption  where  the  nature  of  the  term  permitted.  In  the 
matter  of  synonyms  of  technical  words  the  authors  have 
performed  for  medical  literature  a  service  never  before 
attempted.  Writers  and  speakers  who  desire  to  avoid 
unpleasant  repetition  of  words  will  find  this  feature  of 
the  book  of  great  value. 

The  book  before  us  ought  to  meet  with  an  instant  and 
wide  sale.  If  it  were  only  used  more  generally  by  our 
medical  writers  we  believe  that  medical  writings  could 
be  more  truthfully  called  medical  "literature.  " 

A.  T.  H. 
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HIGH  RECTAL  CANCER.* 


BY  CHAS.  JEWETT,  M.D. 

The  surgical  diseases  of  the  rectum  must  fre- 
quently be  reckoned  with  by  the  gynecologist. 
Questions  both  of  diagnosis  and  treatment  in 
pelvic  surgery  are  often  concerned  with  them. 
In  women  by  necessity  they  fall  within  the  scope 
of  gynecologic  work.  The  special  purpose  of 
this  paper  is  to  report  a  case  of  resection  of  the 
bowel  for  cancer  situated  at  the  junction  of  the 
sigmoid  and  the  rectum. 

Not  far  from  one  in  twelve  of  all  cases  of  car- 
cinoma are  growths  of  some  part  of  the  intestinal 
tract.  The  statistics  of  Heimann4  represent 
20,054  cases  of  carcinoma  collected  from:  the 
records  of  the  Prussian  hospitals.  Of  this  num- 
ber, some  part  of  the  bowel  was  involved  in 
1,706.  or  8.5%.  Of  the  latter,  1,686  were  growths 
of  the  large  intestine,  more  than  97%  of  intes- 
tinal carcinomata.  As  observed  by  Brill,  Hei- 
mann's  are  doubtless  the  most  reliable  figures 
bearing  upon  the  relative  frequency  of  malignant 
disease  in  different  portions  of  the  intestine. 

The  combined  statistics  of  Heimann,  Maydl, 
Nothnagel,  Midler,  Lubarsch,  Leichtenstern.  and 
Bryant  comprise  3,563  cases  of  carcinoma  of  the 
general  intestinal  tract.  Of  these,  3,474,  or 
97.5%,  were  located  in  the  large  bowel. 

Out  of  1,391  cases  of  intestinal  carcinoma  col- 
lected by  A.  O.  J.  Kelly,5  988,  or  about  72%, 
were  growths  of  the  rectum.  Leichtenstern, 
quoted  by  Brill,  in  178  cases  of  intestinal  cancer 
collected  from  the  records  of  the  Vienna  General 
Hospital,  found  143  of  the  rectum,  or  about  80%. 

Sarcoma,  on  the  other  hand,  is  very  seldom 
observed  in  the  rectum.  Jopson  and  White  found 
in  the  literature  but  22  cases  of  sarcoma  of  any 
part  of  the  large  intestine. 

The  most  frequent  situations  of  intestinal  car- 
cinoma correspond  with  those  of  fecal  accumula- 
tion. Mechanical  irritation  is  apparently  a  factor 
in  the  etiology.    The  commonest  seat  of  rectal 

*  Read  before  the  Brooklyn  Gynecological  Society,  Feb.  3,  1905. 


carcinoma  is  the  lower  four  inches  of  the  bowel. 

The  growth  is  of  the  cylindric  cell  variety, 
and  is  very  rarely  multiple.  Rectal  cancer  be- 
gins insidiously  and  it  grows  rapidly,  especially 
when  it  attacks  the  upper  part  of  the  rectum. 
It  tends  to  encircle  the  bowel,  yet  the  ringlike 
formation  is  rarely  complete.  Obstruction  may 
develop  abruptly  from  invagination. 

Early  ulceration  is  the  rule.  Extension  often 
occurs  to  adjacent  structures  and  metastasis  may 
take  place  to  the  liver  and  other  organs.  Usually 
the  lymph  glands  are  soon  involved.  First  in- 
vaded are  those  behind  the  rectum,  and  later 
those  along  the  iliac  vessels.  The  inguinal  glands 
are  implicated  only  when  the  disease  is  near  the 
anus. 

According  to  Allingham,  the  average  duration 
of  rectal  carcinoma  from  the  time  it  is  first  ob- 
served is  two  years.  Yet  how  long  it  may  have 
existed  unobserved  in  a  given  case  it  is  clearly 
impossible  to  know.  Mathews  says  that  patients 
may  live  four  to  six  years  after  development  of 
cancer  in  the  rectum. 

Diagnostic  details  I  need  not  enter  into  at 
length.  Malignant  disease  of  the  lower  portion 
of  the  rectum  should  not  escape  early  detection. 
The  principal  evidences  of  high  rectal  cancer  are 
pain,  hemorrhage,  partial  obstruction  and  pal- 
pable tumor.  Pain  may  be  intense  or  for  a  long 
time  almost  wholly  absent.  Hemorrhage  is  sel- 
dom profuse.  Persistent  discharge  of  bloody 
mucus  is  very  significant.  Tenesmus  and  difficult 
defecation  are  common.  Occasionally  the  disease 
may  progress  with  almost  no  symptoms  till  ob- 
struction develops.  Generally  the  relation  of  the 
tumor  to  the  rectum  may  be  made  out  in  women 
1>\  the  usual  method  of  bimanual  pelvic  examina- 
tion. Fragments  of  the  growth  may  sometimes 
be  recovered  from  the  stools  for  microscopic 
diagnosis.  A  tumor  of  the  upper  rectum  which 
on  occular  inspection  through  the  rectoscope  is 
found  to  be  ulcerating,  or  which  bleeds  on  touch, 
is  almost  surely  malignant.  Chronic  diarrhoea 
in  patients  past  middle  life  calls  for  a  rectal  ex- 
amination. Benign  adenoma,  stricture  of  non- 
malignant  origin,  villous  growths  and  polypi  in 
general  must  be  excluded. 


142 


BROOKLYN  MEDICAL  JOURNAL. 


April,  1905 


Important  in  deciding  the  question  of  opera- 
bility  are  the  mobility  of  the  tumor,  as  indicating 
comparative  freedom  of  surrounding  structures 
from  invasion,  and  absence  of  metastatic  de- 
posits in  the  liver  and  other  remote  organs.  Much 
involvement  of  lymph  glands,  while  it  does  not 
preclude  resection,  clouds  the  prognosis.  The 
same  may  be  said  of  beginning  extension  to  the 
uterus  or  bladder. 

The  immediate  mortality  of  radical  operations 
of  all  kinds  is  estimated  by  Jacobson  and  Steward 
at  from  15  to  20%.  Vogel's  modification  of 
Kronlein's  table,  which  appears  in  the  latest  edi- 
tion of  Mathews,  shows  20%  of  deaths  from 
operation  in  1,508  cases.  Schneider9,  in  31  bone 
resections,  reports  an  immediate  death  rate  of 
23%.  Yet  Kraske6  reduced  his  operative  mor- 
tality from  40%  in  the  first  10,  to  9.8%  in  51 
cases.  Resection  by  the  vaginal  route,  which  was 
introduced  by  Campenon3  and  Rehns,  appears  to 
promise  well  for  immediate  results.  Murphy7 
publishes  5  successive  vaginal  resections  with  no 
operative  deaths.  Two  of  these  were  for  non- 
malignant  structure.  Bristow2  has  reported  a 
successful  resection  by  the  vaginal  route. 

The  ultimate  results  differ  little  from  those  of 
radical  operations  for  cancer  in  other  pelvic 
organs. 

Of  the  cases  referred  to  by  Schneider9,  45% 
of  those  who  survived  operation  died  within  one 
year,  58%  within  two  years.  McCosh  mentions 
375  operations  with  10%  of  non-recurrence  after 
four  years.  Kelsey  reports  6  permanent  cures 
in  100  cases  that  survived  operation.  There  was 
no  recurrence  after  ten  years.  That  life  is  pro- 
longed by  successful  resections  cannot  be  ques- 
tioned. 

Colostomy  is  often  justified  as  a  palliative 
measure  but  it  adds  little  to  the  length  of  life. 
Schneider's  figures  already  referred  to  show  that 
the  average  duration  of  life  after  colostomy  in 
32  cases  was  8  months.  Mikulicz's  average  is 
21  months.  It  is  estimated  that  colostomy  has 
an  immediate  death  rate  of  5%  to  10%,  but  this 
is  largely  due  to  the  gravity  of  the  condition  in 
which  the  operation  is  performed.  Colostomy 
as  a  preliminary  to  resection,  while  it  offers  cer- 
tain advantages,  is  not  advisable  except  on  special 
indications. 

Four  cases  of  carcinoma  of  the  upper  portion 
of  the  rectum  have  fallen  under  my  care  in  the 
last  two  years.  In  one  patient  excision  of  the 
gut  was  practiced  by  the  abdomen.  The  suture 
line  was  enveloped  in  gauze  which  was  carried 


down  into  the  vagina.  This  woman  died  on  the 
third  day  after  operation,  of  sepsis  with  little  rise 
of  temperature. 

In  a  second  case  the  abdomen  was  opened,  but 
owing  to  the  extent  of  the  growth  no  further  pro- 
cedure was  deemed  advisable.  In  another,  part 
of  the  rectum  and  of  the  descending  colon  was 
found  involved  and  colostomy  was  performed 
to  forestall  complete  obstruction.  This  patient 
died  within  six  months  from  continued  progress 
of  the  growth.  The  fourth  case  came  under  my 
care  in  December  last  by  the  courtesy  of  Dr.  D.  E. 
Callaghan,  owing  to  a  tumor  in  the  retrouterine 
cul-de-sac  about  the  size  of  a  mandarin  orange. 
The  subject  of  the  growth  was  a  married  woman, 
about  46  years  of  age,  and  never  pregnant.  One 
cousin  had  died  of  mammary  carcinoma.  With 
this  exception  there  was  no  family  history  of 
malignant  disease. 

The  patient  had  previously  been  well.  Her 
present  illness  she  dates  from  April  last,  when 
she  was  abruptly  seized  with  colicky  abdominal 
pains.  Similar  attacks  occurred  subsequently 
at  intervals  of  two  weeks  to  two  months,  becom- 
ing gradually  more  severe.  The  paroxysms  of 
pain  were  attended  with  nausea  and  sometimes 
with  persistent  vomiting.  Defecation  was  diffi- 
cult and  mucus  with,  occasionally,  bright  blood, 
was  passed  in  the  stools.  Pain  was  felt  also 
in  the  sacral  region.  Various  cathartics  were 
freely  used.  Enemas  returned  as  fast  as  in- 
jected. A  fairly  marked  anemia  had  been  ob- 
served for  six  weeks.  The  temperature  was 
normal  and  the  pulse  80.    Hemoglobin,  70%. 

Pelvic  examination  revealed  a  tumor  behind 
the  uterus  which  sprang  apparently  from  the 
rectum  and  was  fairly  movable.  A  Kelly  proc- 
toscope was  stopped  just  above  the  level  of  the 
lower  peritoneal  fold  and  the  rectal  mucosa  at 
this  point  was  sensitive  and  bled  slightly  011 
touch  with  a  gauze  sponge.  The  growth  was 
clearly  malignant.  Resection  was  performed  in 
December  last  by  the  vaginal  route,  following 
substantially  the  technic  of  Murphy. 

With  the  patient  in  Edebohl's  position  the 
cul-de-sac  was  opened  by  posterior  vaginal  sec- 
tion, permitting  the  exploration  of  the  growth 
and  the  surrounding  structures.  A  small  quan- 
tity of  cloudy  scnim  escaped  from  the  cul-de-sac. 
An  unusually  narrow  vagina  made  the  work  diffi- 
cult and  further  exploration  was  carried  out 
through  a  short  median  abdominal  incision.  The 
tumor  involved  the  upper  part  of  the  rectum  and 
the  lower  portion  of  the  sigmoid,  reaching  the 
level  of  the  first  sacral  vertebra.      No  other 
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nodules  in  the  gut  and  no  enlarged  glands  could 
be  detected.  A  light  gauze  pack  kept  the  in- 
testines out  of  the  lesser  pelvis.  The  field  was 
exposed  by  the  aid  of  anterior,  posterior  and 
lateral  vaginal  retractors.  The  posterior  vaginal 
wall  was  incised  through  its  entire  extent  in  the 
median  line.  The  vaginal  wall  was  separated 
from  the  rectum  on  each  side.  The  lower  part 
of  the  rectum  was  laid  open  by  a  longitudinal 
incision  through  its  anterior  wall,  including  the 
sphincter.  The  gut  was  amputated  one  and  one- 
half  inch  below  the  growth,  the  proximal  seg- 
ment packed  with  gauze  and  closed  with  forceps. 
The  proximal  end  of  the  bowel  was  freed  from 
its  posterior  and  lateral  attachments  nearly  to 
the  sacral  promontory.  This  was  effected  partly 
by  blunt  dissection,  partly  with  scissors,  divid- 
ing the  mesentery  far  enough  back  to  avoid 
cutting  the  superior  hemorrhoidal  vessels.  Hem- 
orrhage was  controlled  by  hemostats  and  by  lig- 
atures. The  sigmoid  was  drawn  well  down,  the 
gut  amputated  two  inches  above  the  growth  and 
the  ends  sutured.  The  incision  in  the  lower  seg- 
ment of  the  rectum  was  closed  by  suture  down  to, 
but  not  including  the  sphincter. 

Owing  to  signs  of  beginning  shock  the  opera- 
tion was  not  farther  prolonged.  It  was  believed, 
too,  that  better  drainage  would  be  assured  by 
leaving  the  vaginal  incision  unclosed  and  that 
union  of  the  bowel  would  be  promoted  by  leaving 
the  sphincter  open.  The  gauze  was  removed 
from  the  cul-de-sac  and  replaced  with  a  light 
pack  of  fresh  strip  gauze.  Gauze  drains  were 
placed  along  each  side  of  the  rectum. 

The  patient  rallied  promptly.  The  maximum 
temperature  in  the  first  few  days  was  1010,  and 
that  but  for  a  few  hours.  Subsequently  it  re- 
mained below  ioo°.  Aside  from  moderate  ab- 
dominal distension  and  gas  pains,  which  were 
troublesome  for  three  or  four  days,  there  was 
no  complication.  After  the  latter  period  the 
patient  was  free  from  discomfort.  The  gauze 
pack  and  the  drains  were  removed  after  one 
week,  the  drains  being  renewed  for  a  few  days 
longer. 

I'nion  of  the  anterior  wall  of  the  gut  failed 
partially,  hut  the  tract  was  lined  with  mucosa 
throughout.  The  bowel,  together  with  the  vaginal 
wall  and  the  sphincter,  were  closed  by  secondary 
operation.  The  patient  at  this  time  was  in  much 
better  general  condition  than  before  operation, 
and  had  gained  materially  in  weight. 

Prof.  Van  Cott,  who  kindly  examined  the 
specimen,  reports  as  follows:  "The  material 
consists  of  the  upper  portion  of  the  rectum,  which 


has  been  for  some  time  immersed  in  weak  al- 
cohol, and  then  fixed  in  strong  alcohol.  Median 
division  of  the  gut  antero-posteriorly  reveals  on 
its  posterior  mucous  membrane,  and  emanating 
from  this,  a  cauliflower  excrescence  of  the  fol- 
lowing dimensions :  Longitudinal  diameter,  2^/2 
inches ;  transverse  diameter,  2%  inches ;  depth, 
2  inches.  On  inspection  of  the  cut  surface  of  the 
gross  sagittal  section  through  the  mass  of  the 
gut,  the  typical  structure  of  adenocarcinoma  ob- 
tains. The  neoplasm  is  rapidly  growing  inward 
from  the  surface  of  the  mucosa,  presenting  the 
above  described  cauliflower  excrescence,  and  also 
outward  into  the  submucosa  and  muscularis,  and 
up  to  the  peritoneum.  There  is  no  gross  evidence 
that  the  malignant  tissue  has  progressed  beyond 
the  peritoneum. 

There  is  an  abundance  of  appendices  epiploicae 
on  either  side  of  the  gut,  but  no  evidence  of  en- 
larged lymphatics.  Microscopic  examination  of 
sections  in  a  plane  at  right  angles  to  the  surface 
of  the  growth  reveals  a  structure  typical  of 
adenocarcinoma.  Gland  formation  is  very  abor- 
tive and  karyokinesis  fairly  active.  Here  and 
there  are  evidences  of  moderate  infection  of  the 
growth,  small,  round-cell  infiltration,  coagulation 
necrosis,  etc. 


Transverse  Section  of  Rectal  Tumor,  X70;  No.  3  Objective, 
No.  2  Eyepiece. 
Photomicrograph  by  Archibald  Murray,  M.D. 
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The  tumor  presents  no  peculiar  charcteristics, 
and  appears  to  be  growing  with  a  fair  degree  of 
rapidity." 

The  histologic  character  of  the  growth  is  well 
shown  in  the  accompanying  photomicrograph, 
made  at  the  Hoagland  Laboratory. 

Until  very  recently  malignant  tumors  of  the 
upper  portion  of  the  rectum  were  regarded  as 
practically  inoperable.  Mathews,  even  in  the 
last  edition  of  his  work,  is  quite  pessimistic  con- 
cerning the  value  of  resection.  Most  authorities 
to-dav  counsel  extirpation  in  cases  in  which  the 
growth  has  not  invaded  surrounding  structures 
to  too  great  extent,  and  in  which  there  is  no 
metastasis,  provided  again  the  general  condition 
cf  the  patient  permits. 

Of  the  various  operative  methods  that  have 
been  practiced  in  high  rectal  cases  the  following 
may  be  mentioned :  When  the  tumor  is  small  it 
sometimes  may  be  drawn  down,  excised,  and  the 
wound  in  the  gut  closed  by  a  transverse  suture- 
line.    This  has  been  done  by  several  operators. 

The  Kraske  operation,  which  sacrifices  the 
coccyx,  together  with  half  of  the  lower  portion 
of  the  sacrum,  and  consequently  the  attachments 
of  the  levator  and  sphincter  ani  muscles,  has 
been  variously  modified  with  a  view  to  preserv- 
ing the  muscular  attachments  by  making  osteo- 
plastic flaps. 

Rehn  operates  in  two  sittings,  the  gut  being 
freed,  drawn  down,  and  the  tumor  exposed  in  the 
first,  resection  of  the  tumor  being  reserved  for 
the  second  sitting,  ten  days  later.  This  lessens 
shock  and  risk  of  infection. 

A  combined  abdominal  and  perineal  operation 
admits  of  a  definite  and  satisfactory  technic. 
W  eir,  through  an  abdominal  incision,  divides  the 
gut  above  the  tumor,  draws  the  proximal  end 
down  through  the  distal  segment,  inverting  the 
latter,  amputates  the  loop  above  the  growth,  and 
sutures  the  ends  before  replacing  it.  Not  all 
large  tumors  can  be  drawn  through  the  distal 
segment  in  this  manner. 

A  combined  abdominal  and  sacral  route  is 
favored  by  certain  German  surgeons. 

Opinions  differ  with  reference  to  preliminary 
colostomy.  Rarely  it  may  be  advisable,  with  a 
view  to  protecting  the  wound  from  infection  by 
diverting  the  fecal  current.  In  marked  stenosis 
the  condition  of  the  patient  usually  is  such  as  to 
forbid  resection.  Here  a  preliminary  colostomy 
mav  relieve  the  immediate  danger  and  gain  time 
for  putting  the  patient  in  condition  for  the  more 
radical  procedure.  The  inguinal  incision  may  be 
preferable  to  the  median  for  purposes  of  explor- 


ation when  required,  since  it  prepares  the  way 
for  colostomy  should  the  latter  for  any  reason  be 
deemed  necessary. 

Permanent  colostomy  may  be  done  as  a  pal- 
liative measure  in  certain  instances  in  which  rad- 
ical operation  is  contraindicated. 

For  facility,  for  neatness  and  precision  of 
technic,  and  for  comparative  freedom  from  muti- 
lation, the  vaginal  method  of  extirpation  offers 
obvious  advantages,  at  least  for  the  gynecologist. 

In  a  case  similar  to  the  one  reported,  were  the 
vagina  ample,  I  would  attempt  to  liberate  the 
upper  segment  of  the  gut,  invaginate  and  draw 
it  down  before  amputation  and  without  opening 
the  lower  segment.  The  tumor,  if  not  too  large, 
could  be  brought  out  through  the  anal  orifice. 
Resection,  enterorrhaphy  by  the  method  of  Maun- 
sell  and  replacement  of  the  bowel  could  then  be 
effected  without  risk  of  soiling  the  wound  sur- 
faces. , 
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CARDIAC  STATUS  IN  RENAL  DISEASE.  * 

(Being  a  consideration  of  Ch.  Thorel's  Review.) 

BY  J.  M.  VAN  COTT,  M.D. 

Disregarding  the  old,  and  now  generally  aban- 
doned theory  that  cardiac  hypertrophy  forms  the 
primary  lesion,  and  renal  changes  the  secondary 
lesions  in  nephritis,  or  that  both  processes  are  the 
synchronous  result  of  one  and  the  same  as  yet 
unknown  cause,  the  majority  of  more  modern 
investigators  concur  in  the  opinion  that  the  renal 
lesions  form  the  primary  affection,  while  cardiac 
hypertrophy  is  a  secondary  and  compensatory 
phenomenon. 

Opinions  still  differ  as  to  the  character  of  renal 
lesions  causing  cardiac  hypertrophy,  the  degree 
and  frequency  of  such  hypertrophy,  and  the  rela- 
tion of  the  various  chambers  of  the  heart  to  the 
hypertrophy. 

To-day  the  belief  is,  that,  aside  from  the  rare 
cases  of  hypertrophy  in  the  acute  nephritis  of 
scarlatina?  this  phenomenon  is  oftenest  met  in 
chronic  forms  of  Bright's  disease.  But  since  the 
differentiation  of  individual   forms  of  chronic 

*  Read  at  a  meeting  of  the  Associated  Physicians  of  Long 
Island.  Jan.  28,  1905. 
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nephritis  meets  with  such  difficulty,  and  is  so 
different  with  individual  authorities,  it  is  readily 
understood  why  assertions  regarding  cardiac  hy- 
pertrophy vary  so  widely  in  these  cases,  and 
stated  values  range  between  50%  and  90%  of 
them. 

Relative  to  the  character  of  the  cardiac  hyper- 
trophy, Senator1  says,  that  in  genuine  contracting 
kidneys  it  is  simple,  and  in  the  other  forms  of 
chronic  Bright's,  i.  e.,  the  so-called  secondary, 
and  particularly  the  arteriosclerotic  variety,  ex- 
centric  hypertrophy  with  compensating  dilatation 
predominates.  •  He  here  points  out  the  fact,  that 
these  relations  are  better  determined  clin- 
ically than  by  autopsy,  for  the  reason,  first  that 
the  relative  dimensions  of  the  cardiac  cavities  in 
the  cadaver  yield  no  certain  criterion  for  their 
relations  intra  vitam;  while,  on  the  other  hand, 
the  determination  of  the  form  of  contracting 
kidney  and  the  cadaver  meets  with  certain  diffi- 
culties. 

Hirsch,  in  opposition  to  this  view,  states  that 
the  finding  of  different  forms  of  cardiac  hyper- 
trophy in  the  various  kinds  of  contracting  kidney 
is  unwarrantable. 

Also  as  to  the  participation  of  the  separate 
chambers  of  the  heart  in  the  hypertrophy,  opin- 
ions of  investigators  differ,  many  still  believing 
that  only  the  left  ventricle,  others  the  right  ven- 
tricle also,  and  indeed  the  entire  myocardium  are 
involved,  inclusive  of  the  auricles. 

The  question  as  to  the  behavior  of  the  right 
ventricle  especially  has  led  to  much  discussion, 
with  the  end  result,  that  increase  in  its  volume  is 
considered  more  an  occasional  phenomenon  de- 
pendent upon  complicating  pulmonic  changes. 
(Traube,  Cohnheim,  Wagner). 

Others  dispute  this  and  seek- — as  Rosenbach, 
Senator,  etc. — to  show  that  the  volume-increase 
in  the  right  ventricle  is  simply  a  hypertrophy  by 
continuity  of  structure  with  the  left  ventricle  ;  and 
they  explain  this  on  the  reasoning,  that  with  the 
left  ventricular  hypertrophy,  more  blood  is  in- 
jected into  the  coronaries,  with  consequent  hyper- 
nutrition  and  hypertrophy  of  the  right  ventricle. 
This  hypothesis  is,  however,  readily  disproved  at 
the  autopsy  table.  The  Munich  school  assumed, 
that  in  primary  renal  cirrhosis,  left  ventricular 
hypertrophy  obtains,  while  both  right  and  left 
hypertrophy  only  occurs  in  the  stasis-nephritis  of 
beer  soakers ;  but  later  researches  do  not  confirm 
this  view,  and  Hirsch  states  that  the  heart  of  the 
beer  soaker  cannot  be  distinguished  from  that  of 
other  nephritics. 

Efforts  to  throw  light  upon  these  relations  by 


experimental  methods  have  failed  to  yield  results, 
since  the  extirpation  of  one  kidney  was  succeeded 
indifferently  by  cardiac  hypertrophy,  and  failure 
of  the  same ;  variations  which,  according  to  Sen- 
ator, depend  in  the  last  analysis  upon  individual 
differences  and  the  age  of  the  experimental 
animal. 

The  principal  ground  for  these  widely  differing 
results  lies  in  failure  to  properly  differentiate  the 
varieties  of  renal  lesion  causing  cardiac  hyper- 
trophy, and  the  further  fact  that  complicating 
diseases  which  must  obscure  the  decision  are  in- 
cluded with  the  cases. 

The  inaccuracies  of  the  present  methods  of  in- 
vestigation, essentially  consisting  in  weighing 
and  measuring  of  the  dead  heart  canot  be  denied  , 
since,  in  nephritics,  the  whole  left  ventricle  very 
commonly  ceases  action  in  systole,  and  the  right 
ventricle  in  diastole, — the  linear  measurements 
thus  accruing  practically  without  exception  to 
the  benefit  of  the  left  ventricle.  This  lack  has 
been  remedied  by  the  Liepzig  school  in  the  last 
few  years,  especially  by  the  work  of  Hasenfeld2 
and  Hirsch,3  who  based  their  investigations 
on  the  exact  method  of  W.  Midler  in  weigh- 
ing the  heart.  With  the  help  of  this  method 
Hasenfeld  reckons  that  in  typical  renal  cirrhosis 
without  concomitant  arterio-sclerosis,  or  with 
only  moderate  changes  in  the  splanchnic  ■ves- 
sels, the  collective  divisions  of  the  heart, 
auricles  and  ventricles,  are  hypertrophic^  while 
with  concomitant  arterio-sclerosis  af  the  splanch- 
nic vessels,  and  probably  also  of  the  aorta, 
the  left  ventricular  hypertrophy  predominates, 
because  this  ventricle  under  these  relations 
has  particularly  increased  work  to  accom- 
plish. Hirsch  states  that  he  found  in  twelve  cases 
of  uncomplicated  renal  cirrhosis,  nine  times  hy- 
pertrophy of  the  whole  myocardium,  but  remarks 
that  in  the  beginning  of  the  process  left  ventric- 
ular hypertrophy  predominated,  and  that  the 
volume-increase  in  the  remainder  of  the  heart 
only  occurred  in  the  later  course  of  the  disease. 
He  further  remarks  that  the  stage  of  contraction 
is  less  significant  in  the  production  of  hyper- 
trophy than  the  degree  of  intensity  and  spread 
of  the  lesion  in  the  parenchyma  of  the  kidney ; 
and  that  the  general  cardiac  hypertrophy  becomes 
distinct  in  proportion  to  this. 

In  agreement  with  Hasenfeld  he  points  especi- 
ally to  the  constant  appearance  of  auricular  hy- 
pertrophy in  nephritics,  and  draws  the  conclusion 
that  obstruction  to  the  circulation  in  nephritis  in- 
creases the  dynamics  of  the  entire  heart. 

We  do  not  know  the  exact  facts  concerning  the 
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nature  of  these  circulatory  hindrances,  so  that  in 
this  direction  we  are,  at  present  at  least,  driven 
to  certain  hypotheses ;  and  here  two  essentially 
different  theories  come  to  our  notice. 

The  Traube-Cohnheim  theory  seeks  the  origin 
of  hypertrophy,  particularly  in  renal  cirrhosis,  in 
purely  mechanical  conditions ;  and  contends  that, 
in  consequence  of  a  general  destruction  of  the 
capillary  system  in  the  contracting  kidneys,  the 
pressure  in  the  aortic  system  rises,  and  the  heart, 
in  consequence  of  increased  work,  hypertro- 
phies. A  second  mechanical  factor  should  be 
sought  in  hindrance  of  the  excretion  of  water 
by  the  diseased  kidney,  whereby  hydraemia,  and 
consequent  increase  in  the  work  of  the  heart  with 
hypertrophy,  particularly  of  the  left  ventricle, 
would  result. 

Against  this  at  first  sight  seemingly  plausible 
theory  a  series  of  objections  has  arisen ;  of  which 
a  very  weighty  one  is  that  both  renal  arteries  can 
be  ligated  without  raising  the  aortic  pressure. 
Furthermore,  we  know  that  a  much  more  exten- 
sive destruction  of  capillaries  may  exist  than  is 
found  in  nephritis,  without  lasting  effect  upon 
blood  pressure ;  and  on  the  other  hand,  it  has 
been  shown  that  a  simple  fluid  increase  in  the 
blood  occasions  no  cardiac  hypertrophy,  for  the 
increase  of  fluid  may  be  reduced  through  its 
escape  from  other  organs — stomach,  intestines — 
than  the  kidneys,  and  thus  normal  condition  of 
fluid  in  the  blood  be  restored.  Also  the  circum- 
stance that  exactly  that  renal  lesion  which  first 
and  foremost  produces  cardiac  hypertrophy,  i.  e., 
cirrhosis,  does  not  lead  to  diminution,  but,  on  the 
contrary,  to  increase  in  the  output  of  fluid  from 
the  kidneys,  is  not  in  harmony  with  Traube's 
assumption,  any  more  than  his  hypothesis  ex- 
plains cardiac  hypertrophy.  On  these  grounds 
Cohnheim  so  changed  the  Traube  hypothesis  as 
to  indicate  that  the  influx  of  blood  into  the  renal 
artery  remained  unchanged,  despite  the  resistance 
present  in  the  kidney,  as  long  as  the  amount  of 
that  material  in  the  urine  remained  unchanged 
which  regulates  the  contraction  of  the  smaller 
arteries.  This,  however,  is  of  no  service,  since 
such  vaso-regulation  is  illusory,  in  view  of  the 
diseased  condition  of  the  renal  vessels,  and  again, 
because  such  contractions  could  have  no  influence 
upon  the  aortic  pressure,  on  the  grounds  above 
stated,  that  ligation  of  the  renal  vessels  produced 
no  such  effect. 

The  Rosenbach-Senator  theory  is  that  cardiac 
hypertrophy  proceeds  from  a  faulty  chemical  syn- 
thesis of  the  blood  in  nephritics.  The  question, 
however,  as  to  the  nature  of  this  faulty  synthesis, 


or  the  manner  of  its  influence  on  the  vascular  ap- 
paratus is  not  determined. 

Many  assume  that  such  blood  acts  directly 
upon  the  myocardium,  while  others  are  of  the 
opinion  that  the  influence  is  immediately  exerted 
upon  the  vessels  in  such  a  way  that  an  irritant  in- 
duces strong  contraction  of  the  arteries,  with  con- 
sequent hypertrophy  of  their  muscularis  and  re- 
sultant increased  resistance,  rise  of  pressure,  and 
cardiac  hypertrophy  from  increased  work/' 

This  view  is  expressed  by  G.  Johnson,  who 
claimed,  in  harmony  with  Bright's  original  as- 
sumption, that  the  faulty  synthesis  of  the  blood 
in  nephritics  was  caused  by  the  retention  in  the 
blood  of  urinary  substances.  The  irritation  of 
these  causes  vaso-constriction  of  the  smaller  ar- 
teries, increased  resistance,  increased  pressure, 
and  cardiac  hypertrophy  from  overwork.  This 
showing  is  not,  however,  in  harmony  with  the 
fact  that  in  many  cases  of  renal  cirrhosis  with 
cardiac  hypertrophy  no  evidence  of  retention  of 
urinary  substances  in  the  body  was  found  (Ro- 
senstein0),  while  again,  according  to  Johnson's 
theory,  only  the  volume-increase  in  the  left  ven- 
tricle, and  not  in  the  whole  heart,  is  explained. 

In  consequence  of  this,  Ewald  concluded  that 
a  heightened  viscosity  of  the  blood  was  caused 
by  the  disturbed  renal  function,  which  increased 
the  resistance  in  the  capillary  system,  and  so  call- 
ing for  more  labor  from  the  heart,  necessitated 
increase  in  volume  of  this  organ.  Thus  the  hy- 
pertrophy of  the  arterial  muscularis  was  the  result 
of  the  increased  capillary  resistance  and  not  its 
cause.  But  this  hypothesis  also,  which  Israel 
failed  to  sustain  experimentally  by  persistent  in- 
jections of  urea  into  animals,  suffers  the  lack, 
that  a  heightened  viscosity  of  the  blood  of  nephri- 
tics is  not  proven.  Many  indeed,  claim  on  the 
contrary,  a  lessening  of  friction-resistance.  And 
finally,  with  the  assistance  of  this  hypothesis,  only 
left  ventricular  hypertrophy  is  explained,  while, 
as  Hasenfeld  and  Hirsch  have  pointed  out,  the 
auricular  hypertrophy  is  not  explained,  except- 
ing by  an  assumption  of  the  improbable  exist- 
ence of  marked  increase  of  friction-resistance  in 
the  heart  itself. 

Very  lately  Senator4  pointed  out  that  as  a 
consequence  of  the  variations  anatomical  and 
clinical,  in  the  cases  of  nephritis,  no  accounting 
for  the  cardiac  hypertrophy  is  possible ;  and  also 
that  the  investigations  in  his  clinic  of  H.  Strauss 
of  the  blood  synthesis  in  cases  of  chronic  paren- 
chymatous nephritis  and  pronounced  cirrhosis 
show  essential  differences  in  the  two  forms. 

These  differences  concern  : 
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1.  Molecular  concentration  of  the  blood,  which 
in  chronic  parenchymatous  nephritis  is  normal, 
or  in  any  event  not  increased;  in  cirrhosis,  on  the 
contrary,  almost  always  increased. 

2.  The  albumen  and  specific  gravity  of  the 
blood  are  both  diminished  in  chronic  parenchyma- 
tous nephritis  ;  in  cirrhosis,  usually  normal. 

3.  The  "residuary  nitrogen,"  i.  e.,  that  nitro- 
gen which  remains  after  eliminating  albumen, 
and  which  contains  all  the  nitrogen-holding 
bodies.  This  is  not  increased  in  the  blood  of 
chronic  parenchymatous  nephritis,  but  is  in- 
creased in  cirrhosis.  This  coincides  with  the  fact 
that  the  toxicity  of  the  blood,  proven  by  injection 
into  rabbits,  is  less  in  parenchymatous  nephritis, 
and  greater  in  cirrhosis. 

Senator  regards  it  as  certain,  after  determining 
these  facts,  that  in  chronic  parenchymatous  or 
subacute  nephritis  in  consequence  of  insufficient 
renal  activity  a  faulty  blood  property  arises  whose 
irritating  quality  acts  upon  the  entire  vascular 
system,  including  large  and  small  vessels,  and 
also  the  heart;  whereby,  according  to  his  belief, 
the  most  important  role  is  played  by  these  nitro- 
genous extractive  materials  (residuary  nitrogen). 

This  irritant  acts  variously  in  the  various  forms 
of  nephritis : 

1.  In  acute  nephritis,  in  the  nature  of  the  case 
most  strongly ;  so  that  in  consequence  of  nutrition 
disturbances  and  resultant  increased  porosity  of 
the  vessels,  oedema  ensues. 

The  oedema  has  the  effect  of  relieving  the 
blood  of  a  portion  of  the  harmful  nitrogenous  ex- 
tractives ;  since  the  fluid  of  oedema  contains  as 
much  of  them  as  the  blood  itself. 

If  recovery,  with  disappearance  of  the  cedema 
takes  place,  the  vessels  resume  their  normal  con- 
ditions, and  there  is,  excepting  in  very  rare  cases, 
no  cardiac  hypertrophy. 

Acording  to  Senator  the  relations  are  of  a  like 
nature  in : 

2.  Chronic  parenchymatous  nephritis,  only  that 
the  irritant  is  here  not  so  violent.  The  advent  of 
cardiac  hypertrophy  depends  upon  the  violence 
and  duration  of  the  irritation,  whereby  the  cir- 
cumstance should  be  regarded  as  to  the  degree 
to  which  the  blood  has  been  relieved  of  harmful 
substances  through  cedema. 

Aside  from  harmful  action  upon  the  entire 
heart,  two  other  forces  operate  upon  the  left  ven- 
tricle to  cause  its  hypertrophy.  First,  he  states, 
that  the  slow,  progresive  irritation  of  the  vessels 
results  in  their  contraction,  with  thickening  of  the 
muscularis,  and  inflammatory  hyperplasia  of  the 
remaining  coats.    This  lesion  obtains  principally 


in  the  systemic  circulation,  and  thus  increases  the 
resistance  here,  while  in  the  pulmonary  circula- 
tion, but  little  vascular  tonus  exists,  and  there- 
fore much  less  resistance,  with  increased  work 
for  the  right  heart  is  set  up,  than  is  the  case  with 
the  contracted  systemic  vessels,  and  the  left 
heart. 

Second,  the  pressure  of  cedema  upon  the  vessels 
retards  more  or  less  markedly  the  circulation,  an 
effect  principally  felt  by  the  left  ventricle  since 
the  cedema  occurs  principally  and  longest  in  the 
various  districts  of  the  systemic  vessels,  while 
pulmonary  cedema  is  of  much  shorter  duration, 
since  it  leads  to  death  when  persistent. 

3.  Finally.  In  chronic  interstitial  nephritis 
(renal  cirrhosis),  the  loading  up  of  the  blood 
with  these  nitrogenous  extractives  is  very  grad- 
ual, because  of  the  extraordinarily  insidious  de- 
velopment and  protracted  course  of  the  disease, 
so  that  the  vessels  are  not  damaged  to  the  point 
of  abnormal  porosity.  Hence  no  cedema.  The  slow 
but  constant  progressive  action  of  these  extract- 
ives, however,  occasions  here  again,  primarily, 
symmetrical  cardiac  hypertrophy,  and  seconda- 
rily, vascular  contraction  followed  by  thickening 
of  the  systemic  arteries,  thus  increasing  the  work 
of  the  left  ventricle.  In  other  words,  special  con- 
ditions which  produce  left  ventricular  hyper- 
trophy are  here  brought  to  bear  which  have,  on 
the  grounds  already  stated,  no  such  influence 
upon  the  right  heart.  And  this  second  cause, 
which  is  only  significant  for  the  left  ventricle, 
apears  to  be  particularly  active  in  just  this  form 
of  nephritis — a  fact  which  explains  the  extra- 
ordinary excess  of  hypertrophy  here,  in  the  left 
ventricle. 

Concerning  the  cases  with  concomitant  arterio- 
sclerosis, Hirsch,  Hasenfield  and  Senator  agree, 
that  the  left  ventricle  is  affected  either  alone,  or 
in  preponderance,  and  at  the  same  time,  myo- 
cardial increase  is  occasioned  by  the  renal  lesion. 

The  variable  condition  of  the  heart  in  such 
cases  of  renal  cirrhosis  in  combination  with  ar- 
teriosclerosis depends,  according  to  Senator,  es- 
sentially upon  the  intensity  of  the  irritant;  if  the 
irritant  emanating  from  the  blood  be  sufficient  to 
alone  cause  a  cardiac  hypertrophy,  then  the  whole 
heart  shares  in  the  hypertrophy,  although  on  the 
gr<  mnds  above  stated,  the  left  ventricle  shows  the 
greatest  changes ;  but  if  the  irritant  be  not  suffi- 
cient, only  left  ventricular  hypertrophy  occurs. 

On  the  further  course  of  cardiac  hypertrophy 
in  nephritis  no  general  statement  can  be  made ; 
much  more  must  each  separate  case  be  observed, 
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on  account  of  the  possible  appearance  of  various 
complications. 

Since  in  many  cases  of  cirrhosis  with  compli- 
cating arterio-sclerosis,  the  coronaries  are  in- 
volved, with  consequent  myocardial  cicatrization, 
there  arrives  sooner  or  later,  a  time  when  such 
a  heart,  weakened  by  local  degenerations,  is  in- 
adequate to  cope  with  the  permanently  increased 
pressure,  and  further  progress  of  the  renal  lesion. 

In  genuine  renal  cirrhosis,  these  conditions 
which  temporarily  or  permanently  compromise 
myocardial  nutrition,  and  lead  to  secondary  car- 
diac dilatation,  according  to  Senator,  first  apear  in 
advanced  cases,  and  later  than  in  the  other  forms 
of  nephritis :  especially  are  these  complications 
caused  by  changes  in  the  smaller  arteries,  while 
in  parenchymatous  nephritis  the  softening  and 
dilatation  of  the  heart  are  called  forth  by  the 
oedema  and  generally  bad  nutrition. 

Under  all  these  conditions  the  heart  is  insuffi- 
cient :  it  dilates,  and  the  further  course  of  the  case 
is  either  ursemia  in  consequence  of  cardiac  weak- 
ness, or  the  usual  result  of  such  weakness,  hepatic 
enlargement,  oedema,  etc. 
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•    REPORT  OF  PRESENT  CONDITION  OF  CASES 
OPERATED  U"PON  FOR  CONGENITAL  DISLO- 
CATION OF  HIP* 


BY  CHARLES  DWIGHT.  NAPIER,   A.B.,  M.D., 

Orthopedic  Surgeon,  Kings  County  and  Williamsburg  Hospitals 
Associate  Orthopedic  Surgeon,  St.  Mary's  Hospital, 
Clinical  Assistant,  Hospital  Ruptured 
and  Crippled, 

Being  frequently  questioned  by  the  profession 
in  regard  to  the  result  obtained  by  Professor 
Lorenz  on  the  case  of  congenital  dislocation  of 
the  hip  reduced  by  him  at  the  Kings  County 
Hospital,  it  has  seemed  proper  to  the  writer  to 
report  the  present  condition  of  that  case  and  also 

*  Read  before  the  Associated  Physicians  of  Long  Island. 


of  his  own  cases.  It  must  be  with  the  under- 
standing, howevei,  that  it  will  be  another  two  or 
three  years  before  the  final  result  should  be 
looked  for.  These  children  having  walked  for 
several  years  on  a  false  joint,  require  consider- 
able time  to  accommodate  themselves  to  the  new 
conditions.  And  the  hip  being  necessarily  fixed 
for  many  months  in  plaster,  retains  a  certain 
amount  of  stiffness  for  some  time.  In  examining 
the  cases  presented,  then,  one  must  bear  that  in 
mind,  or  else  it  is  natural  to  believe  ''the  last  case 
of  that  man  is  worse  than  the  first,"  or  to  think  of 
the  saying  of  a  German  professor  in  regard  to 
the  double  dislocation  operated  upon  by  Lorenz : 
"Before  the  operation  the  child  walked  like  a 
duck,  and  afterwards  like  a  lame  duck." 

May  D.,  7  years.  Dorsal  dislocation  of  right 
hip. 

Operated  upon  by  Prof.  Lorenz  at  the  Kings 
County  Hospital,  December  20.  1902.  Second 
plaster  applied  last  week  in  August,  1903,  with 
about  45 c  abduction.  October  28,  1903,  third 
piaster,  with  lessened  abduction,  was  applied, 
which  was  kept  on  about  two  months.  For  a 
few  weeks  longer  some  support  was  obtained  by 
a  snug  flannel  bandage  spica.  Before  the  opera- 
tion the  measurements  from  the  anterior  spine 
of  ilium  to  internal  malleolus  were:  Right  23 V2, 
left  24% — H  inch  shortening — when  the  first 
plaster  was  removed,  the  measurements,  with  legs 
equally  abducted,  were  about  equal.  The  X-ray 
plate  taken  at  the  time  appeared  to  show  the  head 
in  a  somewhat  anterior  position,  although  on 
examination  it  appeared  very  close  to  proper 
position.  During  all  the  time  the  plaster  was  on, 
daily  exercise  for  the  back  muscles,  done  in 
prone  position,  was  ordered,  also  such  exercises 
as  could  he  done  for  the  leg.  When  plaster  treat- 
ment was  discontinued,  the  hip  was  partially 
fixed  of  course  in  about  30°  abduction  and  ex- 
treme rotation  outwards;  Daily  massage  and 
stretching  of  the  contracted  tissues,  with  the  same 
exercises  for  the  back  muscles,  and  exercising 
for  all  the  muscles  in  the  leg,  particularly  the 
abductors,  were  directed  to  be  carried  out.  The 
child  has  been  somewhat  neglected  by  her  family, 
so  the  conditions  are  not  quite  so  advanced  as  in 
one  of  the  writer's  cases  done  later.  The  head 
of  the  bone  is  now  evidently  in  an  anteriorly 
placed  position — and  there  is  a  shortening  of  }i 
inch.  The  leg  is  held  slightly  abducted,  and  ro- 
tated outward  when  walking.  There  is  quite  a 
marked  limp,  not  the  lunging  limp  of  a  posterior 
dislocation,  but  one  of  stiffness  and  short  leg 
combined  with  habit.    The  hip  cannot  be  flexed 
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to  quite  a  right  angle  — ioo° — and  to  that  extent  was  removed,  and  head  found  in  acetabulum, 
only  by  abduction  with  flexion.  The  thigh  can  This  was  confirmed  by  the  X-ray.  July  25,  1904, 
be  rotated  inwards  nearly  to  a  straight  position,  operation  on  right  hip,  which  was  difficult,  and  it 
The  younger  a  child  is,  and  the  more  thorough  seemed  uncertain  at  the  time  whether  the  head 
the  after-treatment,  the  quicker  a  normal  gait  went  into  the  acetabulum  or  merely  into  the 
will  be  acquired.  Prof.  Lorenz  claims  that  this  anterior  position.  It  was  felt,  however,  that 
transposition  from  a  posterior  to  an  anterior  dis-  nothing  more  could  be  accomplished,  and  that  the 
location — though  not  an  anatomical  cure — is,  boy  would  come  out  very  fortunately  with  that 
however,  a  practical  cure.  He  expects  to  have  result.  The  right  hip  is  still  in  plaster,  and  there 
in  selected  cases  only  10%  where  the  head  re-  remains  considerable  abduction  and  rotation  out- 
mains  in  the  acetabulum,  and  50-60%  more,  an-  wards  of  the  left,  but  the  head  has  remained  in 
teriorly  placed.  place. 

Kathleen  B.    Right  dorsal  dislocation.  John  K.    Dorsal  dislocation  left  hip. 

Operation  January  14,  1903,  at  6  years  of  age',  Before  operation  R.  leg  19,  L.  i8r4.  Opera- 
assisted  by  Drs.  Clayland  and  Truslow.  tion  June  29,  1903,  at  age  of  six  years,  with  Drs. 

This  child  before  the  operation  had  a  marked  Clayland  and  Hatch.  When  plaster  was  removed, 
lateral  curvature  of  the  spine,  with  rotation  which  leg  measures  were  equal,  21  V£ — taken  with  legs 
has  evidently  resulted  from  the  shortening  of  one  equally  abducted,  and  the  head  found  in  the  ace- 
leg.  The  first  plaster  was  kept  on  seven  months,  tabulum — confirmed  by  the  X-ray.  In  Novem- 
and  the  second  and  third  about  two  months  each,  ber,  1904,  boy  had  diphtheria,  followed  by  partial 
Before  the  operation  the  legs  measured — R.  23^2,  paralysis  both  legs  and  arms  as  well  as  throat. 
L.  2^/4 — 24  inch  shortening.  When  the  first  The  hip  is  still  slightly  abducted  and  rotated  out- 
plaster  was  removed  there  was  about  %  inch  wards.  The  affected  leg  now  measures  about 
shortening,  and  now  as  much  as  before  the  oper-  %  inch  longer  than  the  other, 
ation.   The  head  of  the  femur  is  anteriorly  placed.  Katie  C. 

The  usual  exercises  and  after-treatment  was  Tubercular  disease  of  the  right  hip — congeni- 

directed.    There  is  still  silght  abduction  and  rota-  tal  dorsal  dislocation  left  hip.    At  four  years  of 

tion  outwards,  with  some  stiffness — the  condition  age  operation  on  dislocation  was  refused — later 

being  very  similar  to  the  preceding  case,  except  returned  with  a  diseased  joint.    After  being  un- 

that  the  shortening  is  greater.  der  treatment  for  four  years  for  the  disease,  she 

Stephen  R.   Double  dorsal  dislocation.  was  seen  by  Prof.  Lorenz,  when  he  was  at  Kings 

He  was  operated  upon  when  two  years  old,  but  County  Hospital,  who  advised  attempt  at  reduc- 

unsuccessfully.     Operation  on  both  hips  with  tion,  although  she  was  over  nine.    After  two 

Drs.  Clayland  and  Hatch,  after  two  months  of  months  of  stretching,  the  operation  was  tried.  It 

extension  in  bed  with  heavy  weights.    The  child  was  very  difficult,  and  the  femur  was  fractured 

was  8y2  years  of  age — past  the  limit  given  by  in  the  upper  third.    In  this  case  it  may  be  partly 

Prof.  Lorenz  for  double  dislocation.    This  case  accounted  for  by  the  presence  of  some  general 

was  very  difficult,  necessitating  all  taking  turns,  weakness  due  to  the  tubercular  disease.  Further 

Considerable  force  had  to  be  used,  and  the  right  attempts  were  refused. 

femur  was  fractured  by  the  writer  in  the  upper  Dorothy  M.  Anterior  dislocation  left  hip. 
third.  Three  months  later,  June,  1903,  the  left  Operation  June  26,  1903,  at  3l/2  years.  Re- 
hip  was  reduced.    April,  1904,  the  last  plaster  duction  rather  easily  effected.    Plaster  changed 

To  summarize  the  writer's  cases  : 

Before  Operation.  Result. 

1.  Kathleen  B.    Posterior  dislocation  Anterior  dislocation. 

2.  Stephen  R.  (Left  hip).  Posterior  dislocation  \natomical  cure. 

3.  John  K.    Posterior  dislocation  Anatomical  cure. 

4.  Katie  C.    Posterior  dislocation  Fracture — failure. 

5.  Stephen  R.  (Right  hip).  Posterior  dislocation.  .Probably  anterior  dislocation 

6.  Dorothy  M.    Anterior  dislocation   Anatomical  cure. 

7.  Annabella  J.    Anterior  dislocation  Anterior  dislocation. 

Anatomical  cures  3 — 43%. 

Improved — Posterior  to  anterior  dislocation  2 — 28%. 

Failures   2 — 28%. 
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March,  1904,  and  last  plaster  June,  1904.  This 
was  removed  in  November.  Plaster  treatment 
was  continued  longer  in  this  case  than  usual,  as 
at  the  end  of  a  year  the  joint  did  not  feel  stable, 
although  apparently  in  place.  Before  the  opera- 
tion there  was  inch  shortening — it  is  now 
hardly  a  quarter,  and  the  head  seems  secure  in 
the  acetabulum.  This  is  confirmed  by  the  X-ray. 
There  is  still  some  abduction  and  rotation  out- 
wards. 

Annabella  J.    Anterior  dislocation  left  hip. 

Measurements,  R.  A.  14,  L.  A.  13^.  Opera- 
tion February  8,  1904,  at  age  of  18  months.  Re- 
duction effected  easily,  but  there  seemed  not  much 
depth  to  the  acetabulum.  August  29  the  plaster 
was  changed,  and  in  December  the  last  plaster. 
From  examination  and  the  X-ray,  the  head  is  ap- 
parently placed  anteriorly. 

1273  Bedford  Avenue  Brooklyn,  N.  Y. 


CONSERVATISM  AND  RADICALISM  IN  THE  PRACTICE 
OF  MEDICINE* 

BY   EDWARD   E.    CORNWALL,  M.D. 
Visiting  Physician  to  Williamsburg  Hospital 

Conservatism  and  radicalism  are  terms  which 
possess  considerable  elasticity  of  meaning,  but 
they  are  not  ambiguous.  We  all  understand  what 
they  refer  to.  They  describe  with  reasonable 
clearness  certain  fundamental  characteristics 
which  deeply  differentiate  people  in  politics,  bus- 
iness, the  professions,  and  generally.  There  are 
few  people  of  sufficient  individuality  to  be  clas- 
sified at  all  who  are  not  naturally  or  by  training 
either  conservatives  or  radicals.  In  most  coun- 
tries the  chief  political  parties  divide  essentially 
along  this  line  of  cleavage.  Business  men  show 
a  similar  differentiation :  some  are  content  with 
small  but  safe  profits,  while  others  are  inclined 
to  speculate.  In  the  professions  the  same  dis- 
tinction can  be  perceived;  and  it  is  perhaps  most 
pronounced  among  members  of  the  medical  pro- 
fession, in  whose  practical  application  of  an  im- 
perfect science  there  is  afforded  a  wide  range  for 
speculative  action. 

The  distinction  between  conservative  and  rad- 
ical physicians  is  a  familiar  one,  and  no  doubt  all 
of  you  can  easily  place  in  either  the  radical  or  the 
conservative  camp  most  of  the  physicians  whom 
you  know  well.  The  fact  that  there  are  some 
whose  medical  character,  owing  to  ignorance  or 
lack  of  individuality,  is  not  clearly  defined,  and 
the  fact  that  not  a  few  temporarily  change  sides 

*  Read  before  the  Long  Island  Medical  Society,  January  3, 
1905. 


for  occasional  reasons,  does  not  materially  af- 
fect our  argument. 

The  chief  points  of  difference  between  the 
conservative  and  the  radical  physician  may  be 
summarized  somewhat  as  follows :  The  con- 
servative physician  holds  in  especially  high 
esteem  the  positive  knowledge  which  medical 
science  has  already  accumulated,  and  his  attitude 
toward  new  things  whose  value  has  not  been 
established  is  apt  to  be  one  of  indifference  or 
passive  expectancy.  He  prefers  the  remedies  and 
methods  of  treatment  whose  merits  have  been 
determined  beyond  question  to  those  whose  utility 
is  still  unproved,  though  the  latter  may  promise 
greater  results.  And  in  order  to  induce  him  to 
substitute  for  an  old  and  trustworthy  remedy 
a  new  one  it  is  not  enough  to  prove  that  the 
new  one  is  as  good  as  the  old  one,  it  must  be 
proved  to  be  better.  He  does  not  love  novelty 
for  its  own  sake.  The  methods  of  advance  in 
medical  science  which  appeal  to  him  most 
strongly  are  the  slow  but  sure  ones  based  on 
pathology  and  laboratory  experiment  and  long- 
continued  clinical  research.  Empiricism  and 
hasty  deductions  from  insufficient  premises  are 
foreign  to  his  disposition.  He  dislikes  to  pre- 
scribe remedies  for  which  the  indications  are  not 
plain,  and  always  tries  to  avoid  the  very  common 
mistake  of  giving  too  much  treatment.  Yet  he 
does  not  altogether  disdain  experimentation  with 
new  and  unproved  remedies.  He  tries  them  in 
cases  where  they  will  do  no  harm  and  in  hope- 
less or  desperate  cases  which  have  resisted  all 
well-established  methods  of  treatment.  But 
while  he  recognizes  that  desperate  diseases  some- 
times justify  desperate  remedies,  he  is  careful  not 
to  use  such  remedies  if  they  are  more  dangerous 
than  the  diseases  themselves.  He  respects  the 
right  of  every  sick  person  to  die  naturally  rather 
than  therapeutically.  In  general  he  prefers  to 
let  the  radicals  do  the  experimenting  with  doubt- 
ful or  dangerous  remedies  while  he  stands  ready 
to  give  his  own  patients  the  benefit  of  any  good 
which  may  come  from  their  experiments.  The 
conservative  physician  is  particularly  mindful  of 
the  fact  that  the  most  important  of  all  therapeu- 
tic agents  is  the  vis  medicatrix  naturce,  and  he 
carefully  avoids  prescribing  anything  that  will 
interfere  with  the  operation  of  this  agent. 

The  radical  physician,  on  the  other  hand, 
eternally  hankers  after  new  things.  He  is  very 
susceptible  to  the  charms  of  novelty.  He  readily 
gives  up  old  and  reliable  remedies  for  new  ones 
which  arc  at  the  best  no  better,  and  which  may 
prove  worse  or  worthless.   He  listens  with  eager- 
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ness  and  credulity  to  extravagant  laudations  of 
new  remedies  by  his  fellow-radicals,  and  is  prone 
to  draw  from  insufficient  premises  conclusions  to 
which  he  holds  with  tenacity  and  enthusiasm,  and 
on  which  he  acts  with  confidence.  As  a  surgeon 
he  operates  boldly  in  doubtful  cases  without 
carefully  weighing  the  dangers  of  the  operation 
against  its  possible  benefits.  It  is  his  habit  to 
exaggerate  possible  benefits  and  to  minimize  dan- 
gers. In  therapeutics  he  falls  into  this  fallacy : 
One  or  a  few  patients  with  a  certain  disease  got 
well  while  taking  a  certain  treatment ;  therefore 
that  treatment  is  a  sure  cure  for  that  disease. 
The  radical  physician  is  by  nature  a  speculator, 
a  gambler.  He  likes  to  take  chances.  Sometimes 
he  wins,  but  usually  he  loses,  because  in  the  game 
he  plays  the  chances  are  against  him. 

It  is  a  fact  to  be  deplored  that  radicalism  pre- 
vails very  largely  in  our  present  practice.  That 
it  will  prevail  less  in  the  future  is  a  reasonable 
hope  based  on  the  steady  advance  of  medical 
science  which  necessarily  will  restrict  the  field 
for  speculation  and  guess  work.  But  that  it  will 
always  be  in  evidence  is  probable,  not  only  be- 
cause it  appeals  to  the  desire  for  novelty  and 
the  gambling  instinct  which  are  naturally  strong 
in  many  people,  but  also  because  it  gives  oppor- 
tunities for  advertising  which  conservatism  does 
not.  The  performer  of  an  unwarranted  opera- 
tion or  the  discoverer  of  a  therapeutic  mare's  nest 
can  at  least  bring  himself  temporarily  into  notice. 

The  extent  to  which  radicalism  prevails  is 
clearly  shown  by  a  glance  at  recent  medical  his- 
tory. We  find  that  history  filled  with  the  mis- 
takes of  the  radicals.  These  mistakes  lie  all 
around  us.  We  have  been  led  into  some  of  them 
ourselves.  We  find  them  in  the  experience  of 
our  friends.  We  find  them  recorded  in  medical 
literature.  It  is,  perhaps,  the  more  respectable  of 
them,  so  to  speak,  which  are  recorded  in  medical 
literature.  Let  me  refer  very  briefly  to  a  few  of 
the  more  respectable  of  these  mistakes. 

A  few  years  ago  radicalism  controlled  the 
treatment  of  appendicitis,  and  every  one  convicted 
of  that  disease  was  immediately  condemned  to 
operation.  Now  more  conservative,  principles 
govern  in  the  treatment  of  that  disease. 

Many  specific  methods  of  treatment  for  typhoid 
fever,  based  on  the  principle  of  intestinal  anti- 
sepsis, have  been  advocated  during  the  past  ten 
or  fifteen  years.  What  has  become  of  them? 
Who  uses  the  Woodbridge  treatment  now  ?  Who 
will  use  acetozone  to-morrow?  No  good  evi- 
dence has  been  found  to  show  that  intestinal  anti- 
septics favorably  affect  the  course  of  typhoid 


fever,  unless  it  may  be  by  preventing  reinfection, 
and  that  has  not  yet  been  proved.  The  germs  in- 
trenched in  the  tissues  of  Peyer's  patches  laugh  at 
the  attempts  of  the  radicals  to  get  at  them  with 
antiseptics  mixed  with  the  intestinal  contents. 

Enthusiastic  attempts  have  been  made  to  kill 
the  tubercular  germ  with  antiseptics  inhaled  into 
the  lungs  or  introduced  into  the  blood,  but  none 
powerful  enough  to  accomplish  the  desired  object 
without  destroying  the  life  of  the  patient  have 
been  found  or  are  likely  to  be  found.  Tuberculin, 
which  was  a  scientific  deduction  from  insufficient 
premises,  proved  to  be  a  melancholy  failure.  At 
the  present  time  all  the  radical  remedies  for  con- 
sumption are  pretty  well  discredited,  and  conser- 
vative treatment,  whose  essential  features  are 
diet,  hygiene  and  .exercise,  is  generally  conceded 
to  be  the  only  effective  treatment  at  our  command. 

The  history  of  the  coal-tar  derivatives,  antife- 
brin,  antipyrin  and  phenacetine,  is  one  of  extrav- 
agant abuse  followed  by  relapse  very  nearly  into 
innocuous  desuetude.  Only  a  few  years  ago  these 
drugs  were  used  wherever  there  was  fever. 
Pneumonia  patients  were  killed  by  them ;  typhoid 
hearts  were  weakened  by  them.  As  antipyretics 
they  are  no  longer  in  good  use ;  and  even  as  an- 
algesics they  are  used  very  sparingly  and  in 
much  smaller  doses  than  formerly. 

Very  instructive  is  the  meteoric  career  of  the 
X-ray  in  medicine.  The  radicals  boomed  it  so 
enthusiastically  that  the  conservatives  were  al- 
most carried  off  their  feet,  and  it  seemed  at  one 
time  as  if  every  physician  would  have  to  install 
an  X-ray  apparatus  in  his  office  or  become  a  back 
number.  It  promised  to  cure  cancer  and  con- 
sumption, and  even  filled  the  bald  heads  with 
hope.  What  is  its  status  now?  It  remains  a 
valuable  aid  in  diagnosis,  but  its  therapeutic 
range  is  being  contracted  more  and  more  every 
day  as  its  failures  and  the  dangers  from  its  use 
are  revealed. 

The  mistakes  of  radicalism  are  beyond  count- 
ing. Still,  there  is  something  to  be  said  in  its 
favor.  It  performs  a  very"  important  function 
in  acting  as  a  counterpoise  to  prevent  conserva- 
tism from  becoming  extreme.  And  it  really  pro- 
motes advance  in  medical  science,  though  it  may 
not  itself  always  advance  in  the  right  direction. 
It  stimulates  slow-moving  medical  science  to 
quicken  her  paces  and  sometimes  gives  her  valu- 
able suggestions.  And  more  than  one  important 
truth  has  been  hit  upon  by  a  bold  guess  or  a  lucky 
chance  or  a  hasty  deduction  from  imperfect  data. 
But  after  we  grant  to  radicalism  all  the  credit 
to  which  it  is  justly  entitled,  the  fact  remains 
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that  the  welfare  of  our  patients,  which  should 
always  be  the  first  consideration,  is  in  general 
best  promoted  by  conservative  treatment. 

In  concluding  this  brief  and  fragmentary  dis- 
cussion of  a  large  and  complicated  subject,  many 
of  the  phases  of  which  I  have  not  even  touched 
upon.  I  present  a  short  report  of  a  case  which,  be- 
sides being  intrinsically  interesting,  illustrates 
very  well  the  value  of  conservatism  in  medical 
practice,  particularly,  that  form  of  conservatism 
which  consists  in  not  giving  too  much  treat- 
ment.   The  case  was  one  of 

URINARY    SEPTICAEMIA    COMPLICATING  CHRONIC 
PROSTATIS. 

The  patient,  a  man  of  eighty-two,  and  still  ac- 
tive in  business,  was  told  more  than  twenty  years 
ago  by  a  physician  of  the  highest  eminence  in 
Brooklyn  that  he  had  chronic  Bright's  disease, 
and  would  die  inside  of  two  years.  He  ignored 
this  prognosis,  went  about  his  business  as  usual, 
and  the  condition  of  his  kidneys  seemed  to  im- 
prove as  the  years  went  on.  He  had  several  at- 
tacks of  uremia,  the  last  occurring  about  four 
years  ago  under  my  observation,  from  which  he 
easily  recovered.  For  some  years  past  he  suf- 
fered from  a  moderately  enlarged  prostate, 
which,  in  the  latter  part  of  September,  1903,  be- 
came complicated  with  chronic  cystitis.  For  this 
cystitis  he  consulted,  on  November  1,  1903,  Dr. 
Peet  of  Manhattan,  who  prescribed  a  bland  diet 
and  urotropin,  and  referred  him  to  me  for  sub- 
sequent treatment. 

Four  days  later,  on  November  4,  I  was  called 
to  the  case.  I  found  the  patient  delirious,  with  an 
axillary  temperature  of  1040,  and  a  history  of 
having  had  a  severe  chill  two  hours  before.  His 
tongue  was  thickly  coated.  His  lungs  were  nor- 
mal. His  urine,  which  was  passed  every  fifteen 
to  thirty  minutes,  was  loaded  with  pus  and  bac- 
teria. 

I  put  him  to  bed,  ordered  milk  diet,  gave  a 
sponge  bath  for  the  fever,  prescribed  a  sixtieth 
of  a  grain  of  strychnine  sulphate  every  four  hours 
and  five  grains  of  sodium  benzoate  every  four 
hours,  and  continued  the  urotropin  in  five  grain 
doses  four  times  a  day. 

I  did  Hot  wash  out  the  patient's  bladder,  and 
this  omission  of  a  remedial  measure  that  was 
plainly  indicated  is  the  feature  in  the  treatment 
of  this  case  which  I  wish  to  emphasize.  The  in- 
dications for  lavage  were  certainly  present  in  the 
bladder  filled  with  purulent  urine  :  and  there  were 
no  good  reasons  to  think  that  the  cause  of  the 
sepsis  lay  outside  of  the  bladder  and  prostate. 
But  there  were  also  contraindications  to  lavage 


in  this  case,  and  1  weighed  them  very  carefully 
against  the  indications.  By  lavage  the  purulent 
fluid  from  which  sepsis  was  soaking  into  the 
patient's  blood  could  be  removed  from  the  blad- 
der and  an  antiseptic  solution  applied  directly 
to  the  vesical  mucosa.  That  would  be  very  good. 
But  such  a  procedure  would  subject  an  old  man 
to  urethral  instrumentation  for  the  first  time  in 
his  life  and  very  likely  increase  the  existing 
chronic  disease  in  his  kidneys,  and  also  increase 
the  liability  of  his  kidneys  to  infection,  if  that 
had  not  already  taken  place.  At  the  best,  if  I  suc- 
ceeded in  checking  the  sepsis  by  lavage  and  did 
not  spread  it  farther,  I  would  make  the  aged 
patient  a  slave  of  the  catheter  for  the  few  days, 
weeks  or  months  which  seemed  to  be  all  of  the 
portion  of  life  left  to  him.  And  if,  as  seemed 
likely  from  his  age  and  condition,  he  was  going 
to  die  anyway  from  the  effects  of  the  present 
attack,  I  preferred  not  to  be  accessory  to  his 
death.  So,  instead  of  giving  him  the  more  rad- 
ical and  extensive  treatment  which  included 
lavage,  I  trusted  entirely  to  urotropin,  which, 
properly  used,  is  a  perfectly  safe  agent  for  ster- 
ilizing the  bladder ;  to  supporting  measures,  and 
to  the  vigorous  constitution  which  had  enabled 
the  patient  to  withstand  successfully  for  more 
than  a  score  of  years  a  chronic  nephritis  and  to 
defy  for  that  period  the  bad  prognosis  of  a  phy- 
sician of  the  highest  skill  and  reputation.  The 
result  vindicated  this  conservatism. 

The  temperature  came  down  the  following  day, 
but  the  delirium  continued  during  that  and  the 
day  after.  Then  for  five  days  the  patient  was 
rational  and  without  fever,  though  restless  and 
very  weak. 

On  November  12th,  six  days  after  the  first 
chill,  he  had  a  second  chill,  which  was  followed 
by  a  rise  of  temperature  to  103 3 .  (This  and  all 
temperatures  here  mentioned  were  axillary.)  On 
the  13th  a  third  chill  occurred,  w  hich  was  followed 
by  a  rise  of  temperature  to  106 3 .  This  height 
was  reached  at  midnight.  At  eight  the  next 
morning  the  temperature  was  96.5  °,  a  fall  of 
nearly  ten  degrees  in  eight  hours.  On  the  14th 
there  was  a  fourth  chill,  with  a  rise  of  tempera- 
ture to  103  J,  and  on  the  15th  a  fifth,  with  a  rise  to 
105 °.  After  that  there  were  no  more  chills,  and 
the  temperature  became  normal. 

During  this  severe  septic  attack  the  patient  be- 
came very  feeble,  but  at  no  time  was  he  too  weak 
to  get  out  of  bed,  which  he  did  occasionally  de- 
spite the  efforts  of  his  attendants  to  restrain  him. 
His  pulse  was  at  times  very  feeble,  irregular  and 
intermittent.  His  tongue  had  the  dry.  scarlet  ap- 
pearance characteristic  of  urinary  septicaemia,  and 


April,  1905 


BROOKLYN  MEDICAL  JOURNAL. 


153 


dryness  of  the  mouth  was  the  symptom  which  dis- 
tressed him  most. 

The  treatment  during  the  second  period  of 
chills  was  not  changed  from  that  originally  given 
except  that  the  urotropin  was  administered  every 
four  hours  instead  of  four  times  a  day,  and 
moderate  doses  of  bromide  of  sodium  and  very 
small  doses  of  morphine  were  given  to  relieve  the 
great  restlessness  from  which  the  patient  suffered. 

Under  this  treatment  the  patient  so  far  recov- 
ered that  he  was  able  in  the  latter  part  of  Decem- 
ber to  go  to  his  place  of  business  in  a  closed 
carriage.  His  urine  was  then  clear,  and  he  did 
not  pass  it  oftener  than  once  every  two  or  three 
hours,  which  was  about  the  frequency  before  the 
attack  of  cystitis  occurred.  He  was  considerably 
weaker  in  body  than  before — complained  of  get- 
ting tired  very  quickly  on  slight  exertion — but 
was  not  markedly  so  in  mind.  He  took  no  heart 
stimulant  except  an  occasional  small  dose  of 
strychnine. 

Considering  the  age  of  this  patient  and  the  ex- 
tent of  the  septic  infection,  as  shown  by  the  sever- 
ity of  the  chills  and  the  height  of  the  fever,  his 
recovery  was  a  remarkable  event,  to  which,  it  may 
justly  be  claimed,  the  conservatism  of  his  treat- 
ment contributed  materially. 


A  CASE  OF  EPITHELIOMA  OF  EXTERNAL  AUDITORY 
CANAL,  TYMPANIC  CAVITY  AND  MASTOID. 


BY  B.  C.  COLLINS,  M.D. 

Patient  and  slides  shown  at  Section  meeting 
O.  R.  S.  The  patient  was  seen  first  on  the  1 6th 
day  of  January,  1904.  Referred  by  his  family 
physician  for  a  discharging  right  ear.  The  pa- 
tient, male,  21  years  of  age,  an  athlete  in  the 
best  of  condition.  It  seems  that  he  had  no  trouble 
previous  to  three  weeks  ago,  when  playing  foot- 
ball he  was  struck  a  hard  blow  back  of  ear,  which 
rendered  him  unconscious,  but  did  not  interfere 
with  his  resuming  the  game.  A  few  days  later 
his  ear  began  to  discharge,  not  preceded  by  pain, 
and  he  consulted  his  family  physician.  Syring- 
ing the  ear  with  an  antiseptic  solution  was  ad- 
vised, and  he  was  seen  at  intervals  for  three 
weeks,  with  no  diminution  of  discharge.  For 
four  days  previous  to  my  seeing  him  he  had  had 
severe  continuous  pain,  and  had  been  unable  to 
sleep  the  night  before. 

On  examination  I  found  the  meatus  swollen 
and  full  of  pus,  the  mastoid  swollen  and  red, 
but  not  oedematous,  pressure  in  front  of  tragus 
produced  great  pain,  but  no  pain  on  pressure  over 
mastoid.    A  large  polypoid  mass  was  seen  to 


fill  the  meatus,  and  the  lumen  of  canal  was  great- 
ly diminished.  I  removed  the  polypus  with  the 
snare  but  could  not  make  out  a  pedicle  or  its  at- 
tachment. 

He  reported  again  in  three  days  free  from 
pain,  discharge  very  slight,  the  swelling  of  mas- 
toid had  disappeared,  and  the  tenderness  in  front 
of  tragus  had  nearly  subsided,  but  the  narrowing 
of  the  meatus  near  the  drum  persisted.  Still 
from  the  great  improvement  in  his  condition  I 
predicted  a  disease  of  short  duration,  advised 
continuing  the  syringing,  and  to  report  again  in 
a  week. 

This  time  I  found  the  patient  comfortable, 
discharge  slight,  but  inspection  showed  a  renew- 
al of  the  polypoid  mass.  I  advised  an  opera- 
tion for  its  complete  removal,  but  consent  was 
refused.  I  asked  Dr.  Braislin  to  see  the  case 
with  me  and  he  could  make  no  diagnosis,  but  felt 
as  I  did,  that  an  exploratory  operation  was  in 
order.  I  removed  a  piece  of  the  growth  and 
had  it  examined  by  Dr.  Schirmer,  who  pro- 
nounced it  epithelioma,  the  pearly  cells  and  nests 
showing  very  nicely. 

I  then  told  the  patient  the  nature  of  the  disease 
and  its  danger,  and  he  consented  to  an  operation. 
At  the  time  I  thought  the  growth  was  merely 
attached  to  the  canal  wall  and  all  that  would 
be  necessary  was  to  dissect  and  detach  the  car- 
tilagenous  from  the  bony  canal,  removing  that 
portion  of  the  membrane  and  cartilagenous  canal 
involved  and  allow  it  to  granulate,  but  I  found 
an  entirely  different  condition  of  affairs. 

I  might  here  remark  that  the  patient  felt  well 
enough  to  compete  in  a  skating  race  the  night 
before  the  operation. 

I  operated  at  the  Brooklyn  Eye  and  Ear  Hos- 
pital, assisted  by  Dr.  Shattuck  and  the  house  sur- 
geon. On  dissecting  and  exposing  the  bony 
auditory  canal,  I  found  its  posterior  wall  neu- 
rosed,  the  outside  loosened  and  laying  in  a  mass 
of  granulation,  the  tympani  cavity  filled  with 
granulation,  so  I  decided  to  open  the  antrum. 
On  removing  the  outer  table  of  the  mastoid  I 
exposed  a  black  mass  of  necroses  which  had  com- 
pletely gutted  the  entire  mastoid  process  and 
posterior  bony  wall  of  the  external  auditory 
canal. 

This  necrosis  extended  posteriorly  to  expose 
the  dura  and  lateral  sinus,  above  opening  the 
cerebral  fossil  and  the  mastoid  apex  below.  I 
decided  to  treat  the  soft  parts  after  removing 
all  involved  after  the  pansa  flap  method,  as  one 
would  for  the  radical  mastoid  operation,  except 
leaving  a  small  gauze  drain  posteriorly  in  the 
apex.    The  result  was  very  good,  healing  was 
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slow,  and  as  I  would  not  promise  a  cure,  the 
case  left  me  before  it  was  healed  and  went  under 
the  care  of  an  irregular  practitioner.  Shortly 
after  it  became  infected,  and  is  running  yet — 
new  growths  appearing  at  intervals. 

Epithelioma^  in  the  middle  ear  and  mastoid 
process  arise,  according  to  the  observations  of 
Foynlue,  Wilde,  Schwartz,  Lucae  and  others, 
either  during  the  course  of  an  existing  suppura- 
tion of  the  middle  ear,  or  after  the  cessation  of 
a  careous  process  in  the  temporal  bone.  For  this 
reason  the  growths  protruding  through  the  per- 
foration or  in  the  canal  are  mistaken  for  polypae 
until  their  repeated  occurrence  or  a  microscopical 
examination  reveal  their  nature.  In  the  great 
majority  of  cases  a  fatal  result  is  caused  by  men- 
ingitis, abscess  of  the  brain,  or  sinus  thombosis. 

Politzer  says  epithelial  new  formations  develop 
most  frequently  on  the  auricle  and  external  canal ; 
less  frequently  in  the  tympanic  cavity  and  mastoid 
process. 

Did  the  blow  on  the  mastoid  produce  the  dis- 
ease? I  say  yes,  and  think  the  necrosis  in  the 
mastoid  started  before  the  ear  began  to  discharge 
and  that  the  pus  made  its  way  through  the  ne- 
crotic canal  wall  before  the  tympanic  cavity  be- 
came involved.  In  spite  of  the  fact  that  other 
table  was  hard. 

I  feel  that  at  the  time  I  first  saw  the  case  when 
he  was  having  great  pain  and  tenderness  over 
mastoid  was  the  time  of  beginning  mastoid 
necrosis,  and  that  the  removal  of  the  granulation 
from  the  posterior  canal  wall  gave  vent  to  the 
pus  or  drainage,  and  his  pain  was  relieved.  I  do 
not  feel  that  any  one  would  have  operated  at  this 
time,  however,  as  the  relief  was  so  great  and  such 
an  improvement  followed.  Then  again,  the 
patient  would  never  have  consented,  as  he  did 
not  feel  at  all  unwell. 

The  patient's  general  condition  would  not  have 
led  one  to  believe  that  his  temporal  bone  could 
have  undergone  such  necrosis,  and  it  is  hard  to 
say  what  prevented  his  lateral  sinus  or  cerebrum 
from  infection,  as  both  were  exposed,  but  of 
course  the  dura  was  not  injured.  No  rise  of  tem- 
perature at  any  stage  before  the  operation. 


ELEPHANTIASIS     OF     THE  SCROTUM. 

WILLIAM  FRANCIS  CAMPBELL,  M.D. 

In  reporting  the  following  case  I  desire  to  call 
attention  to  the  mechanical  pressure  of  a  truss 
worn  for  many  years  as  a  causative  factor  in  the 
etiology  of  this  troublesome  affection. 


Patient  A.  G.  was  referred  to  me  by  Drs.  Boes 
of  Brooklyn-New  York,  and  gave  the  following 
history : 

Born  in  Germany,  age  58,  married,  bricklayer 
by  occupation.  Came  to  America  thirty  years 
ago.  Always  enjoyed  good  health.  Twenty- 
four  years  ago,  after  lifting  a  heavy  weight,  no- 
ticed a  protrusion  in  the  left  inguinal  region,  and 
was  advised  to  wear  a  truss. 

Twelve  years  ago  he  noticed  a  protrusion  on 
the  right  side,  and  was  advised  to  wear  a  truss. 

For  the  respective  periods  of  twenty-five  and 
twelve  years  he  has  worn  first  a  single,  then  a 
double  truss.  He  weighs  about  225  lbs.  His  oc- 
cupation required  frequent  bending  over,  and 
there  is  consequently  much  pressure  over  the  in- 
guinal rings,  varying  according  to  the  patient's 
attitude. 

I  first  saw  the  patient  last  June.  He  gave  a 
history  of  scrotal  enlargement  beginning  four 
years  ago.  The  scrotum  was  enormously  hyper- 
trophied.  and  presented  the  appearance  as  seen  in 
Figure  I.  The  penis  was  hidden  in  a  fold  of  the 
skin,  and  could  be  seen  only  by  being  dislodged. 
The  skin  was  thick,  brawny,  corrugated,  truly 
elephantine  in  texture.  There  was  no  pain,  no 
history  of  local  inflammatory  changes,  no  dis- 
ease of  the  inguinal  gland. 

The  history  simply  emphasized  three  things : 

1st.  Inguinal  hernia  double. 

2d.  Constant  wearing  of  truss  over  long  period. 

3d.  Obstruction  to  lymph  stream  resulting  in 
the  enormous  growth  of  scrotal  tissue. 

Patient  was  advised  to  have  the  scrotum  ampu- 
tated, and  consented  to  the  operation  last  July. 
Two  incisions  were  made  on  either  side  in  the 
inguinal  region  following  the  course  of  the  cord. 
The  cord  and  testicles  were  then  dissected  out  of 
the  scrotum  and  drawn  aside,  the  scrotum  was 
then  amputated.  Clamps  being  applied  before  in- 
cisions were  made,  the  loss  of  blood  was  greatly 
minimized. 

After  removing  the  scrotum  a  new  scrotum 
had  to  be  formed,  and'  covering  for  the  penis  pro- 
vided. This  was  satisfactorily  accomplished  by 
dissecting  flaps  of  skin  from  the  perineum  and 
sides  of  the  thigh.    The  result  is  shown  in  Fig.  2. 

Patient  suffered  little  shock  from  the  opera- 
tion, and  returned  home  in  three  weeks.  Parts 
of  the  incision  were  slow  in  healing,  but  finally 
satisfactory  union  was  obtained.  When  last  seen 
patient  felt  perfectly  well,  working  at  his  trade 
every  day.  and  grateful  for  the  relief  afforded 
from  this  burdensome  affliction. 

The  interest  in  this  case  centers  in  its  etiology. 
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We  are  aware  that  the  underlying  cause  in  ele- 
phantiasis is  lymph  stasis  caused  by  lymphatic 
obstruction  from  some  cause.  Erysipelatoid  in- 
flammations, invasion  of  the  Filaria  sanguinis 
hominis,  extirpation  of  the  inguinal  glands,  me- 
chanical pressure  from  new  growths  are  the  com- 
mon causes.  I  have  not  found  however  any  cases 
reported  assigning  truss  pressure  as  the  manifest 
cause  of  this  affection.  If  the  lymph  circulation 
be  recalled  it  will  be  seen  that  the  scrotum  is  ex- 
tremely rich  in  lymphatics,  that  it  is  covered  by  a 
network  of  branches  which  are  collected  in  large 
trunks,  ten  or  fifteen  on  each  side.  These  trunks 
terminate  in  the  superficial  inguinal  glands. 

The  pressure  of  a  truss  will  exert  its  greatest 
force  just  where  these  lymphatic  trunks  empty 
into  the  glands.  Where  such  pressure  is  con- 
tinued over  a  period  of  years  on  both  sides  (elimi- 
nating the  chance  of  a  compensatory  circulation) 
there  can  be  little  doubt  of  this  pressure  acting 
from  without  being  the  causative  factor  in  pro- 
ducing elephantine  changes  in  the  scrotal  tissues. 


REPORT  OF    A    CASE    OF  HYSTERICAL  APHASIA 
AND  PARALYSIS. 


BY  LE  G.  KERR,  M.D. 

Because  of  the  unusual  character  of  the  case 
to  be  reported,  I  wish  to  bring  the  facts  before 
you,  not  according  to  the  usual  way,  but  more 
in  the  order  in  which  they  occurred. 

On  November  7,  1904,  Annie  H.,  aged  seven 
years  and  ten  months,  slipped  and  fell  down 
several  steps  of  a  flight  of  stairs.  The  force  of 
the  fall  was  almost  entirely  received  upon  the 
back.  The  following  day,  the  child  was  un- 
usually quiet,  and  complained  constantly  of  pain 
in  the  back. 

November  8th,  and  twenty-six  hours  after  the 
injury,  awakening  from  sleep,  the  child  made 
frantic  endeavors  to  speak,  and  was  unable  to 
do  so. 

Lifted  from  the  bed,  she  was  found  unable  to 
walk,  or  even  stand,  although  the  arms  were  used 
freely. 

Examination  at  this  time  showed  complete 
aphasia,  and  although  the  movements  of  the 
hands  were  unimpaired,  there  was  inability  to 
express  thoughts  in  writing.  There  were  several 
contusions  over  the  lower  part  of  the  back,  and 
the  body  was  held  rigidly  flexed  toward  the  left 
side.  Any  attempt  to  correct  this  caused  great 
pain.  There  was  a  complete  paralysis  of  the  left 
lower  limb,  and  measurements  showed  an  inch 


and  a  half  shortening.  The  lower  part  of  the 
spine  was  very  painful  upon  the  slightest  pres- 
sure, or  even  when  the  bed  was  jarred.  The 
whole  of  the  left  limb  was  hyperesthesic.  Ques- 
tioning elucidated  the  following  family  history : 

Paternal  grandfather  killed ;  grandmother  died 
of  bronchial  asthma ;  father  has  been  confined  for 
some  weeks  in  an  asylum,  suffering  from  an  al- 
coholic insanity.  Maternal  grandfather  died  of 
apoplexy ;  grandmother,  cause  unknown,  at  61 
years.  Mother  is  alive  and  in  perfect  health. 
There  are  nine  other  children,  all  accounted  for, 
in  perfect  health,  with  these  exceptions :  A 
twelve-year-old  boy  who  is  a  deaf  mute.  This 
followed  an  abscess  from  otitis,  and  was  accom- 
panied by  a  severe  meningitis,  at  the  age  of  four. 

As  the  hour  was  late  and  conditions  were  un- 
favorable for  close  observation,  no  further  ex- 
amination was  attempted  until  the  following 
morning. 

At  that  time,  Nov.  9th,  the  condition  remained 
the  same,  except  that  toward  early  morning,  the 
child  had  cried  out  once,  the  single  word, 
"mama." 

The  question  naturally  arose,  How  much  of  the 
condition  was  due  to  the  injury,  and  how  much 
was  of  neurotic  origin,  independent  of  the  injury? 

Against  a  diagnosis  of  hysteria  stood  these 
facts : 

The  history  of  an  injury  and  the  presence  of 
several  contusions  to  confirm  that  history. 

Paralysis  and  aphasia  quickly  following  the 
injury. 

The  previous  excellent  health  of  the  child. 

Most  important  of  all,  the  youth  of  the  patient, 
hysteria  being  very  rare  under  ten  years. 

Against  the  probability  of  the  injury  being 
wholly  responsible  was : 

The  hyperesthesia  of  the  whole  limb  involved. 

That  one  word  uttered  during  the  night;  it 
must  be  accounted  for. 

The  shortening  of  the  limb,  the  pain  on  motion, 
the  pain  upon  pressure  over  the  spine,  the  flexed 
position  of  the  body,  could  all  be  accounted  for 
upon  either  of  the  premises,  an  injury  or  hysteria. 

After  weighing  all  the  evidence,  the  decision 
was  made  in  favor  of  hysteria,  and  appropriate 
treatment  instituted.  The  injury  was  treated 
simply  as  an  annoying  coincidental  difficulty  to 
diagnosis. 

Two  days  later  the  child  spoke  several  words, 
then  relapsed  into  its  former  condition.  Dr. 
Rome  saw  the  case  with  me  several  days  later, 
when  it  had  become  one  of  alternating  aphasia 
and   paralysis   with    complete  control    both  of 
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speech  and  motion.  The  condition  persisting,  I 
insisted  upon  the  child's  removal,  which  result- 
ed in  a  progressive  improvement. 

Since  Dec.  1st,  there  has  not  been  any  evidence 
of  a  return  of  the  trouble,  and  the  only  treatment 
at  present  is  general  tonics,  given  empirically, 
I  must  admit,  for  I  am  still  unable  to  discover 
any  organic  or  functional  disturbance  which  ap- 
peals for  treatment. 


TRANSACTIONS  OF  SOCIETIES. 


THE     MEDICAL     SOCIETY     OF  THE 
COUNTY   OF  KINGS. 


Stated  Meeting,  March  21,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

There  were  about  100  members  present. 
The  meeting  was  called  to  order  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 

REPORT  OF  COUNCIL. 

The  following  candidates  for  membership  have' 
been  accepted  by  the  Council : 

M.  M.  Apfel,  331  South  Fifth  Street. 

Robert  F.  Bliss.  383  Park  Place. 

Frank  E.  Brown,  M.  E.  Hospital. 

Maurice  E.  Connor,  95  Berry  Street. 

C.  B.  Cortright,  1 571  Bergen  Street. 

Roger  Durham,  M.  E.  Hospital. 

John  A.  Ferguson,  1187  Gates  Avenue. 

C.  J.  Koehler,  313  South  Fifth  Street. 

Abraham  Moss,  203  Bedford  Avenue. 

John  H.  Reb,  328  Jay  Street. 

George  H.  Reichers,  141 1  Bushwick  Avenue. 

Henry  Tarbox,  154  Herkimer  Street. 

APPLICATIONS  FOR  MEMBERSHIP. 

The  following  applications  have  been  received : 
William  Pfeiffer,  377  McDonough  Street,  Cor- 
nell, 1903. 

Proposed  by  O.  A.  Gordon. 
Seconded  by  John  A.  Lee. 

Henry  Tarbox,  154  Herkimer  Street..  Univ. 
Penn.,  1903. 

Proposed  by  N.  P.  Geis. 

Seconded  by  Membership  Committee. 

Owen  M.  Waller,  762  Herkimer  Street,  How- 
ard Univ.,  1903. 

Proposed  by  Membership  Committee. 

William  H.  Woglom,  24T  McDonough  Street, 
P.  &.  S.,  1901. 

Proposed  by  A.  M.  Judd. 

Seconded  by  Clayton  Sharpe. 


John  L.  Crosts,  295  Jefferson  Avenue,  Albany 
Med.  Coll.,  1900. 

Proposed  by  Walter  B.  Chase. 

Seconded  by  Carroll  Chase. 

David  Gingold,  53  Sumner  Avenue,  Cornell, 
1900. 

Proposed  by  J.  M.  Clayland. 
Seconded  by  W.  C.  Wood. 
S.  J.  Altier,  6  Sumner  Avenue,  Univ.  Vermont, 
1890. 

Proposed  by  J.  W.  Fleming. 
Seconded  by  Henry  Schelling. 

ELECTION  OF  MEMBERS. 

The  following  having  been  duly  proposed  and 
accepted  by  the  Council,  were  declared,  by  the 
President,  elected  to  active  membership. 

William  E.  Beardsley,  Bellevue,  1878. 

Fred.  E.  Hamlin,  N.  Y.  Univ.,  1893. 

George  D.  Homlin,  N.  Y.  Univ.,  1883. 

Charles  G.  O'Connor,  P.  &  So.,  1899. 

Charles  L.  Stone,  Cornell,  1902. 

DECEASED  MEMBER. 

The  President,  on  behalf  of  the  Historical 
Committee,  announced  the  death  of  Dr.  John 
Joseph  Prendergast,  member  1885  to  1892,  who 
died  March  1,  1905. 

SCIENTIFIC  PROGRAM. 

1.  Paper:  "A  Case  of  Extensive  Carcinoma 
of  the  Tongue  and  Neck,  Presenting  Points  of 
Special  Interest.  By  Dr.  Wm.  Seaman  Bain- 
bridge. 

Discussed  by  Drs.  W.  C.  Wood,  R.  S.  Fowler, 
and  Bainbridge. 

2.  Paper  :  "The  Present  Methods  and  Results 
in  Operative  Attacks  on  the  Hypertrophied  Pros- 
tate."  By  Dr.  Lewis  S.  Pilcher. 

Discussed  by  Drs.  Eugene  Fuller,  Parker 
Syms,  and  G.  R.  Fowler. 

There  being  no  further  business  before  the 
meeting,  it  was,  on  motion,  duly  carried. 

Adjourned.  j0Hn  A.  Lee, 

Secretary. 


THE    MEDICAL    SOCIETY    OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  December  20,  1904. 


The  President,  J.  E.  Sheppard,  M.D.,  in  the 
Chair. 

Paper:  Some  forms  of  Dyspnoea  and  their 
Treatment,  by  Dr.  John  A.  McCorkle. 
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Discussion. 

Dr.  H.  A.  Fairbairn  :  I  have  listened  to  this 
paper  with  a  great  deai  of  pleasure,  and  my  re- 
marks will  be  more  a  review  of  some  of  its  points 
than  a  discussion. 

Dr.  McCorkle  points  out  that  dyspnoea  is  a 
symptom  of  various  disorders.  Its  origin  may  be 
some  mechanical  obstruction,  or  it  may  be  in  the 
circulatory  or  nervous  systems,  or  some  toxaemia 
may  be  the  active  cause.  The  point  to  dwell  on, 
therefore,  is,  look  for  the  basic  cause  and  treat 
it. 

An  examination  of  the  therapeutic  measures  he 
describes  will  give  some  idea  of  the  complexity  of 
the  subject:  strychnia,  atropia,  aconite,  digitalis, 
nitroglycerine,  potassium  iodine,  arsenic,  stimu- 
lation of  the  various  emunctories.  The  paper  is 
a  contribution  to  logical  medicine  and  the  lesson 
it  enforces  is,  do  not  treat  symptoms  alone,  but 
attend  to  the  basic  cause. 


LONG  ISLAND  MEDICAL  SOCIETY. 


January  3,  1905. 


N.  T.  Beers,  M.D.,  Editor. 

W.  A.  Tomes,  M.D.,  President,  in  the  Chair. 

Report  of  a  case  of  Epithelioma  of  the  Audi- 
tory Canal,  Tympanic  Cavity  and  Mastoid  Cells. 
Dr.  15.  C.  Collins. 

Discussion. 

Dr.  Braislin  said  the  auditory  canal,  when  he 
saw  it,  had  at  the  upper  and  posterior  wall,  where 
the  mass  bulged  outward,  a  peculiar,  bluish, 
edematous  appearance;  otherwise  it  might  have 
been  considered  a  mass  of  granulomata.  He  was 
interested  in  the  later  developments  just  reported 
by  Dr.  Collins,  in  that  he  had  heard  indirectly 
from  the  patient  after  the  case  had  passed  from 
the  doctor's  care,  that  he  was  rapidly  improving 
and  was  nearly  well.  The  late  report  disproved 
the  belief  of  the  patient  and  confirmed  the  diagno- 
sis of  epithelioma  and,  consequently,  the  unfor- 
tunate prognosis.  Fortunately  these  cases  are 
rare,  especially  in  subjects  so  young,  but  as  they 
are  apt  to  be  encountered,  early  diagnosis  and 
thorough  extirpation,  as  was  done  here,  must  still 
be  depended  upon  to  obtain  the  only  chance  of 
recovery. 

Dr.  BuiST  said  that  he  thought  X-ray  would 
have  been  of  little  use  in  the  case,  as  the  epith- 


homa  had  reached  the  bone,  and  because  of  the 
youth  of  the  patient. 

Conservatism  vs.  Radicalism  in  Medicine,  with 
Report  of  a  Case  of  Conservatism,  by  Dr.  E.  E. 
Cornwall. 

discussion  by  drs.  tomes  and  stivers. 
Elephantiasis  of  Scrotum.    Dr.  W.  F.  Camp- 
bell. 

Report  of  Case  of  Hysterical  Aphasia  and 
Paralysis.    Dr.  Le  G.  Kerr. 

Remarks  on  Suppurative  Inflammations  of  the 
Accessory  Cavities  of  the  Nose.  Dr.  W.  C. 
I  >raislin. 


MEDICAL  SOCIETY  OF  THE  COUNTY 
OF  KINGS. 


section  on  pediatrics. 


John  R.  Stivers,  M.D.,  Editor. 

The  regular  meeting  of  the  section  was  held 
on  December  28,  at  13 13  Bedford  Avenue,  Dr. 
George  F.  Little,  the  Chairman,  presiding. 

Drs.  Hutchinson,  Read,  Bartley,  Northridge 
and  Edson  were  appointed  a  committee  to  draft 
resolutions  of  sympathy  on  the  death  of  Dr.  Hen- 
ry C.  McLean. 

Dr.  Benj.  Edson  read  a  paper  on  Dukes'  Dis- 
ease. The  paper  was  discussed  by  Drs.  Kerr, 
Bartley,  Read  and  Hutchinson. 

Dr.  Kerr  reported  a  case  of  hysterical  paralysis 
with  aphasia. 

Dr.  Kerr  :  It  is  a  wise  conservatism  in  med- 
icine which  says,  "Accept  nothing  until  proven." 
That  is.  I  believe,  the  status  of  the  so-called 
Dukes'  Disease.  There  are  irregular  types  of  all 
of  the  exanthemata  in  every  epidemic,  and  some 
epidemics  are  themselves  irregular.  Pleasant,  of 
Baltimore,  recently  reported  a  series  of  thirty- 
two  cases  which  might  have  been  classed  as  the 
Fourth  Disease,  and  in  fact  were  so  classed  by 
some.  All  of  these  thirty-two  were  soon  after 
exposed  to  an  epidemic  of  German  measles  and 
in  no  case  was  it  contracted. 

The  very  phraseology  of  Dukes'  in  the  Lancet, 
when  he  compares  rubella  with  the  Fourth  Dis- 
ease symptom  by  symptom,  seems  to  show  a  de- 
sire to  prove  something.  Even  then  the  differ- 
ence is  not  marked  enough  to  warrant  us  in 
hastily  adding  another  supposed  new  disease  to 
our  list. 

Dr.  Geo.  F.  Little  :  A  Case  of  Epidemic  Cere- 
brospinal Meningitis ;  treated  by  Lysol. 
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A  CASE  OF  SPINA  BIFIDA. 

Dr.  Wm.  A.  Northridge:  This  case  of  hy- 
drorrhacis  was  peculiar  in  that  the  sac  was  almost 
entirely  hidden  by  the  superimposed  normal  tis- 
sues. 

A  little  girl  was  brought  to  the  Babies'  Hospital 
with  the  statement  that  she  had  been  treated  in  a 
Manhattan  hospital  for  paralysis  of  the  lower 
extremities  and  inflammation  of  the  left  knee 
joint.  A  plaster  cast  had  been  part  of  the  treat- 
ment. 

The  child  was  14  months  of  age,  very  fat,  and 
in  excellent  condition  as  to  nutrition.  The  left 
knee  joint  was  swollen  and  painful.  The  mobil- 
ity of  the  lower  extremity  was  so  much  affected 
that  the  child  could  not  walk  or  make  any  attempt 
to  stand  or  sit  up.  When  placed  upon  her  back- 
she  cried  and  turned  over  on  her  side.  This 
caused  me  to  examine  her  spine  carefully,  when 
I  discovered  a  tumor  7 J-2  cm.  in  diameter,  quite 
flat  and  with  a  wide  base.  It  was  placed  in  the 
lumbo-sacral  region,  well  under  the  skin  and 
adipose  tissues,  but  not  adherent  to  them.  It 
caused  a  slight  prominence,  felt  like  a  lipoma,  but 
more  elastic. 

I  aspirated  and  removed  14  c.c.  of  colorless 
fluid  which  Dr.  Belcher  examined  and  declared 
sterile  arid  to  be  undoubtedly  cerebro-spinal 
fluid.  The  withdrawal  was  followed  by  the 
happiest  results.  The  child  could  now  lie  upon 
her  back  without  pain ;  she  soon  learned  to  stand 
and  move  her  legs  freely,  and  the  symptoms 
around  the  knee  joint  disappeared.  She  is  now 
awaiting  recovery  from  an  intercurrent  acute  dis- 
ease, when  more  of  the  fluid  will  be  withdrawn. 
I  shall  report  the  final  results  later  on. 


THE  BROOKLYN  SURGICAL  SOCIETY. 


Regular  Meeting,  January  5,  1905. 

The  President,  W.  B.  Brinsmade,  M.D.,  in  the 
Chair. 


RUPTURE  OF  INTESTINE  BY  TAXIS. 

Dr.  T.  B.  Spence  said  that  he  reported  this 
case  because  of  its  extreme  rarity.  He  had  never 
heard  of  just  such  a  case.  A  butcher,  40  years 
of  age,  had  a  history  of  having  had  a  hernia  for 
twenty  years.  He  had  worn  a  truss  all  that  time, 
and  had  the  hernia  pretty  well  under  control. 
Early  last  year,  one  night  about  9:30,  while  lift- 
ing some  heavy  pieces  of  meat,  the  hernia  slipped 


out  from  beneath  the  truss.  He  immediately 
took  the  truss  off  and  attempted  to  put  the  hernia 
back  and  found  he  could  do  so,  but  with  more 
difficulty  than  usual.  Immediately  afterward  he 
was  seized  with  pretty  severe  abdominal  pain,  and 
suffered  quite  a  good  deal  from  shock.  He  was 
carried  home  by  some  of  his  companions.  A  phy- 
sician was  called  who  recommended  him  to  go  to 
the  hospital. 

At  12:30  he  came  to  the  Methodist  Episcopal 
Hospital.  He  was  found  suffering  extreme  pain, 
although  he  had  had  pretty  big  doses  of  morphine. 
His  abdomen  was  hard  and  tender,  although 
the  tenderness  decreased  greatly  after  the  admin- 
istration of  the  morphine.  It  seemed  advisable 
to  prepare  him  for  immediate  operation.  The 
exact  condition  was  problematical.  It  looked  a 
good  deal  like  a  case  of  partially  reduced  hernia. 
However,  an  incision  showed  that  the  sac  was 
empty  and  that  the  internal  ring  was  free,  but 
coming  out  from  it  was  some  turbid  serum.  Dr. 
Spence  put  his  finger  through  the  internal  ring, 
but  could  find  nothing  out  of  the  way,  and  then 
made  an  incision  in  the  abdomen  along  the  side 
of  the  right  rectus,  and  discovered  a  good  deal 
of  turbid  fluid  in  the  abdomen.  A  portion  of 
the  gut,  a  foot  long,  was  found  to  be  congested, 
and  at  the  middle  of  this  piece  of  small  gut  was  a 
rupture  about  three-fourths  of  an  inch  long,  lon- 
gitudinal with  the  gut,  undoubtedly  made  by  the 
man's  own  attempts  at  taxis.  This  was  closed 
with  Lembert  sutures,  the  pelvis  was  washed  out 
and  a  drainage  tube  left  running  down  to  the 
pelvis,  and  the  hernia  wound  was  closed  as  for 
radical  cure. 

There  was  some  difficulty  the  first  three  days  in 
moving  the  bowels  and  vomiting  was  present. 
After  that  the  patient  did  well  until  the  end  of 
the  second  week.  He  then  developed  an  attack 
of  pain  over  the  region  of  the  liver ;  and  at  that 
time  it  was  learned  that  he  had  had  similar  at- 
tacks before.  His  temperature  rose,  he  became 
very  tender  and  a  mass  could  be  felt  in  the  region 
of  the  gall  bladder.  An  operation  was  done,  the 
gall  bladder  opened  and  four  ounces  of  pus  was 
found  in  it.  There  were  no  gall  stones.  There 
was  a  lot  of  necrotic  material.  It  seemed  es 
though  the  whole  mucous  membrane  had 
sloughed.  That  was  removed  and  a  drain  was 
put  in.  At  the.  end  of  three  weeks  the  wound 
had  healed  and  he  has  been  well  since. 

Dr.  Spence  expressed  his  belief  that  it  was 
very  unusual  for  a  patient  with  a  hernia  to  rup- 
ture a  piece  of  normal  gut  by  his  own  attempts  at 
taxis. 
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Discussion. 

Dr.  Paul  M.  Pilcher,  referring  to  Dr. 
Spence's  case,  reported  one  somewhat  similar  but 
without  rupture,  His  patient,  a  man  50  years  of 
age,  had  never  suffered  from  a  hernia  that  he 
knew  of.  During  the  night  he  was  seized  with 
an  attack  of  cardiac  failure,  with  marked  em- 
barrassment of  respiration.  The  next  day  he 
consulted  a  physician  about  noon,  complaining  of 
pain  in  the  left  inguinal  region.  Upon  examina- 
tion the  physician  found  an  oblique  inguinal 
hernia,  size  of  a  hen's  egg.  Attempts  at  reduc- 
tion by  taxis  were  unsuccessful,  and  patient  was 
sent  to  the  hospital.  Dr.  Pilcher,  Jr.,  saw  him  at 
six  o'clock  after  the  House  Surgeon  had  tried 
taxis.  The  hernial  protrusion  was  very  tender  and 
showed  symptoms  of  strangulation.  The  incar- 
ceration or  strangulation  had  been  of  so  short 
duration  that  Dr.  Pilcher  decided  to  try  taxis, 
and  by  manipulation  in  a  few  moments  the  in- 
testine dropped  back  into  the  abdominal  cavitv. 
The  man  was  very  much  relieved.  He  had  a 
double  heart  murmur  and  his  cardiac  action  was 
much  embarrassed.  His  respirations  and  pulse 
were  rapid. 

During  the  night  the  patient  began  to  feel 
badly  again.  In  the  morning  the  speaker  found 
him  vomiting.  All  attempts  to  move  the  bowels 
were  futile.  There  did  not  seem  to  be  any  dis- 
tention, nor  any  localized  point  of  tenderness,  and 
it  was  decided  to  wait  for  a  while  before  doing 
anything.  The  vomiting  continued,  and  at  three 
in  the  afternoon  it  became  fecal.  Dr.  Spence  saw 
the  case  and  advised  waiting  longer. 

Dr.  Pilcher,  Jr.,  saw  him  again  in  the  evening 
and  he  was  still  vomiting.  At  midnight  he  was 
vomiting  large  amounts  of  fecal  material,  and 
immediate  operation  was  ordered.  On  opening 
the  abdomen  the  intestines  were  explored  from 
one  end  to  the  other,  but  no  perforation  or  strang- 
ulation was  found,  except  at  one  point,  which 
showed  signs  of  previous  compression,  and  a 
small  piece  of  gut,  about  two  inches,  between 
these  points  was  congested  and  the  marks  of 
strangulation  were  still  evident.  There  was  also 
a  second  point  some  distance  from  that  at  which 
the  gut  had  been  compressed,  hut  there  was  no 
stricture  at  all.  Two  or  three  ounces  of  mag- 
nesium sulphate  solution  were  then  injected  into 
the  bowel  and  the  opening  closed  with  a  purse- 
string  suture.  The  patient  was  returned  to  the 
ward,  and  in  the  course  of  two  or  three  hours  he 
had  a  free  movement  of  the  bowels.  The  tender- 
ness and  rigidity  of  the  abdomen  lessened  very 
markedly,  and  in  the  morning  there  was  no  dis- 


tention. The  internal  ring  was  closed  from  the 
inside. 

The  next  night  the  patient  developed  an  oedema 
of  the  lungs,  but  that  was  controlled  by  infusion 
and  stimulants.  He  got  along  well  for  a  few 
days.  His  bowels  moved  regularly,  but  on  the 
fourth  or  fifth  day  he  died  from  cardiac  failure. 

The  case  was  interesting,  he  said,  because  of 
the  injury  to  the  gut  which  followed  a  short 
strangulation,  and  although  there  was  no  reduc- 
tion en  masse  of  the  hernia  and  no  constriction, 
still  the  bowels  failed  to  move.  In  this  case  as  in 
the  cases  previously  reported  by  the  speaker,  the 
intestinal  paresis  was  overcome  by  injecting  a 
solution  of  magnesium  sulphate  directly  into  the 
intestinal  canal. 

Dr.  W.  C.  Wood  said  that  one  day  this  autumn 
a  laboring  man  was  coming  from  Newark  to 
Brooklyn  when  an  old  hernia  bothered  him,  and 
he  fixed  himself  while  on  the  train.  He  was 
seized  with  a  great  deal  of  pain  while  on  the  ferry 
boat,  and  was  taken  by  ambulance  to  the  Brook- 
lyn Hospital.  There  he  appeared  with  a  well- 
marked  swelling  of  the  groin  that  was  supposed 
to  be  a  strangulated  hernia  in  the  canal,  not  hav- 
ing reached  the  scrotum.  There  was  no  definite 
attempt  at  taxis  made,  because  the  parts  were 
extremely  tender. 

Within  two  hours  the  abdomen  was  opened, 
expecting  to  find  a  strangulated  hernia.  The 
speaker  found  a  sac  full  of  fecal  material,  and 
on  continuing  the  opening  up  through  the  ring 
came  across  a  portion  of  the  large  intestine, 
evidently  previously  strangulated  with  a  rupture 
in  it  that  would  about  admit  the  little  finger.  In 
his  judgment  here  was  a  case  where  taxis  by  the 
patient  had  ruptured  the  intestine.  He  could  see 
no  other  explanation  for  the  case  now,  and  could 
see  no  other  explanation  at  the  time. 

Within  two  weeks  following  the  foregoing  Dr. 
Wood  saw  a  case  in  an  elderly  man,  who  had 
reduced  his  own  hernia  en  masse,  with  strangula- 
tion remaining  at  the  neck  of  the  sac ;  and  just 
recently  he  saw  one  of  those  interesting  cases  of 
interstitial  hernia,  often  spoken  of  as  properi- 
loncal  hernia,  where  the  testicle  seemed  to  act 
as  a  ball  valve,  causing  interference  with  the  re- 
duction of  the  hernia,  and  to  be  the  obstructing 
cause  of  the  strangulation. 

fractured  patella. 
Dr.  R.  S.  Fowler  reported  a  case  of  fracture 
of  the  patella.    The  operation  performed  five 
weeks  ago  consisted  of  suturing  the  capsule  with 
kangaroo  tendon,  and  the  placing  of  a  few  su- 
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tures  on  each  side  of  the  patella.  There  was 
about  one  and  a  half  inches  of  separation  at  the 
time  of  operation,  and  approximation  was  easily 
effected  and  complete.  The  interesting  point  in 
the  case  was  the  ability  of  the  man  to  get  around 
so  soon  after  an  operation  of  that  kind.  He  has 
not  got  a  great  deal  of  motion,  but,  of  course, 
that  will  increase. 

Discussion. 

Dr.  W.  C.  Wood  inquired  as  to  how  many  gen- 
tlemen had  been  doing  operations  for  these  frac- 
tures under  local  anaesthesia.  He  had  done  some 
and  found  it  quite  satisfactory.  Schleich's  mix- 
ture in  the  skin  was  used.  It  is  advantageous,  es- 
pecially in  elderly  people,  and  because  it  does 
away  with  all  struggling  coming  out  of  the  anaes- 
thesia, and  makes  the  operation  a  minor  one.  Dr. 
Wood  thought  the  method  of  suturing  the  cap- 
sule was  secure  enough  to  approximate  the  frag- 
ments, provided  there  was  no  traction  afterward. 
To  him  the  point  of  operation  is  to  remove  the 
fibrous  tissue  between  the  broken  ends.  It  re- 
quires little  traction  to  approximate  and  keep 
together  the  fragments  if  the  bony  surfaces  are 
clear. 

Dr.  M.  Figueira  objected  to  calling  this  a 
minor  operation  when,  he  said,  a  failure  might 
mean  the  loss  of  the  patient's  life.  He  also  ob- 
jected to  the  statement  that  the  fracture  will 
unite  as  well  if  the  fragments  were  not  approx- 
imated close  together.  If  approximation  is  not 
necessary  he  thought  the  operation  useless,  as  the 
object  of  it  is  to  bring  together  the  fragments 
so  as  to  get  bony  union.  If  this  was  not  secured 
he  could  not  see  the  sense  of  operating  at  all. 

Db.  W.  C.  Wood,  replying,  said  he  regretted 
he  did  not  make  himself  clear.  The  older  opera- 
tion for  fractured  patella  that  consisted  of  clear- 
ing off  the  surfaces  of  the  bone  and  wiring  it 
was  an  operation  of  marked  strength.  Unfor- 
tunately, too  often  it  ended  with  a  certain  amount 
of  stiffness  of  the  knee.  The  first  sixteen  cases 
that  were  done  in  that  way  were  performed,  he 
believed,  in  Bellevue  Hospital  at  the  time  he 
was  an  interne  there.  The  cases  were  shown  at 
the  Academy  of  Medicine.  Fourteen  of  these 
patients,  at  times  varying  after  the  operation, 
were  not  able  to  go  up  stairs  with  that  leg  first. 
In  other  words,  the  amount  of  stiffness  following 
the  wiring  operation  as  then  done  seemed  to  fail 
in  producing  sufficiently  early  pliability  of  the 
joint. 

The  operation,  as  done  by  Dr.  Fowler  in  this 
case,  he  believed  to  be  the  operation  of  choice. 
It  consists  in  clearing  off  most  thoroughly  the 


tissue  that  stretches  between  and  interferes  with 
the  bony  apposition,  and  then  these  bones  arc 
held  together  by  chromic  cat-gut  sutures  insert- 
ed, not  through  the  bone,  but  through  the  cap- 
sule over  the  bone.  This  produces  as  good  ap- 
position as  the  other  operation,  but  it  does  it  with- 
out furnishing  an  immediate  strong  bond  of 
union  between  the  two  fragments.  It  can  be 
broken  up  by  violent  struggling,  such  as  some 
patients  have  when  coming  out  of  anesthetics. 
In  that  respect  he  referred  to  it  as  a  minor 
operation,  as  compared  to  the  other,  and  he  also 
said  he  did  not  think  the  term  was  rightly  applied, 
as  any  patella  operation,  in  view  of  the  possibil- 
ities of  sepsis,  should  be  looked  at  as  a  serious 
procedure. 

PNEUMOCOCCUS  PERITONITIS. 

Dr.  J.  M.  Downey  reported  the  case  of  a  male, 
aged  20,  who  was  taken  with  a  chill,  pain  on  the 
left  side  of  the  thorax,  temperature  1040,  pulse 
130  and  respirations  35.  The  physical  signs 
showed  he  had  a  pneumonia  on  the  right  side, 
which  cleared  up  by  crisis  on  the  seventh  day. 
On  the  eighth  day  he  complained  of  severe  pain 
on  the  right  side  of  his  chest,  which  was  accom- 
panied by  a  rapid  rise  in  temperature  and  pulse. 
On  the  tenth  day  the  physical  signs  of  fluid  in  the 
chest  were  obtained  and  two  quarts  of  a  sero- 
purulent  fluid  was  again  removed.  Two  days 
later  aspiration  was  again  performed,  and  five 
pints  of  a  purulent  fluid  drawn  off,  which  gave 
the  patient  some  relief.  The  temperature  varied 
from  1020  to  1040,  pulse  130  to  150  for  the  fol- 
lowing three  days.  Sixteen  days  after  his  initial 
chill,  the  speaker  removed  a  portion  of  the  eighth 
rib  on  the  right  side,  from  which  operation  the 
patient  rallied  very  well.  That  afternoon  his 
temperature  was  ioo°,  pulse  115,  respirations  32. 
His  condition  continued  to  improve  until  72  hours 
after  the  operation,  when  his  temperature  rose  to 
1060,  pulse  180,  respirations  60,  his  general  con- 
dition very  weak. 

The  patient  improved  under  cold  packs,  stim- 
ulation hypodermatically  and  per  rectum,  so  that 
in  a  few  hours  his  temperature  was  102.50,  pulse 
136,  respirations  36.  A  few  hours  later  it  was 
noticed  that  his  abdomen  was  enlarged,  tender, 
painful  and  tympanitic  all  over.  The  distention 
gradually  increased  until  it  extended  from  the 
pubis  to  the  ensiform,  the  temperature  and  pulse 
gradually  rose,  vomiting  set  in  which  was  per- 
sistent and  could  not  be  controlled.  The  bowels 
failed  to  respond  to  medication  by  mouth  or 
enemata,  not  even  gas  being  passed.  The  patient 
gradually  grew  worse  and  died  six  days  after 
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operation.  Dr.  Downey  expressed  his  belief  that 
this  was  a  case  of  peritonitis  due  to  the  pneu- 
mococcus. 

POST-OPERATIVE  ETHER  PNEUMONIA. 

Dr.  J.  M.  Downey  reported  the  case  of  a  lady, 
28  years  old,  who  was  operated  on  by  him  for 
gangrenous  appendicitis.  Two  days  later  she 
was  taken  with  a  chill,  wild  delirium,  cyanosis 
and  dyspnoea,  which  persisted  for  four  days. 
That  which  he  would  like  to  call  particular  atten- 
tion to  was  the  congested  and  ^edematous  condi- 
tion of  the  pharynx  and  uvula,  which  lasted  forty- 
eight  hours,  during  which  time  respiration  was 
very  much  labored.  She  also  had  a  great  many 
rales  due  to  congestion  over  both  lungs,  which 
condition  was  promptly  improved  by  the  admin- 
istration of  atropia,  gr.  1-50  every  two  hours 
hypodermatically,  and  the  external  application  of 
mustard  and  dry  cups. 

When  this  acute  congestion  disappeared  the 
signs  of  a  broncho-pneumonia  became  apparent, 
and  the  case  ran  the  usual  course  of  this  disease, 
the  patient  making  an  uneventful  recovery. 

The  speaker's  reasons  for  reporting  this  case 
were  the  marked  congestion  and  oedema  of  the 
pharynx  and  uvula,  the  prompt  relief  of  the  con- 
gestion by  the  atropia,  and  the  inability  of 
morphine,  chloral  and  bromides  to  control  the 
delirium,  which  existed  before  the  administration 
of  the  atropia  and  which  yielded  promptly  to  a 
few  doses  of  ergotole  hypodermatically. 

THYROIDECTOMY. 

Dr.  M.  Figueira  presented  a  tumor  of  the  thy- 
roid gland  which  he  had  removed.  The  tumor 
was  exsected  because  of  its  size ;  it  projected  be- 
yond the  chin,  and  was  annoying  to  the  patient 
on  account  of  its  prominence.  It  caused  no  pres- 
sure symptoms. 

There  was  nothing  noteworthy  about  the  op- 
eration, except  that  as  the  tumor  was  so  large  the 
lateral  lobes  could  not  be  dislocated,  and  the  tu- 
mor was  separated  from  the  front  of  the  trachea 
and  a  ligature  passed,  cutting  off  about  one-third 
of  the  left  lobe.  The  tumor  was  turned  over,  and 
the  ligation  of  the  arteries  and  the  rest  of  the  dis- 
section was  from  behind. 

PERFORATION   OF   THE   APPENDIX    PREVENTED  BY 
OMENTAL  ADHESIONS. 

Dr.  M.  Figueira  presented  a  specimen  from  a 
case  of  appendicitis  he  had  operated  on  a  few 
days  before.  The  specimen  showed  very  beauti- 
fully the  protection  given  by  the  omentum  in  pre- 
venting perforation.     The  case  presented  the 


usual  symptoms  of  appendicitis  of  four  days'  du- 
ration, and  a  marked  tumor  in  the  right  inguinal 
region.  After  opening  the  abdomen  and  de- 
livering the  tumor,  which  was  free  in  the  ab- 
dominal cavity,  it  was  found  attached  by  a  ped- 
icle as  it  were,  fastened  by  the  root  of  the  ap- 
pendix, the  rest  of  it  being  completely  covered  by 
a  fold  of  omentum.  The  specimen  showed  this 
very  clearly. 

DEPRESSED  FRACTURE  OF  SKULL  DUE  TO  PISTOL 
SHOT. 

Dr.  M.  Figueira  showed  some  pieces  of  bone, 
which  formed  part  of  the  squamous  portion  of 
the  temporal  bone  on  the  right  side  of  a  man  w  ho 
attempted  suicide  by  shooting  himself  with  a  32 
calibre  revolver.  He  did  not  lose  consciousness ; 
indeed  after  shooting  himself  he  left  his  room, 
came  into  the  hall  and  called  the  neighbors. 

When  the  ambulance  surgeon-  found  him  he 
was  sitting  in  a  chair,  and  did  not  present  any 
symptoms  showing  an  affection  of  the  brain. 
He  came  into  the  hospital,  and  the  wound  was 
antiseptically  dressed.  He  was  kept  under  ob- 
servation for  a  week.  At  the  end  of  that  time 
he  was  able  to  sit  up ;  the  wound  had  pretty 
nearly  closed  up.  All  he  complained  of  was  slight 
dizziness  and  a  little  pain  on  the  back  of  the  neck. 
A  skiagraph  of  the  side  of  his  head  was  taken, 
showing  distinctly  the  position  of  the  ball.  Under 
these  circumstances  Dr.  Figueira  deemed  it  prop- 
er to  cut  down  to  see  if  he  could  not  extract  the 
ball.  To  his  astonishment  he  found  a  depression 
of  the  skull  behind  the  ear  about  half  inch  above 
the  level  of  the  external  auditory  meatus.  The 
depression  was  about  half  inch  deep,  pressing  on 
the  middle  of  the  lobe  of  the  brain.  The  pieces 
of  bone  were  removed  by  elevation.  The  dura 
matter  was  not  wounded. 

EPITHELIOMA  OF  THE  TONGUE. 

Dr.  M.  Figueira  reported  a  case  of  cancer 
of  the  tongue  in  a  woman  _>»;  years  old.  The 
growth  was  the  size  of  a  ten  cent  piece  and  on  the 
side  of  the  tongue.  It  had  been  treated  at  first 
as  a  syphilitic  sore  and  later  as  tuberculosis. 
Under  the  microscope  it  was  found  to  be  epi- 
theliomatous.  There  was  some  enlargement  of 
the  glands  under  the  jaw  and  a  few  in  the  course 
of  the  vessels.  The  operation  was  a  combina- 
tion of  Dawbarn's  operation  for  ligature  and 
excision  of  the  external  carotid,  with  Kochqr's 
for  removal  of  posterior  part  of  the  tongue. 

The  incision  was  from  the  tip  of  the  mastoid 
to  the  cricoid  cartilage,  and  through  this  the 
external  carotid  was  ligated,  followed  up  and 
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the  branches  tied.  Instead  of  injecting  with 
paraffine,  as  Dawbarn  does,  he  used  torsion  at 
the  terminal  branches.  In  the  course  of  the  dis- 
section he  removed  all  the  enlarged  glands.  An- 
other incision  was  carried  from  the  angle  of  the 
jaw  to  the  symphysis  and  a  flap  dissected  down, 
and  all  the  tissues  under  the  jaw  and  involved 
glands  removed.  The  mouth  was  opened,  the 
tongue  slit  and  half  of  it  removed  enclosing  the 
tumor  and  a  large  margin  from  the  sound  tis- 
sues. The  ligated  artery  made  the  operation 
almost  bloodless.  It  is  a  procedure  that  fulfills 
the  indications  for  an  operation  of  this  kind. 
There  is  no  doubt  that  in  the  operations  for 
cancer,  the  main  object  is  thoroughness  and  com- 
pleteness in  removing  all  the  tissues  possibly 
affected.  These  cases  the  speaker  said  he  sub- 
jects to  X-ray  treatment  after  they  heal. 
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Henry  G.  Webster,  Editor. 


454TH  Regular  Meeting,  December  8,  1904. 


The  Vice-President,  J.  R.  Taylor,  M.D.,  in  the 
Chair. 

Epithelioma  of  the  Face,  an  Unusual  Case. 
History  and  Patient. 

Dr.  G.  L.  Buist  :  The  history  of  this  case  is 
as  follows : 

T.  V.,  male,  17  years  of  age,  Italian,  referred 
by  Dr.  S.  Sherwell.  Clinical  Diagnosis,  Epithe- 
lioma. 

Family  History:  Negative.  Father  and 
mother  living.  Mother  has  had  no  miscarriages. 
Five  living  brothers  and  sisters. 

Personal  History:  Three  years  ago  patient 
noticed  a  small  scab  just  below  the  margin  of  the 
left  eyelid.  After  several  operations,  followed 
by  recurrence,  antisyphylitic  treatment  was  insti- 
tuted. No  permanent  improvement.  Two  years 
after  the  inception  of  the  growth  the  patient  had 
lost  the  sight  of  both  eyes.  Roentgen  Ray  treat- 
ment seemed  for  a  while  to  be  beneficial,  but  un- 
der persistent  treatment  the  growth  has  rapidly 
developed,  while  at  the  present  time  there  is  an 
involvement  of  at  least  one-third  of  the  face.  The 
general  condition  of  the  patient  is  excellent. 
There  has  been  no  loss  of  weight. 

Pathological  Examination:  Epithelioma,  many 
cells  showing  a  karyokinetic  appearance. 


Remarks :  Epithelioma  in  the  young  is  un- 
usual. When  it  does  occur  its  progress  is  very 
rapid  and  it  is  difficult  to  check  it. 

Presentation  of  Specimen :  Normal  pregnant 
uterus. 

Dr.  H.  G.  Webster  presented  a  specimen  of  a 
normal  pregnant  uterus.  The  woman  from  whom 
the  uterus  was  taken  died  of  an  acute  nephritis 
somewhere  between  the  fourth  and  fifth  month 
of  pregnancy,  and  at  the  autopsy  the  specimen 
presented  so  beautifully,  that  he  concluded  it 
would  be  interesting  to  have  it  seen.  The  posi- 
tion of  the  foetus,  the  attachment  of  the  placenta 
and  the  appearance  of  the  membranes  could  be 
readily  appreciated. 

Presentation  of  Specimen :  Ectopic  Gestation. 
Dr.  J.  P.  Glynn. 

PAPER  :  OBSTRUCTIVE  HYPERTROPHY  AND  ATROPHY 
OF  THE  PROSTATE  GLAND. 
DR.  PAUL  MONROE  PILCHER. 

Dr.  Pilcher's  paper  dealt  with  the  pathology, 
etiology,  and  results  of  treatment  in  Prostatic 
Obstructions.  It  presented  the  results  of  a  study 
of  20  cases  operated  upon  in  the  clinic  of  Dr.  L. 
S.  Pilcher,  at  the  Methodist  Episcopal  Hospital. 
The  average  age  of  the  patients  was  68  years. 
Two  died.  The  functional  result  was  perfect  in 
15  cases,  fair  in  2  cases,  and  unimproved  in  1 
case. 

His  conclusions  were  as  follows : 

1.  Pathologically  there  are  3  types  of  prostates 
causing  urinary  obstructions : 

a.  The  large,  soft,  glandular  type. 

b.  The  hard,  small,  contracted,  fibro-muscular 
type. 

c.  The  mixed  type. 

2.  Infection  does  not  influence  the  variety  of 
the  pathological  change. 

3.  The  contracted  form  of  prostate  is  not  a 
secondary  stage  of  the  large,  soft  type  of  hyper- 
trophied  prostate,  but  is  distinct  from  it. 

4.  In  some  case  of  hypertrophy  of  the  prostate 
there  is  present  a  true  muscular  hypertrophy. 

5.  In  some  of  the  atrophic  cases  the  glandular 
elements  are  relatively  diminished. 

6.  Gonorrhoea  is  not  an  important  etiological 
factor  in  the  production  of  this  disease,  and  there 
is  not  necessity  for  assuming  it  to  be. 

7.  In  the  8  cases  where  we  have  ascertained 
the  age  to  which  sexual  intercourse  was  contin- 
ued, the  average  was  67  years. 

8.  The  pathological  findings  are  the  result  of 
senile  degenerative  changes  in  a  functionally 
active  gland.    The  basis  of  the  change  being  a 
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chronic  productive  formation  of  new  connective 
tissue. 

9.  Perineal  prostatectomy  offers  a  safe  means 
of  removing  the  obstruction  in  all  types  of  the 
disease,  and  is  productive  of  satisfactory  results. 

10.  Superpubic  enucleation  after  the  method 
of  Freyer  of  London  is  equally  to  be  recommend- 
ed in  the  cases  of  large  glandular  hypertrophy  of 
the  prostate. 

Dr.  Ferd.  C.  Valentine:  It  is  not  often  that 
one  gets  what  one  comes  for.  I  came  here  for 
a  post-graduate  course  this  evening,  and  my 
former  fellow-student  in  Germany  has  given  it 
to  me.  The  thoroughness  with  which  he  has  pre- 
sented the  matter,  not  only  from  the  viewpoint 
of  the  pathologist,  but  also  of  the  experienced 
operator,  makes  his  paper  more  valuable.  The 
close  analysis  with  which  he  has  presented  his 
matter  again  emphasizes  its  value.  For  my  part 
I  think  an  injustice  is  done  the  author  to  form 
an  opinion  of  so  valuable  a  paper  without  the 
opportunity  of  studying  it  when  it  is  published. 

Ordinarily  the  best  appreciation  that  can  be 
shown  an  author  of  his  work  is  severe  criticism, 
and  throughout  the  whole  presentation  of  the 
subject  I  sought  for  points  in  which  I  might  give 
him  an  opportunity  to  further  develop  this  sketch 
(for  so  I  must  call  it  notwithstanding  its  pro- 
fundity), so  that  in  closing  the  discussion  we 
might  get  some  more  of  the  author's  instruction. 

In  this  I  was  disappointed,  because  I  could  not 
find  a  single  thing  in  which  my  own  thoughts 
were  not  verified,  save  and  except  the  original 
pathological  researches,  of  which  I  am  sorry  to 
say  I  am  not  capable  of  offering  criticism.  Nor 
is  it  given  to  every  one  to  be  capable  of  doing 
that  class  of  work ;  it  requires  special  ability, 
aside  from  instruction. 

I  would  like  for  the  sake  of  emphasis  to  add 
some  of  my  own  views  to  those  of  the  author. 
If  I  understood  him  correctly,  he  acknowledges 
the  existence  of  a  second  capsule  of  the  prostate. 
It  was  on  this  point  that  Freyer  had  his  greatest 
contentions,  and  he  asked  me  whether  there  was 
an  American  scientist  who  acknowledged  the  ex- 
istence of  that  capsule  of  the  prostate,  which 
Thompson  had  shown  thirty  years  ago.  I  was 
compelled  to  confess  ignorance.  Freyer  with  his 
118  prostatectomies  up  to  August  of  this  year 
relies  upon  that  capsule  in  enabling  him  to 
enucleate  a  large  number  of  prostates  in  their 
entirety,  some  exceedingly  large  ones.  In  doing 
that  he  teaches  another  lesson,  viz. :  that  the  torn 
urethra,  which  we  have  been  regarding  as  a  bug- 
aboo, need  occasion  no  anxiety  if  injured,  be- 


cause he  tears  the  urethra  with  his  finger  when 
he  shells  out  the  prostate. 

I  am  very  glad  indeed  to  have  learned  this  eve- 
ning, that  there  is  an  American  author  who 
agrees  with  Thompson  in  the  existence  of  that 
capsule.  Another  point  which  the  author  brought 
forward  was  of  supreme  importance.  He  pre- 
sented of  his  20  cases,  16  without  a  history  of 
gonorrhea,  and  4  with.  In  10  of  these  cases 
the  author  positively  eliminated  gonorrhea, 
and  6  he  was  doubtful  about.  To  a  man  who 
has  presented  a  paper  like  this,  it  is  need- 
less to  ask  whether  he  went  searchingly  into 
the  question.  Perhaps  you  will  denounce  me  as 
an  optimist  when  I  reach  a  conclusion  of  this 
sort.  I  am  convinced  if  anybody  could  have  as- 
certained whether  the  patient  had  gonorrhea,  Dr. 
Pilcher  would  have  done  it.  First,  he  has  proven 
it  by  the  character  of  his  work  .  Second,  is  it  not 
a  fact  that  those  of  us  who  are  approaching  the 
sear  and  yellow,  know  one  thing,  that  when  a 
patient  comes  to  us  in  a  condition  demanding 
operative  interference  gonorrhea  mendax  has  dis- 
appeared ;  he  tells  the  truth,  he  wants  to  help  you 
to  save  his  life ;  his  time  for  lying  is  passed. 
Therefore,  when  Dr.  Pilcher  says  16  of  his  cases 
have  not  had  gonorrhea  and  4  did,  I  fully  agree 
with  him  that  the  cause  was  not  gonorrhea. 

From  a  not  small  amount  of  observation  of 
prostatic  cases,  I  must  say  to  you  this,  that  the 
worst  sufferers  that  I  have  seen  from  prostatism 
were  men  who  had  never  cohabited  with  any  one 
but  their  wives.  You  may  at  once  say,  if  you 
are  critical,  that  this  is  rather  an  argument  in 
favor  of  immorality.  It  is  not  so  when  we  con- 
sider the  percentage  of  prostates  that  enlarge, 
that  become  pathological  impediments ;  then  we 
must  become  more  and  more  optimists  and  look 
for  higher  morality  among  men.  Who  are  those 
of  our  patients  with  gonorrhea?  Are  they  the 
old  rounders  ?  There  are  few  of  the  latter  who 
go  to  genito-urinary  specialists.  No  it  is  the 
casual  transgressor  from  the  narrow  path  who 
gets  into  trouble.  I  will  cite  one  case  alone,  a 
man  who  at  62  acquired  his  first  gonorrhea.  I 
had  known  of  his  profligacy.  I  knew  he  was 
married  at  23 ;  that  subsequent  to  his  marriage 
he  kept  three  mistresses;  and  he  came  to  confess, 
but  not  to  boast,  when  he  said  that  he  had  on  an 
average  cohabited  twice  in  24  hours  throughout 
his  life  from  the  twenty-third  to  the  sixty-second 
year.  This  is  no  fairy  tale  regarding  infection. 
He  had  exposed  himself  in  every  possible  man- 
ner, and  had  never  acquired  gonorrhea  until  62. 
That  man  is  alive  to-day  in  his  70th  year,  and 
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has  not  the  slightest  prostatic  disturbance.  Of 
course,  this  one  case  proves  nothing,  but  it  is 
one  of  a  large  number.  To  go  back  to  the  origi- 
nal question,  the  one  of  frequency  of  gonorrhea 
as  a  causative  factor  in  prostatism.  I  do  not  be- 
lieve it  is. 

A  word  regarding  the  relief  of  prostatism.  I 
confess  myself  a  student  and  intense  admirer  of 
the  master  Guyon,  who  said,  "Le  prostatisme  ce 
11' est  pas  unc  rnaladie,  c'est  unc  infirmite."  Of 
course,  he  means  prostatism  where  there  is  no 
constitutional  disturbance,  no  kidney  disturb- 
ance principally ;  I  am  not  speaking  of  the  direct 
inconvenience  from  the  enlargement  of  the  pros- 
tate. I  believe  with  him  that  it  is  an  error  as 
soon  as  a  man  manifests  the  first  evidences  of 
enlarged  prostate,  to  remove  that  prostate.  I 
believe  that  safety  lies  in  introducing  him  to 
catheter  life.  This  seems  a  retrograde  assertion 
in  the  present  furore  for  shelling  out  prostates, 
but  I  rest  upon  some  specimens  which  Dr.  Pilcher 
saw  in  Berlin,  a  number  in  Posner's  collection 
and  a  number  in  Waldeyer's  collection,  in  which 
he  will  recollect  it  was  asserted  that  the  depres- 
sion which  enabled  the  patient  to  urinate  was 
in  many  instances  due  to  the  use  of  the  catheter. 
Whether  the  catheter  by  friction  or  pressure  pro- 
duced that,  it  seems  to  me  is  questionable.  At 
all  events,  it  would  seem  to  be  necessary,  par- 
ticularly as  many  of  us  are  oftentimes  away  from 
the  regions  where  we  could  have  the  skilled  op- 
erator, that  we  make  a  particular  study  of  aseptic 
catheterism. 

If  we  get  men  who  are  educated  and  intelligent, 
they  can  be  taught  what  aseptic  catheterism 
means.  To  aid  us  in  that  particular  I  presented 
before  the  Genito-Urinary  Section  of  the  New 
York  Academy  of  Medicine  a  little  device  to 
assist  these  patients  in  preventing  direct  infec- 
tion in  the  use  of  the  catheter.  This  little  de- 
vice I  presented  at  the  American  Medical  Asso- 
ciation, and  I  ask  the  privilege  of  contributing  it 
towards  the  author's  paper.  It  is  nothing  but 
what  physicians  would  be  justified  in  calling  a 
pocket  edition  of  the  irrigator  which  bears  my 
name.  One  of  the  essential  features  is  that  its 
sterilization  can  be  accomplished  by  simply 
throwing  it  into  a  pot  of  boiling  water.  It  is  not 
possible  in  preliminary  washing  of  the  urethra 
with  this  nozzle  to  injure  any  part  thereof. 
Again  the  conical  shaped  nozzle  is  such  that  it 
will  fit  any  sized  catheter,  and,  therefore,  the 
preliminary  cleansing  of  the  urethra  and  subse- 
quent washing  of  the  bladder  when  necessary  can 
be  rendered  easy  with  this  little  device. 


When  the  first  disturbances  of  direct  infection 
are  present,  when,  perhaps,  pus  corpuscles  ap- 
pear more  than  they  should  in  the  urine,  then  it 
is  serious  time  to  consider  operation.  The  selec- 
tion of  the  operation  must  necessarily  depend  up- 
on the  individual.  Dr.  Pilcher  has  told  of  his 
method.  Very  well.  A  man  expert  in  one 
method — but  before  going  on  to  methods  I  want 
to  submit  one  thing,  that  it  must  be  a  subject  of 
pride  to  every  operator  who  can  present  75% 
of  successes  in  prostatectomies.  The  author  has 
15  out  of  20  were  what  he  calls  absolute  cures. 
I  ask  whether  any  one  in  reporting  his  cases  has 
been  so  strict  and  unmerciful  with  himself  as  the 
author  has  been?  \\ 'hat  does  he  call  successes? 
He  mentions  also  four  other  cases  where  there 
was  some  trouble,  but  the  patients  are  alive  and 
comfortable. 

To  resume.  At  the  time  when  the  Bottini 
operation  was  resuscitated,  when  Freudenhoff 
took  it  up,  when  it  was  carried  into  our  country, 
and  we  saw  a  great  many  that  had  been  re- 
ported as  cured,  we  hoped  for  better  things.  We 
saw  the  cases  and  treated  them  after  they  had 
been  cured  by  the  Bottini  method. 

There  is  one  method,  however,  which  is  un- 
known in  progressive  America,  where  we  are 
presumed  to  be  in  advance  of  the  world.  Were 
my  prostate  to  be  removed,  it  would  not  be  to  my 
mind  the  selection  of  the  surgeon  who  follows 
any  one  of  various  technics.  I  would  rather  be 
in  the  hands  of  a  man  who  has  done  and  is  suc- 
cessful with  his  own  technic,  whatever  that  may 
be.  He  would  then  use  judgment  in  selecting 
the  right  method  which  would  be  employed  in  my 
case.  Therefore  I  do  not  propose  to  criticise 
that,  but  I  do  criticise  the  American  profession 
for  overlooking  one  operation  of  reaching  the 
prostate  through  the  perineum  by  means  of  the 
cautery.  It  consists  of  searing  through  the  per- 
ineum into  the  prostate  through  a  very  large 
tube  two  deep  incisions,  and  with  the  finger  or 
instrument  breaking  the  band  which  is  the  im- 
pediment to  the  overflow  of  urine.  After  you 
have  done  this  you  have  reduced  the  level  of  your 
urinary  bed  to  the  level  of  the  urethra.  It  is  an 
operation  that  is  very  much  less  extensive  than 
complete  prostatectomy,  and  it  perhaps  panders  to 
prejudice  and  the  patient's  desire  to  retain  part 
of  his  prostate.  Be  that  as  it  may,  enucleation 
does  not  impair  sexual  activity,  as  evidenced  by 
the  author's  finding  that  the  average  continuation 
of  virility  in  his  cases  was  67  years.  For  the 
poteniia  procreandi  that  would  perhaps  be  hardly 
necessary  or  desirable. 
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Regarding  this  operation,  which  was  never  im- 
ported into  America.  It  is  not  a  new  operation 
at  all.  It  was  first  published  some  16  years  ago 
by  William  N.  Wishead  of  Indianapolis,  and  has 
been  since  successfully  followed  by  him  with  a 
percentage  of  perfect  results  equal,  if  not  su- 
perior, to  those  of  prostatectomy. 

Dr.  J.  M.  Van  Cott  :  The  prostate  gland  de- 
velops from  two  layers  of  cells  lining  the  urinary 
tube  of  the  embryo  from  about  the  fourth  to  the 
fifth  month.  This  gland  was  studied  as  far  back 
as  1874  by  Powell  and  by  Langerhans,  who  first 
wrote  a  really  able  brochure  upon  the  subject, 
and  he  found  there  are  two  distinct  periods  in 
the  development  of  the  gland  after  the  post 
embryonal  state.  He  went  into  the  details  of  the 
structural  elements  of  the  gland.  He  shows  that 
particularly  in  the  cells  of  the  tubules  changes  are 
present  after  puberty,  which  render  the  patho- 
logical elements  totally  different  from  the  condi- 
tion before  puberty.  He  analyzes  the  structural 
parts  which  surround  the  gland.  He  agrees  with 
Kolicker  in  his  later  article  on  the  subject,  that 
there  is  no  membrana  propria  in  the  strictest 
sense  of  the  word.  All  the  other  authors  I  have 
been  able  to  find  agree  with  Dr.  Walker  that  the 
most  of  the  tissue  present  in  the  gland  is  elastic 
and  fibrous  connective  tissue. 

Following  him  came  a  man  by  the  name  of 
Stelling,  who  in  1884  or  1888,  in  Berlin,  took  up 
this  question  of  the  structure  of  the  prostate  and 
its  relation  to  the  varying  periods  of  life,  and  he 
showed  or  concluded  practically  the  same  thing, 
and  went  further  to  state  and  tried  to  prove  by  his 
demonstrations  that  this  was  essentially  one  of  the 
sexual  glands,  in  other  words,  that  it  is  not  mere- 
ly a  gland  which  secretes  and  keeps  on  secreting 
through  life,  but  that  there  must  be  some  definite 
and  positive  connection  between  the  sexual  life  of 
the  individual  and  the  structure  of  the  gland  it- 
self. He  quotes  some  Italian  author  who  has  re- 
corded the  case  of  a  number  of  eunuchs  who  had 
been  studied  by  this  Italian  medical  gentleman, 
and  it  was  shown  by  him  that  these  eunuchs  hav- 
ing been  supplied  to  certain  ladies  who  desired 
their  pleasure  without  the  danger  of  pregnancy, 
in  the  act  of  coitus  there  was  an  ejaculation  from 
the  gland,  which  on  analysis  proved  to  be  that  of 
the  prostate  gland,  so  that  unquestionably  there 
is  an  admixture  of  this  secretion  of  the  prostate 
gland  with  the  other  sexual  organs  in  the  act 
of  coitus. 

Tn  my  judgment,  Nature  makes  no  mistakes, 
and  it  must  be  so  if  all  this  be  true  as  to  definite 
structure,  as  to  functional  activity,  as  to  the  fact 


that  activity  is  at  the  time  or  after  the  time  when 
the  individual  becomes  virile,  then  there  must  be 
close  association  here  of  these  elements  along 
definite,  natural  lines.  The  point  I  want  to  make, 
and  my  reason  for  believing  with  Dr.  Pilcher, 
that  this  is  not  essentially  a  gonorrheal  condition 
is  this :  there  is  no  organ  in  the  body  which  is 
not  open  to  certain  fundamental  principles  in  re- 
gard to  the  dangers  of  invasion  of  disease.  It 
would  take  too  long  to  go  fully  into  this,  and  yet 
we  all  know  that  any  organ  which  has  a  known 
functional  activity  is  prone  to  changes  in  its 
structure,  either  parenchymatous,  interstitial,  or 
a  combination  of  the  two,  and  that  these  changes 
are  the  direct  result  of  the  loss  of  environment 
of  those  things  which  are  constantly  in  our  pres- 
ence and  will  constantly  produce  changes  which 
we  denominate  as  disease. 

Another  interesting  fact  in  connection  with 
this  is,  these  changes  in  the  gland  are  not  always 
the  same.  If  gonorrhea  were  the  cause  usually 
of  prostatic  lesions,  then  we  would  expect  to 
find  the  changes  relatively  the  same,  but  here  we 
find  not  only  a  variation  in  the  number  of  lobes 
affected,  but  a  variation  in  the  proportion  of  the 
elements  of  the  gland  affected,  in  one  case  we 
have  connective  tissue,  in  another  the  muscular 
elements  in  excess,  and  in  another  we  have  cystic 
degenerations,  which  are  due  to  lesions  in  the 
tubules  themselves  identical  with  the  changes 
occurring  in  the  kidney  or  other  organs  of  the 
body,  in  which  you  have  this  admixture  of  paren- 
chymatous and  interstitial  elements  and  high 
functional  activity,  so  that  my  vote  would  go  for 
the  correctness  of  the  theory,  that  gonorrhea, 
while  it  may  be  present  in  some  cases,  is  a  sec- 
ondary condition  superinduced  on  another  con- 
dition, which  had  no  relation  as  a  causative  fac- 
tor with  the  gonococcus. 

As  to  a  capsule  of  the  organ  that  has  been 
disputed,  and  the  reason,  it  seems  to  me,  is  this : 
What  we  call  a  capsule  in  the  prostate  is  really 
nothing  but  an  outer  layer  of  tissues  composing 
the  prostate  mass,  a  fibrous  tissue  which  in  these 
prostates  is  subject  to  pressure  and  assumes  the 
relation  of  a  capsule  because  the  tissues  sur- 
rounding the  gland  are  somewhat  weakened  and 
may  be  easily  separated  from  the  rest  of  the  tis- 
sue which  is  normal. 

Dr.  L.  S.  Pilcher:  There  are  only  a  few 
points  in  connection  with  this  very  elaborate 
question  which  I  would  like  to  speak  of.  It  seems 
to  me  that  if  the  paper  of  the  evening  has  anv 
merit,  it  is  particularly  in  the  fact  that  it  has 
brought  out  very  clearly  the  two  kinds  of  path- 
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ological  changes  which  take  place  in  the  prostate 
gland,  and  which  may  lead  to  obstructive  symp- 
toms. 

Up  to  the  point  when  obstructive  symptoms 
arise,  a  large  prostate  is,  as  Guyon  has  said,  "An 
infirmity  and  not  a  disease,"  but  when  it  does 
produce  obstructive  symptoms,  then  it  becomes 
a  disease  and  ceases  to  be  an  infirmity. 

There  are  two  very  distinct  conditions,  as  has 
been  well  brought  out  in  the  paper,  which  the 
prostate  may  present,  and  which  may  lead  us  to 
the  disease,  so  that  when  we  speak  of  prostatic 
obstruction,  it  does  not  give  us  any  clue  to  the 
real  disease  which  is  present.  It  may  be  of  the 
one  class  or  it  may  be  of  the  other,  and  from  the 
point  of  the  future  treatment  to  which  it  shall 
be  subjected  the  differentiation  of  these  two  con- 
ditions becomes  one  of  great  importance,  because 
the  one  is  very  readily  overcome  by  certain 
classes  of  manipulation,  and  the  prognosis  from 
the  beginning  is  excellent,  the  general  condition 
of  the  patient  being  reasonably  good,  while  the 
other  case  is  one  that  is  overcome  with  difficulty, 
is  attended  with  other  degenerative  changes  in 
the  urinary  apparatus,  and  is  likely  to  leave  be- 
hind it  an  incompleteness  of  cure,  which  is  dis- 
agreeable to  the  patient,  and  disappointing  to 
the  surgeon.  The  distinction  then  of  these  two 
different  pathological  conditions,  which  may  lead 
to  urinary  obstruction,  is  one  of  importance  not 
only  pathologically  but  practically. 

The  etiology  of  the  disease  is  one  which  is  not 
as  certainly  free  from  being  satisfactorily  settled. 
As  has  been  well  brought  out  by  the  reader  of 
the  paper  most  unsatisfactory  views  with  regard 
to  it  are  presented  by  those  who  have  given  it 
the  most  extensive  research.  The  author  of  the 
paper  has  come  to  a  conclusion,  which  seems  to 
be  concurred  in  by  the  eminent  gentlemen  who 
have  already  joined  in  the  discussion,  that  the 
inflammatory  changes  due  to  gonorrheal  infection 
are  not  the  almost  invariable  primary  cause  of 
the  disturbance.  In  that  he  differs  from  those 
who  have  made  up  to  the  present  time  the  most 
extended  and  elaborate  studies  of  the  question. 
He  has  given  good  reasons  for  it.  I  believe  that 
with  further  study  of  the  question  the  position 
which  he  has  taken  will  become  more  and  more 
substantiated,  and  that  the  role  which  the  gon- 
orrheal organism  plays  in  the  production  of  pros- 
tatic changes  which  lead  to  urinary  obstruction 
will  be  acknowledged  would  have  been  very 
much  less  than  has  been  supposed  in  recent  years. 

The  truth  of  the  matter  has  been  very  well 
'  brought  out  by  the  last  speaker.   With  very  much 


of  reflection  upon  the  matter,  which  for  many 
years  has  been  forced  upon  myself  as  one  who 
has  to  deal  with  these  things  continually,  with 
the  opportunities  for  a  wider  observation  and 
experience  in  this  particular  field,  it  has  seemed 
to  me  that  if  we  would  accept  the  view  that  these 
changes  in  the  prostate  were  of  that  class  of  gen- 
eral alterations  in  structure  of  hypertrophy  of 
some  tissue  and  of  degeneration  of  other  tissue, 
and  all  those  changes  which  are  due  secondarily 
to  interference  with  the  functions  of  the  different 
elements  of  the  gland,  that  in  them  we  shall  find 
sufficient  explanation  of  the  unfortunate  changes, 
which  in  a  certain  proportion  of  men  as  they 
reach  old  age  do  develop,  and  that  according  to 
the  particular  susceptibility  of  the  tissue  of  the 
individual  patient,  coupled  with  the  bacterial 
sources  of  irritation  or  of  congestion,  which  have 
been  present  in  the  life  and  function  of  this  part 
of  the  economy,  we  shall  find  the  explanation  of 
the  ultimate  disease. 

I  shall  speak  of  a  point  already  mentioned  as 
to  the  function  of  the  prostate  gland,  as  illustrat- 
ed by  some  of  our  operative  experiences.  In  two 
cases  which  were  subjected  to  double  orchidect- 
omy  by  myself  over  ten  years  ago,  in  which  there 
were  very  large  prostates  present,  there  was  no 
subsequent  shrinking  of  the  prostate  and  there 
was  a  continuance  of  sexual  activity.  In  other 
words,  the  prostatic  function  was  as  regards  the 
general  economy,  as  regards  the  sexual  power 
and  proclivities,  such  that  the  individual  was 
able  and  did  take  upon  himself  the  work  which 
before  that  had  been  largely  done  by  the  testes 
themselves.  That  is  simply  the  clinical  fact. 
Of  course,  the  secretion  of  the  prostate  does  not 
give  the  procreative  power  present  before  these 
were  removed,  but  in  these  cases  the  individuals 
have  been  able  to  maintain  the  sexual  appetite 
and  the  sexual  power,  a  very  interesting  obser- 
vation, it  seems  to  me ;  and  possibly  if  attention 
is  drawn  to  it  there  may  come  from  it  some 
further  addition  to  our  knowledge  as  to  the 
physiological  function  of  the  prostate  gland. 
Certainly  it  tends  to  increase  our  appreciation 
of  it  as  one  of  the  sexual  glands  of  the  body 
rather  than  as  one  that  was  to  simply  dilute  the 
spermatic  fluid,  which  has  been  the  function  that 
has  been  more  largely  attributed  to  it,  I  believe  ; 
to  dilute  and  contribute  an  environment  more 
stimulating  and  sustaining  to  the  vitality  of  the 
spermatazoa  supplied  from  the  testes,  while  from 
the  gland  at  the  base  of  the  bladder  was  to  come 
that  which  was  to  give  it  bulk  and  proper  envi- 
ronment while  reaching  its  destination. 
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Dr.  A.  T.  Bristow  :  I  would  like  to  say  a 
word  with  regard  to  the  statement  of  Dr.  Pilcher 
with  regard  to  the  function  of  the  prostate.  It 
it  not  often  I  dare  to  disagree  with  Dr.  Pilcher, 
but  I  would  like  to  call  his  attention  to  the  fact 
that  the  lumbar  cord  presides  over  the  sexual 
function  and  not  the  prostate  gland. 

Dr.  Valentine  has  just  told  me  something 
that  I  did  not  know  before,  and  that  is  that  the 
spermatazoids  are  motionless  until  they  pass 
through  the  spermatic  fluid.  It  has  never  before 
been  suggested  to  me  that  the  prostate  gland  was 
responsible  in  any  degree  for  either  sexual  ap- 
petite or  power,  that  residing,  I  have  always  sup- 
posed, in  the  lumbar  cord,  and  the  mere  fact 
that  patients  preserve  the  ability  and  desire  for 
coitus  after  an  orchidectomy  is  not  any  proof 
that  the  prostate  had  anything  to  do  with  it,  be- 
cause that  is  something  which  we  observe  in 
animals  castrated  late. 

Dr.  J.  E.  Blake:  The  inclination  to  argue 
post  hoc  ergo  propter  hoc  is  not  confined  to  any 
branch ;  it  is  also  found  in  the  medical  profession, 
and  because  some  of  our  German  authorities 
argue  that  because  they  find  so  many  cases  where 
chronic  gonorrhea  exists  or  has  existed,  therefore 
it  must  be  a  reason  for  the  production  of  this 
disease,  this  reasoning  will  not  stand. 

When  I  was  in  Berlin  I  was  intimately  asso- 
ciated for  some  months  with  a  gentleman  who 
was  an  assistant  in  one  of  the  largest  genito- 
urinary clinics  there.  He  told  me  from  the 
number  of  cases  treated  in  these  clinics,  in  his 
own  and  various  others,  and  cases  which  treated 
themselves  and  were  treated  by  the  medical  stu- 
dents, that  it  was  estimated  that  all  the  students 
of  Berlin  had  gonorrhea  on  an  average  of  one 
and  a  half  times  during  their  course  of  study  in 
the  city.  At  any  rate,  while  there  might  be  a 
few  who  did  not  have  it  at  all,  at  the  same  time 
it  is  evident  that  the  vast  majority  of  men  in 
Berlin  in  the  course  of  their  lifetime  had  gon- 
orrhea at  least  once,  and  if  they  all  had  it,  the 
mere  fact  that  they  found  that  history  argues 
nothing  as  to  the  causation  of  this  disease. 

Dr.  P.  M.  Pilcher:  One  of  the  latest  and 
best  works  upon  the  function  of  the  prostate  is  a 
study  by  Walker,  which  has  been  published  in 
the  Johns  Hopkins  Bulletin,  I  believe,  but  there 
are  many  interesting  facts  that  have  not  been 
brought  out. 

I  thank  the  gentlemen  for  the  kind  criticism 
and  the  thorough  discussion  of  the  paper,  and 
I  have  profited  a  great  deal  from  their  discussion. 


THE    BROOKLYN  GYNECOLOGICAL 
SOCIETY. 


Stated  Meeting,  February  3,  1905. 


The  Vice-President,  J.  O.  Polak,  M.D.,  in  the 
Chair. 

REPORT  OF  CASE  :    RUPTURED  OVARIAN  CYST. 

Dr.  J.  O.  Polak  presented  two  specimens  com- 
ing under  one  class — that  of  intra-abdominal 
rupture  of  ovarian  cystoma. 

In  the  first  specimen  the  rupture  took  place 
some  considerable  time  before  the  patient  came 
into  the  hospital,  that  is,  nearly  two  weeks  be- 
fore, but  was  passed  over  by  the  attending  phy- 
sician as  simply  a  fainting  attack  with  some  little 
development  of  peritonitis  attending  it.  The 
Doctor  gave  the  history  of  the  case  as  follows : 

Patient  50  years  old,  married,  and  admitted  to 
the  hospital  on  January  12.  Family  history  nega- 
tive. Menstruation  normal.  She  has  had  no 
children ;  once  was  supposed  to  be  pregnant  six 
years  ago.    Married  at  the  age  of  40. 

Six  years  ago  at  the  time  of  the  supposed 
pregnancy  the  abdomen  enlarged  out  of  propor- 
tion to  normal  pregnancy.  She  came  under  the 
care  of  Dr.  Boldt.  He  made  a  diagnosis  of 
ovarian  cyst  complicating  pregnancy  and  oper- 
ated at  the  Post  Graduate  Hospital  six  years 
ago.  Dr.  Boldt,  in  reply  to  Dr.  Polak's  telephone 
inquiry,  reported  that  he  thought  (without  refer- 
ring to  the  records)  that  he  had  removed  an 
ovarian  cyst  and  left  a  part  of  one  ovary.  The 
operation  was  entirely  successful,  and  she  went 
along  very  well  for  five  or  six  years. 

Her  present  illness  began  five  months  ago. 
The  growth  was  gradual  until  within  six  weeks 
of  the  time  of  admission  to  the  hospital.  During 
the  past  six  weeks  the  enlargement  has  been  very 
rapid ;  pain  began  in  the  right  side  and  then  ap- 
peared in  the  left,  was  constant,  and  much  worse 
at  night.  She  suffered  a  great  deal  from 
dyspnoea  and  from  cardiac  symptoms,  gradual 
loss  of  weight  and  typical  facies  of  ovarian 
cystoma. 

Dr.  Polak  saw  the  case  with  Dr.  Slavin  about 
January  1st,  and  at  that  time  the  woman  was 
lying  in  bed  with  this  immense  tumor  distending 
the  abdomen  to  its  extreme  capacity  with  a 
cyanotic  face  and  a  pulse  that  was  small.  She 
had  considerable  evidences  of  pressure.  This 
condition  of  affairs  went  on  and  operation  was 
advised. 

She  was  operated  on  January  14th,  and  the 
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tumor  which  he  presented  was  removed.  The 
Doctor  said  that  the  interesting  point  of  the  case 
was,  that  in  the  interval  between  January  1  and 
January  14,  she  was  suddenly  seized  with  severe 
pain,  some  shock,  and  the  attending  physician 
had  to  use  stimulants  to  keep  her  heart  up.  That 
was  the  only  sign  of  rupture.  At  the  time  of 
operation,  Dr.  Polak  opened  into  the  abdomen 
very  carefully  and  found  the  abdomen  filled  with 
colloid  material.  There  were  forty  pounds  of  it, 
which  was  just  lifted  out  with  the  two  hands  as 
a  scoop  from  every  corner  of  the  abdomen,  evi- 
dently from  the  rupture  of  one  of  the  locules  of 
this  cyst.  The  diagnosis  in  this  case  was  a  thin 
walled  cyst,  and  it  was  certainly  confirmed  by  the 
operation.  The  flanks  were  not  bulky  as  you 
would  expect  with  free  fluid  in  the  abdomen. 
After  this  material  was  ladled  out  of  the  abdo- 
men the  cyst  was  tied  off.  The  uterus  was  found 
atrophied.  Her  left  ovary  had  previously  been 
removed  by  Dr.  Boldt,  the  stump  was  found  and 
there  was  a  small  nodule  on  it  the  size  of  a  hazel 
nut.  The  patient  made  an  uninterrupted  recov- 
ery. She  had  considerable  trouble  the  first  few 
days  because  of  vomiting,  but  under  lavage  and 
rectal  irrigation  the  case  cleared  up. 

REPORT  OF  CASE:     RUPTURED  OVARIAN  CYST  COM- 
PLICATING PREGNANCY. 

Dr.  J.  O.  Polak  referred  to  this  case  as  one 
of  more  interest  than  the  preceding.  The  patient, 
a  Swiss  woman,  —  years  of  age,  had  never  been 
in  very  good  health.  Her  family  history  was 
practically  negative  save  for  the  mother  dying 
of  tuberculosis  at  59.  She  menstruated  at  14, 
7  days'  duration,  28-day  type,  always  regular, 
except  that  she  had  not  menstruated  for  six 
months  after  coming  to  the  United  States.  She 
has  had  six  children,  three  living,  and  been  mar- 
ried 13  years.  The  present  labor  was  the  only 
difficult  one,  the  delivery  being  instrumental. 

When  about  two  months  pregnant  she  noticed 
a  mass  above  the  pubis  and  to  the  left.  This  mass 
gradually  enlarged  and  was  pushed  further  and 
further  to  the  left  and  higher  up  with  the  growth 
of  the  uterus.  At  first  there  was  no  pain,  then 
there  was  diffuse  tenderness  over  the  entire  ab- 
domen. The  pain  increased  and  became  more 
marked  on  the  left  side.  She  had  no  history  at 
any  time  of  severe  or  sudden  pain,  but  this 
growth  continued  to  grow  out  of  proportion  to 
her  period  of  pregnancy,  but  coincident  with  it. 
Unfortunately  she  was  one  of  those  women  who 
do  not  engage  a  doctor  until  the  moment  she 
had  a  labor  pain,  and  the  physician  who  attended 
her  did  nqt  see  her  until  the  night  he  was  called 


in  for  the  confinement,  and  he  made  a  diagnosis 
of  hydramnion  or  twins  with  this  immense  ab- 
domen. She  was  delivered  instrumentally  on 
January  19th.  Immediately  upon  her  delivery 
with  forceps  she  became  pulseless  and  com- 
plained of  intense  abdominal  pain.  Her  abdomen 
was  so  large  that  the  Doctor  thought  there  was 
another  child  there,  and  he  put  his  hand  into  the 
uterus  to  satisfy  himself  that  there  was  not. 
After  that  he  decided  it  was  distention,  and  he  let 
her  go  for  that  night. 

The  next  day  the  distention  seemed  to  increase, 
and  the  patient  had  diffuse  abdominal  pain  and 
her  pulse  varied  from  130  to  140,  bad  in  quality, 
and  she  was  sent  into  the  hospital.  When  she 
arrived  there  her  pulse  was  100,  temperature  99. 
Dr.  Polak  saw  her  that  evening  and  let  her  go 
along  until  the  following  morning,  as  he  thought 
her  condition  did  not  call  for  immediate  inter- 
ference. During  the  night  the  pulse  suddenly 
went  to  160.  The  Doctor  went  to  the  hospital 
early  in  the  morning,  and  made  a  diagnosis  of 
ruptured  cyst,  the  diagnosis  of  cyst  being  made 
from  the  contour  of  the  abdomen  by  the  present- 
ing tumor,  and  the  peritonitis  following  the  labor 
might  be  either  from  rupture  or  simply  the  extra 
traumatism,  although  she  showed  very  few  signs 
at  that  time  of  rupture.  She  was  operated  on 
within  an  hour  after  the  pulse  went  to  160.  As 
the  abdomen  was  opened  a  quantity  of  chocolate 
colored  fluid  gushed  forth,  and  the  Doctor  found 
the  tumor  which  he  exhibited.  It  had  ruptured 
in  two  places.  These  two  ruptures  had  become 
adherent  apparently  in  the  interval  between  the 
time  of  the  primary  rupture  and  the  secondary  to 
the  abdominal  wall.  This  second  opening  was 
adherent,  and  as  he  separated  the  tumor  from 
its  adhesions,  quantities  of  this  black,  brownish 
fluid  gushed  forth,  so  that  he  concluded  that  she 
had  a  primary  rupture  at  delivery  and  that  a  cer- 
tain amount  of  adhesive  peritonitis  took  place, 
which  closed  up  one  or  both  rents  temporarily, 
and  then  the  jolting  in  the  ambulance,  restless- 
ness during  the  night,  etc.,  caused  a  second  rup- 
ture. 

The  cyst  was  rapidly  removed ;  the  entire  op- 
eration took  less  than  twelve  minutes  from  the 
time  anesthesia  was  begun.  The  abdomen  was 
washed  out  with  salt  solution,  a  hole  made  in 
the  cul-de-sac,  and  two  large  gauze  drains  placed 
there.  The  patient  was  put  in  Fowler's  position. 
She  made  an  uneventful  recovery,  except  she 
ran  a  septic. 

Dr.  L.  G.  Baldwin  asked  if  Dr.  Polak  washed 
out  the  abdomen  in  the  first  case,  or  if  he  left  in 
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some  of  the  colloid  material.  He  said  he  cer- 
tainly wished  to  congratulate  the  Doctor  on  oper- 
ating two  such  interesting  cases.  Ruptured 
ovarian  cysts  without,  or  even  with,  twisted  ped- 
icles are  comparatively  rare,  and  it  is  interesting 
to  know  that  these  cysts  had  ruptured  and  such 
enormous  quantities  of  fluid  had  escaped  into  the 
peritoneal  cavity  and  yet  the  patient  recovered. 

In  the  second  case,  he  would  like  to  ask  Dr. 
Polak  what  his  method  of  anaesthesia  was?  If 
the  Doctor  was  able  in  twelve  minutes  to  anaes- 
thetize a  patient,  do  an  abdominal  operation,  and 
sew  the  wound  up,  certainly  that  is  the  most  rapid 
work  Dr.  Baldwin  had  ever  known  of. 

Dr.  C.  Jewett  thought  these  cases  of  very  rare 
interest.  He  had  observed  two  or  three  instances 
of  ruptured  cyst,  one  of  which  ruptured  during 
exercise  in  a  gymnasium.  The  woman  experi- 
enced some  shock  and  symptomatic  trouble  for 
a  few  days.  Of  the  other  two  cases,  one  rup- 
tured, with  death  in  three  days. 

Dr.  Pool,  he  said,  could  relate  a  case  of  rup- 
tured dermoid  cyst  during  labor,  which  might 
be  of  interest  in  this  connection. 

The  second  case  speaks  for  diagnostic  and  sur- 
gical skill  on  the  part  of  the  reporter. 

Dr.  W.  P.  Pool  said  the  case  of  Dr.  Jewett  re- 
ferred to  was  a  rupture  of  a  dermoid  cyst,  which 
occurred  during  labor,  while  forceps  were  being 
used ;  the  dermoid  cyst  being  pushed  down 
through  the  posterior  vaginal  wall,  not  only  the 
cyst  but  the  vaginal  wall  ruptured  as  well  with 
the  passage  of  the  head  through  the  cavity.  The 
contents  of  the  cyst  spilled  into  the  peritoneal 
cavity  and  were  expelled  through  the  rent  in  the 
vaginal  wall.  The  cheesy  material  was  sponged 
out,  and  the  cyst  drawn  down  and  amputated. 
The  opening  was  loosely  packed  with  gauze,  the 
patient  put  in  position  with  the  head  elevated, 
and  an  uneventful  recovery  followed,  in  spite  of 
the  fact  that  the  peritoneum  was  soiled  with  the 
dermoid  material.  The  case  he  said,  had  been 
reported  before. 

Dr.  Polak,  in  conclusion,  said  there  was  one 
interesting  point  that  he  did  not  bring  out,  that 
was  that  the  temperature  had  run  high  for  a  few 
days ;  the  gauze  drainage  was  left  in  for  five  days 
and  then  withdrawn,  and  yet  the  temperature 
did  not  come  down.  Within  the  last  three  days, 
however,  the  temperature  has  come  dowh  and 
reached  normal.  Coincident  with  the  drop  of 
temperature  a  copious  quantity  of  this  same  ma- 
terial that  was  found  in  the  abdomen  came 
through  the  vaginal  wound.  In  reopening  the 
wound,    believing    there    was    some  retention, 


nothing  could  be  brought  away,  yet  spontane- 
ously, keeping  her  still  in  Fowler's  position,  that 
localized  abscess  cavity,  so  to  speak,  had  rup- 
tured through  the 'original  wound  intended  for 
drainage  and  coincidently  with  it  the  temperature 
subsided. 

In  answer  to  Dr.  Baldwin's  questions,  Dr. 
Polak  replied  that  the  abdomen  in  the  first  case 
was  not  washed  out.  He  would  not  say  none  of 
the  fluid  was  left  in,  he  did  not  know  positively, 
but  he  felt  in  every  fossa.  No  water  was  used 
in  the  abdomen  or  salt  solution,  the  fluid  was 
simply  ladled  out  and  bailed  out  »with  hands 
and  the  abdomen  closed  without  any  drainage. 

In  the  second  case  morphine  and  chloroform 
were  used  as  the  anaesthetic,  principally  mor- 
phine. With  the  pulse  going  up  and  the  mani- 
festations of  shock  the  house  surgeon  tried  to 
prevent  any  restlessness  on  the  part  of  the  patient, 
and  the  patient  had  had  during  the  night  a  half 
grain  of  morphine.  She  needed  very  little  chlor- 
oform anaesthesia  and  she  was  practically  oper- 
ated on  under  morphine.  He  thought  that  had  a 
great  deal  to  do  with  the  fact  that  she  did  not 
vomit  any,  and  that  her  kidney  secretion  came 
on  from  the  very  first. 

Dr.  Baldwin  asked  Dr.  Polak  if  the  fact  that 
a  large  quantity  of  this  fluid  was  discharged  five 
or  six  days  afterwards  indicated  to  him  that 
vaginal  drainage  in  this  case  was  not  drainage  at 
all.  Certainly  it  did  not  reach  the  point,  and  pos- 
sibly drainage  through  the  abdomen  would  have 
been  better,  although  the  termination  by  Nature's 
aid  was  fortunate. 

Dr.  Polak  said  that  if  he  had  another  case  he 
would  use  vaginal  drainage  and  a  tube  in  the 
lower  end  of  the  wound. 

REPORT  OF  CASE:    CESAREAN  SECTION. 

Dr.  W.  P.  Pool  reported  a  case  of  Caesarean 
Section,  the  woman,  35  years  of  age,  having  had 
two  children  previous  to  this  pregnancy.  Three 
weeks  ago  she  came  to  the  Long  Island  College 
Hospital,  then  between  seven  and  eight  months 
pregnant.  She  had  complained  during  the  three 
months  previously  of  vaginal  pain  and  hemor- 
rhages occurring  at  various  periods,  and  a  foul 
discharge.  Examination  showed  an  extensive  in- 
volvement of  the  cervix,  with  a  cancerous 
growth,  and  also  to  some  extent  of  the  vaginal 
walls.  The  patient  was  kept  under  observation 
and  treatment  in  the  Maternity  Ward  for  a  period 
of  nearly  three  weeks,  it  being  hoped  that  her 
condition  would  improve  during  the  day,  and 
that  viability  of  the  child  would  become  certain. 
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A  hsemaglobin  estimation  was  made  on  her  ad- 
mission and  found  to  be  70%.  The  white  blood 
count  was  18,000.  She  did  not  appear  to  gain 
anything  by  her  treatment,  and  the  estimation  of 
the  hsemoglobin  this  week  showed  it  to  have  de- 
creased to  57%.  Operation  was  then  decided  up- 
on by  Dr.  Jewett,  and  a  Csesarean  section  was 
done. 

The  patient  recovered  well  from  her  operation. 
The  child  survived  nine  hours,  and  died  from 
prematurity,  he  presumed,  in  spite  of  the  use  of 
the  incubator. 

Dr.  Pool  said  the  delivery  was  accomplished  in 
35  seconds. 

Discussion. 

Dr.  Jewett,  at  the  request  of  Dr.  Pool,  de- 
scribed the  technic.  The  incision  was  from 
the  umbilicus  down,  with  no  intention  of  even- 
trating  until  the  uterus  was  emptied.  Dr.  Watt 
held  the  ligaments  controlling  the  vessels,  and 
the  rest  of  the  work  up  to  the  point  of  delivery 
was  precisely  like  that  of  the  usual  Csesarean 
section.  The  placenta  was  implanted  anteriorly, 
and  the  anterior  uterine  wall  was  very  thick — 
quite  an  inch.  The  cancer  proved  to  be  larger 
than  had  been  supposed  from  the  examination 
made  three  weeks  before.  Finding  no  involve- 
ment of  the  broad  ligaments  he  did  a  hysterec- 
tomy. The  woman,  however,  had  been  septic, 
and  the  growth,  therefore,  was  removed  through 
the  vagina.  He  cleared  everything  down  to  the 
vagina,  amputated  the  uterus,  then  from  below 
divided  the  anterior  vaginal  wall,  reached  the 
forceps  up,  caught  the  upper  end  of  the  stump, 
inverted  it,  and  cut  away  the  lateral  and  posterior 
vaginal  wrall  well  beyond  the  disease.  The 
growth  involved  the  whole  circumference  of  the 
cervix  and  extended  into  the  vagina  on  the  left, 
forming  a  cauliflower  mass  as  large  as  an  orange. 

The  wound  was  lightly  packed  below  with 
washed  out  iodoform  gauze ;  another  strip  of 
gauze  was  placed  in  the  cul-de-sac  from  above 
and  stitched  to  the  first. 

At  the  time  of  correcting  proof  the  patient  was 
doing  perfectly  well,  having  had  no  symptom 
during  the  entire  convalescence. 

This  is  Dr.  Jewett's  fifteenth  Caesarean  section. 

Dr.  Pool,  replying  to  a  question,  said  that  the 
delivery  in  35  seconds  meant  the  time  from  the 
beginning  of  the  incision  until  the  delivery  of  the 
child. 

Dr.  V.  L.  Zim merman n  asked  Dr.  Jewett  if 
the  placenta  being  implanted  anteriorly  was  en- 
countered just  at  the  incision  into  the  uterus. 


and  in  what  way  he  proceeded,  whether  to  push 
the  placenta  aside  or  to  go  through  it ;  also 
whether  he  encountered  the  placenta  immediately 
below  the  incision? 

Dr.  Jewett  replied  that  the  placenta  was  not 
incised,  the  uterine  wall  was  divided  down  to  the 
membranes,  then  he  plunged  his  hand  through 
the  placenta  and  extracted  the  fcetus.  Not  more 
than  one  or  two  seconds  are  required  to  per- 
forate the  placenta  and  extract  the  fcetus.  More 
time  and  blood  are  lost  in  going  to  one  side  of 
the  placenta. 

Paper :  High  Rectal  Cancer,  by  Dr.  Charles 
Jewett. 

Discussion. 

Dr.  R.  L.  Dickinson  had  not  seen  cases  that 
he  thought  warranted  operation.  The  results 
have  never  seemed  to  him,  in  cases  of  other  men 
that  he  has  seen,  to  justify  it,  and  while  he  be- 
lieved that  we  are  warranted  in  such  procedures 
as  will  lessen  pain  and  distress  and  stench  in 
malignant  disease,  he  was  one  of  those  who 
rather  stand  against  vaginal  hysterectomy  and 
rectal  extirpation  in  all  cases  except  the  early 
ones.  His  experience,  he  said,  was  too  limited 
to  be  of  any  value. 

Dr.  Jewett,  concluding,  said  that  the  surgical 
treatment  of  cancer  in  any  case  is  a  somewhat 
hopeless  kind  of  work.  He  did  not  know  that  it 
is  much  worse  in  the  rectum  than  elsewhere. 
Looking  over  the  surgical  authorities,  the  general 
opinion  seems  to  be  that  in  cancer  of  the  rectum 
or  other  organs,  the  radical  operation  should  be 
done  unless  conditions  specifically  forbid. 

Improved  results  have  been  obtained  in  breast 
cancer  by  the  method  of  Halstead.  Equally  good 
results  by  analagous  methods  have  not  been 
reached  in  gynecological  work. 
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The  Vice-President,  Dr.  O.  J.  Wilsey  in  the 
Chair. 

mirror  writing  in  the  right  handed. 
Ry  Dr.  Robert  Kingman  (see  page  114,  March 
issue.) 

Some  points  in  the  Symptomatology  of  Dis- 
eases of  the  Posterior  Fossa,  by  Dr.  Joseph 
Fraenkel  (abstract). 
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Many  cases  of  lesions  of  the  posterior  fossa  are 
still  classified  under  the  head  of  cerebellar  dis- 
ease ;  from  the  standpoint  of  practical  therapeu- 
tics the  distinction  is  not  important,  because  of 
the  difficulty  with  which  that  part  of  the  skull 
is  reached,  and  the  few  successful  cases  that  are 
oii  record  of  the  removal  of  growths. 

Primary  lesions  of  bone,  meninges,  basal 
nerves,  cerebellum,  pons  or  medulla  have  often 
been  reported ;  aneurysms  of  the  baslar  and  ver- 
tebral arteries  and  other  vascular  lesions  are  met 
with— localized  syphilitic  or  tubercular  menin- 
gitis is  not  common,  but  does  occur.  These  con- 
ditions may  be  separated  clinically  into  three 
groups:  1.  Extra-cerebral  lesions,  e.  g.,  frac- 
tures, hemorrhages,  aneurysms,  disease  of  the 
boneor  meninges.  These  either  remain  outside 
the  medullary  structures  or  invade  them  by  con- 
tiguity. 2.  Intra-cerebral  lesions ;  e.  g.,  vascular 
lesions,  tumors,  abscesses ;  these  are  either  strict- 
ly localized  or  extended  by  contiguity.  3.  Le- 
sions originating  primarily  in  the  basal  nerves 
of  the  posterior  fossa  and  invading  the  sur- 
rounding structures  later.  Headache,  vomiting, 
and  optic  neuritis  are  early  and  obstinate  symp- 
toms in  cerebellar  disease ;  the  opposite  is  true  of 
pontine  and  medullary  lesions.  Superficial  ten- 
derness will  occasionally  indicate  the  side,  though 
occipital  headache  is  the  rule,  and  with  vomiting, 
is  usually  worse  with  change  of  posture.  In  ex- 
tra-cerebral lesions  the  headache  is  indefinite  and 
is  frequently  absent  for  a  long  time.  Vomiting 
and  optic  neuritis  develop  much  later  in  the  dis- 
ease. Attacks  of  amyesthenia  and  general  verti- 
go are  frequent  and  express  cerebellar  embar- 
rassment. The  Adam-Stoke's  syndrome  is  not 
uncommon. 

Trophic  and  visceral  symptoms  mostly  accom- 
pany pontine  lesions.  It  is  very  important  to 
ascertain  first  symptom ;  in  the  cranial  nerves, 
especially  the  fifth  or  eighth,  early  signs  of  irri- 
tation are  important  in  suggesting  extra-cerebral 
origin.  Deafness,  general  locomotor  incoordina- 
tion, disturbances  of  circulation  and  respiration, 
hemi-paresthesias  or  paralysis  of  conjugated  ocu- 
lar movements  introucing  the  disease,  favor  a 
diagnosis  of  intra-cerebral  origin.  Lesions  orig- 
inating in  the  basal  nerves  deserve  especial  at- 
tention, because,  with  rare  exceptions,  they  are 
tumors  (most  frequently  neuro-fibromata)  begin- 
ning in  the  fifth  or  eigth  nerve.  This  condition  is 
not  very  rare,  as  Dr.  Fraenkel  has  seen  eight 
cases  in  four  years.  The  diagnostic  symptoms 
are  as  follows — obstinate  trigeminal  neuralgia, 
tinnitus  aurium,  aural  vertigo,  Meniere's  syn- 


drome, anesthesia  or  neural  deafness,  and  finally 
generalized  headache,  vomiting,  optic  neuritis, 
cerebellar  gait,  hemiataxia  and  hemiparesis.  At- 
tacks of  amyesthenia  or  of  Adam-Stoke's  syn- 
drome are  the  most  frequent  symptoms. 


BROOKLYN  MEDICAL  SOCIETY. 


The  tenth  annual  or  the  100th  regular  meet- 
ing of  the  Brooklyn  Medical  Society  was  held  on 
the  evening  of  Friday,  February  17,  1905. 

The  President,  Dr.  R.  W.  Westbrook,  in  the 
Chair.  Minutes  of  the  previous  meeting  read 
and  adopted. 

Applications  for  Membership : 

Dr.  John  C.  McEvitt,  407  Clinton  street. 

Dr.  Thurston  H.  Dexter,  411  Hancock  street, 
Long  Island,  '01. 

Dr.  H.  F.  McChesney,  90  Halsey  street,  P.  & 
S.,  '02. 

Proposed  by  Dr.  R.  W.  Westbrook,  and  sec- 
onded by  Dr.  Walter  C.  Wood. 

Proposition  for  Associate  Membership : 
Dr.  B.  F.  M.  Blake. 

Proposed  by  Dr.  J.  H.  Droge,  seconded  by 
Membership  Committee. 

Admissions  to  Membership : 

Drs.  Joseph  Golding,  Joseph  Salomnfeld,  Peter 
A.  Keil.  The  following  amendments  to  the  Con- 
stitution proposed  last  month  were  acted  upon 
and  adopted. 

Article  III.  The  membership  of  this  Society 
shall  be  composed  of  Active,  Honorary  and  As- 
sociate members. 

Article  IX.,  Section  6.  Shall  be  known  here- 
after section  5  and  the  following  clause  shall  be 
added  to  it :  "Honorary  members  shall  be  ex- 
empt from  dues  but  shall  be  entitled  to  vote." 

Article  IX.,  Section  7.  The  Society  may  at  any 
meeting  by  an  affirmative  vote  of  four-fifths  of 
the  members  present  elect  to  associate  member- 
ship any  physician  that  they  may  desire.  Notice 
of  such  intention  shall  be  given  at  a  previous 
meeting.  Associate  members  shall  be  exempt 
from  dues  but  shall  not  be  entitled  to  vote. 

Paper:  "The  Operative  Treatment  of  Con- 
genital Dislocation  of  the  Hip,  in  the  New  York 
Orthopaedic  Hospital,"  by  Dr.  Russell  A.  Hibbs, 
Surgeon  of  the  N.  Y.  Orthopaedic  Hospital. 

Dr.  Hibbs  exhibited  some  25  different  cases  of 
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congenital  dislocation  of  the  hip  upon  which  he 
had  operated.  On  some  he  performed  the  Lorenz 
operation  and  on  others  his  own  modification. 
Several  cases  which  he  considered  cured  he 
showed,  and  exhibited  X-ray  pictures  taken  be- 
fore operation  and  showed  the  patient  after  he 
had  operated.  In  all  of  these  the  results  were 
very  satisfactory,  the  patients  showing  little  or 
no  signs  of  the  previous  trouble. 

He  also  demonstrated  cases  which  were  par- 
tially cured ;  where  successive  operations  had 
greatly  benefited  the  condition  but  with  no  com- 
plete cure.  In  many  of  these  cases  he  had  in 
mind  future  operations  in  which  he  hoped  to  ef- 
fect complete  cures.  The  results  attained  in 
these  cases  were  much  to  the  doctor's  credit,  and 
the  appreciation  of  the  members  of  the  society 
was  manifested. by  the  keen  interest  shown. 

Again  he  exhibited  and  demonstrated  several 
cases  which  he  considered  as  failures.  They  did 
not  respond  to  the  treatment  and  after  the  casts 
were  removed  showed  little  or  no  improvement. 
He  expressed  the  hope  that  future  operations 
would  be  more  successful. 

He  said  that  he  had  seen  Dr.  Lorenz  operate  in 
many  instances.  That  the  rapidity  with  which  he 
worked  and  the  amount  of  force  used  by  him  in 
the  reposition  of  the  dislocated  heads  of  the 
femur  so  affected  him  that  for  a  time  he  changed 
his  modus  operandi  in  these  cases,  after  the  slow 
and  conservative  course  he  had  always  adopted. 
That  he  tried  the  Lorenz  method  in  many  cases 
but  came  to  the  conclusion  that  the  too  rapid  and 
forcible  method  was  unnecessary  and  that  the 
best  results  that  he  had  achieved  were  those  at- 
tained by  the  slow  and  conservative  operative 
procedure. 

The  cases  presented  and  exhibited  by  Dr.  Hibbs 
certainly  spoke  volumes  in  favor  of  the  method 
adopted  by  him. 

The  paper  was  discussed  by  Dr.  C.  D.  Napier, 
Dr.  E.  A.  Hatch  and  Dr.  Loevenstein,  of  Man- 
hattan. 

A  vote  of  thanks  was  tendered  to  Dr.  Hibbs  for 
his  very  interesting  demonstration. 

MEMORIAL  MEETING. 

Being  the  100th  meeting  of  the  Society  a  spe- 
cial part  of  the  evening's  session  was  devoted  to 
a  memorial  to  those  members  who  had  died  while 
on  the  roll  of  the  Society  since  its  institution  ten 
years  ago. 

Dr.  A.  H.  Brundage  read  the  names  of  the  de- 
•ceased  members  and  commented  on  their  good 


qualities  and  their  usefulness  to  the  Society  and 
to  the  profession  in  general. 

The  Memorial  address  was  delivered  by  the 
Rev.  S.  Parkes  Cadman,  D.D. 

Dr.  Cadman's  address  was  brief  and  to  the 
point  and  held  the  attention  of  the  hearers.  A 
vote  of  thanks  was  tendered  him. 

Hugh  Edward  Rogers.  M.D., 
Recording  Secretary. 


PROGRESS  IN  GYNECOLOGY. 


BY  CHARLES  JEWETT,  M.D. 

RESULTS  OF  OPERATION  FOR  CANCER  OF  THE 
UTERUS. 

Duret  and  Besson  (Rev.  de  Gyn.  et  de  Chirug. 
Abd.,  May  and  June,  1904)  discuss  the  compara- 
tive merits  of  vaginal  and  abdominal  hysterectomy 
in  cancer  of  the  uterus.  In  forty  operations  by 
the  lower  route  there  were  six  operative  deaths, 
15  per  cent.  Twenty-three  abdominal  hysterecto- 
mies were  performed  with  an  immediate  mortality 
of  ten,  a  little  more  than  43  per  cent.  Of  the 
vaginal  cases  one  died  of  hemorrhage,  one  of 
peritonitis,  one  owing  to  injury  to  the  sigmoid, 
one  of  shock,  one  of  pneumonia  and  one  of 
cardiac  disease.  After  the  abdominal  hysterecto- 
mies there  were  four  deaths  from  shock,  three 
from  sepsis,  one  from  ligation  of  both  ureters, 
one  from  bladder  injuries  and  disease  of  one 
ureter,  one  from  mitral  stenosis. 

Not  only  was  the  operative  mortality  of  abdom- 
inal operations  greater,  but  the  ultimate  results 
were  not  so  good  as  in  vaginal  hysterectomies. 

In  twenty-four  of  the  vaginal  cases  the  subse- 
quent history  was  traced.  Thirteen  were  free 
from  recurrence  after  one  year,  eight  from  one 
to  two  years  and  three  after  two  years. 

Out  of  nine  patients  treated  by  abdominal 
hvsterectomy,  who  survived  operation,  six  died 
within  ten  months  thereafter. 

In  the  absence  of  lymphatic  infection  the  au- 
thors believe  it  possible  to  remove  all  cancerous 
tissue  by  the  vaginal  route.  When  the  lymphatics 
are  invaded,  the  abdominal  route  permits  more 
extensive  dissection,  but  offers  no  real  advantage. 

HYSTERECTOMY  IN  ACUTE  PUERPERAL  INFECTION. 

Christeanii  (Rev.  de  Gyn.  et  de  Chir.  abd.,  July 
and  August,  1904).  This  is  an  elaborate  discus- 
sion of  the  subject.    C.  prefaces  his  paper  with 
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the  remark  that,  in  the  absence  of  localization,  the 
operation  is  practically  useless.  « 

The  author  has  collected  eighty  reported  cases 
of  hysterectomy  in  acute  puerperal  infection.  Re- 
ports published  by  Hofbauer,  Asch  and  Hirst, 
numbering  thirty-nine,  are  thrown  out  as  indefi- 
nite and  inconclusive.  In  the  forty-one  remaining 
cases  there  were  over  75  per  cent,  of  deaths.  The 
mortality  was  greater  after  term  labors  than  after 
abortion,  78.6  per  cent,  in  the  former  and  76.7  per 
cent,  in  the  latter.  Yet.  on  close  scrutiny  of  the 
statistics,  C.  is  disposed  to  believe  that  the  results 
are  in  fact,  less  favorable  than  the  foregoing  fig- 
ures would  indicate.  On  the  other  hand  the  mor- 
tality, in  a  parallel  series  of  cases,  should  not  ex- 
ceed 10  per  cent,  under  the  usual  means  of  treat- 
ment without  hysterectomy. 

When  clearly  marked  local  complications  such 
as  parametritis  or  allied  affections  are  present,  the 
author,  of  course,  concedes  the  necessity  for  sur- 
gical intervention  for  drainage  only.  So,  too, 
usually  hysterectomy  is  indicated  in  complete  rup- 
ture of  the  uterus.  Hysterectomy  in  infections 
with  complicating  appendicitis,  ovarian  cyst, 
pleurisy,  etc.,  do  not  belong  to  the  class  under 
discussion.  Infected  or  sloughing  fibroids  usually 
demand  operation,  despite  the  fact  that  the  re- 
sults are  numerically  bad.  Of  six  hysterectomies 
on  the  latter  indication,  three  died.  Of  thirty- 
two  cases  in  which  the  operation  was  done  for 
retention  of  necrotic  secundines,  nineteen  died. 
Here  the  mortality  was  63.7  per  cent,  in  post 
partum,  and  41.7  per  cent,  in  post  abortum  opera- 
tions. It  is  doubtful  if  better  results  were  ob- 
tained by  the  major  operation  than  would  have 
been  possible  by  the  simple  evacuation  of  the 
uterus.  In  perforation  of  the  septic  uterus, 
hysterectomy,  the  author  observes  is  imperative. 
In  five  cases  of  the  latter  class  all  recovered. 
Special  stress  is  laid  on  the  fact  that  hysterectomy 
for  puerperal  sepsis  is  more  fatal  after  term 
labors  than  after  abortions. 

ECTOPIC  GESTATION  DUE  TO  TUBERCULOUS 
SALPINGITIS. 

Kober  (Monatsschr.  f.  Geb.  u  Gyn.  No.  6, 
1904)  reports  a  case  of  extra-uterine  pregnancy 
in  which  the  cause  was  believed  to  be  tuberculosis 
of  the  tubes.  The  ovum  had  lodged  in  the  am- 
pulla. Gonorrhea  and  sepsis  are  common  factors 
in  the  etiology  of  tubal  pregnancy,  but  tuber- 
culous disease  has  rarely  been  observed  as  a 
cause.  All  act,  as  Opitz  has  pointed  out,  by  pro- 
ducing aglutination  of  the  longitudinal  folds  of 
the  tubal  mucosa.    As  the  opposite  tube  was 


closed  it  was  evident  that  the  pregnant  tube  must 
have  been  pervious  to  the  spermatozoids. 

TUBAL  ABORTION  AND  RUPTURE  IN  ECTOPIC 
PREGNANCY. 

Gottschalk  (Zentralbl.  fur  Gyn.  No.  4.  1904) 
relates  a  case  at  the  second  month  of  tubal  gesta- 
tion in  which  well  marked  contractions  of  the 
tube  could  be  distinctly  made  out  and  in  which  a 
profuse  intraperitoneal  hemorrhage  followed  soon 
after.  The  bleeding  was  so  active  that  the  woman 
became  pulseless.  The  case  was  of  interest  be- 
cause exceptional,  much  tubal  hemorrhage  seldom 
being  observed  early  in  tubal  abortions.  While 
free  hemorrhage  may  occur  at  some  stage  of  tubal 
abortion  it  is  rare,  G.  thinks,  except  after  several 
minor  attacks  of  bleeding.  The  patient  gave  a 
history  of  one  attack  of  pelvic  peritonitis  and  of 
nine  abortions. 

PUERPERAL  THROMBOSIS  AND  EMBOLISM. 

Richter  (Archiv.  fur  Gyn.,  Vol.  1,  xxiv.,  Bd. 
1)  discusses  thrombosis  and  embolism  from  the 
standpoint  of  data  collected  from  the  Dresden 
Maternity  Clinic.  He  directs  attention  especially 
to  the  value  of  Mahler's  symptom,  as  shown  by 
the  pulse  and  temperature  charts.  The  pulse  rises 
steadily  regardless  of  the  temperature.  In  16,000 
puerperae  there  were  twenty  cases  of  embolism, 
seventy-eight  of  thrombosis  and  eighteen  cases 
which  were  noted  in  the  records  as  puerperal  pul- 
monary complications.  In  34  per  cent,  of  the 
foregoing  cases  Mahler's  symptom  was  not  well 
marked,  but  in  these  it  was  obscured  by  fever 
from  various  causes  which  had  preceded  the  at- 
tack. In  2  per  cent,  of  cases  only  did  the  sign 
wholly  fail.  Of  the  cases  of  embolism  60  per 
cent,  terminated  fatally,  twelve  of  the  latter 
abruptly. 

A  progressive  rise  of  the  pulse  is  a  very  sig- 
nificant danger  signal,  even  in  the  absence  of 
early  dyspnoea. 


PROGRESS  IN  SURGERY. 

BY  GEORGE  R.  FOWLER,  M.D. 

MAURANCE  OR  A  MIXED  METHOD  OF  ANAESTHET- 
ISING. 

Maurance,  following  the  earlier  teaching  of 
Langlois,  shows  that  accidents  from  the  drop 
method  of  administering  chloroform  mav  be  pre- 
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vented  by  sparteine  0.05,  together  with  morphine 
0.01,  injected  half  an  hour  before  beginning  the 
anesthetic.  Their  method  has  been  used  with 
success  in  several  thousand  cases,  and  in  no  in- 
stance has  any  trouble  with  the  heart  occurred. 
Complete  relaxation  of  the  muscles  was  obtained 
in  eight  minutes  at  the  longest.  The  stage  of  ex- 
citement was  absent  in  the  majority  of  cases,  and 
always  if  injection  took  place  forty  minutes  be- 
fore beginning  the  chloroform. 

Vomiting,  during  or  after  anesthesia,  was  no- 
ticed less  often  than  usual.  Heart  action  first 
increases,  then  falls  to  between  seventy  and 
eighty,  and  remains  there  during  the  continu- 
ance of  narcosis. 

Troublesome  after-effects  are  generally  very 
slight,  because  of  the  tonic  effect  of  the  sparteine. 

CONTRIBUTION    TO    THE    SCHULTZE   TECHNIC  OF 
GASTRIC  RESECTION. 

76th  Meeting  of  German  Naturalists  and  Phy- 
sicians in  Breslau.  Reported  in  Zentralblatt  fur 
Chirurgie,  1904,  XLVTI,  1365. 

The  contribution  to  the  technic  of  gastric  re- 
section refers  to  the  method  proposed  by  Kocher. 
As  is  well  known,  Kocher  resects  by  closing  the 
stomach,  after  removal  of  the  tumor,  and  then 
implanting  the  duodenum  into  the  posterior  gas- 
tric wall. 

Schultze's  modification,  tried  in  three  instances, 
refers  to  the  kind  of  duodinal  implantation.  The 
operation  is  as  follows :  After  removal  of  the 
tumor,  the  posterior  gastric  wall  is  incised  par- 
allel with  the  resection,  and  two  or  three  fingers' 
breadth  from  the  same.  The  gastric  clamp  is 
applied  so  as  to  leave  a  sufficient  gastric  lumen. 
The  duodenum  is  now  pulled  through  this  aper- 
ture, its  normal  edges  are  united  with  those  of 
the  stomach  by  means  of  about  ten  of  Roser's 
"Klauenschieber"  (clawlike  forceps).  By  this 
simple  manipulation,  which  may  be  performed 
very  rapidly,  an  exact  adaptation  of  the  wound 
edges  is  obtained,  the  subsequent  suturing  of 
which  completes  the  implantation.  The  sur- 
roundings are  covered  aseptically,  only  the  line 
of  suturing  being  visible.  For  security's  sake  we 
add  a  suture  of  the  serous  membrane.  Next  the 
gastric  lumen  is  sutured,  and  that,  too,  with  rapid 
closing  by  means  of  "Klauenschieber."  Finally, 
the  serous  membrane  is  sutured  with  turning  in 
of  the  first  suture. 

This  modification  offers  the  following  advan- 
tages :  first,  added  security  of  duodenal  implan- 
tation :  second,  simplification  of  procedure  and 
shortening  the  time  of  operation. 


PROGRESS  IN  OTOLOGY. 


BY  JOHN  E.  SHEPPARD,  M.D.  AND  STEPHEN  H. 
LL'TZ,  M.D. 

Deafmutism :  from  Deutsche  Medicinische 
IV  ochenschrift. 

Bezold  states  that  in  rather  more  than  half  of 
all  cases  of  deafmutism,  the  condition  is  acquired 
and  that  generally  during  the  first  and  second 
years  of  life.  He  has  encountered  a  family  re- 
cently in  which  two  children  were  deaf  mutes,  as 
also  were  both  parents  and  a  common  great 
grandfather.  He  warns  against  consanguineous 
marriages  between  deaf  mutes,  although  deaf 
mutes  may  intermarry  under  other  circumstances. 
In  233  cases  of  acquired  deafmutism,  74  followed 
cerebro-spinal  meningitis,  47  followed  cerebral 
typhoid.  Some  brain  process  preceded  deafmut- 
ism in  51.9  per  cent,  of  cases.  Scarlet  fever  in 
18  per  cent.;  1.9  per  cent,  due  to  mumps;  abont 
6.5  per  cent,  due  to  inherited  syphilis,  6.4  per 
cent,  to  otitis  media  and  3  per  cent,  to  falls  on  the 
head.  He  found  traces  of  hearing  in  all  but  79 
cases  out  of  276  deaf  mutes  examined.  In  culti- 
vating this  remnant  of  hearing  a  hand-mirror  is 
of  great  assistance.  The  subject  watches  in  the 
mirror  the  lips  of  the  person  speaking  directly 
into  his  ear.  It  is  necessary  that  this  training 
should  be  individual,  not  in  class,  especially  not  in 
a  class  with  the  totally  deaf.  By  this  individual 
instruction  the  deaf  mute  learns  to  speak  with 
natural  intonation. 

Xew  Method  of  Skin-Grafting  the  Cavity  after 
Mastoidectomy.  Clinical  Journal.  Douglas  Drew 
says  in  part :  "After  performing  the  complete 
mastoid  operation  a  meatal  flap  is  cut  after  Ball- 
ance's  method,  and  the  cavity  in  the  bone  is 
packed  with  gauze  through  the  meatus,  the 
wound  behind  the  ear  being  sutured  throughout. 
After  fourteen  days,  a  graft  is  cut  large  enough 
to  cover  the  whole  surface,  and  is  spread  on 
moistened  silk  court  plaster  with  raw  surface  up- 
permost. Cut  away  redundant  court  plaster. 
Then  pass  plaster  and  graft  in  through  meatus 
and  pack  closely  with  gauze  to  keep  in  position. 
At  end  of  ten  days  plugs  may  be  removed  and 
plaster  withdrawn.  This  method  renders  un- 
necessary the  reopening  of  the  wound.  It  is 
easier  to  apply  the  graft  in  this  way,  no  blood 
gets  beneath  the  graft,  and  the  troublesome  man- 
ipulation of  a  graft  in  a  small  irregular  deep- 
seated  cavity  is  dispensed  with." 

Aneurism  of  Carotid  in  the  Tympanic  Cavity. 
Monattscrift  fur  Ohrcnhcitkunde.     Schulte  re- 
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ports  a  case  of  the  above.  Patient  26  years  old ; 
old  chronic  suppuration  left  ear  with  medium 
sized  perforation,  anterior  inferior  quadrant, 
through  which  projected  a  round,  tumor-like  mass 
with  smooth  reddish  blue  colored  surface.  No 
pulsation.  Diagnosis  of  polyp  snare  and  chromic 
acid  used  without  removing  m?ss.  Then  incision 
was  made,  followed  by  profuse  hemorrhages  from 
ear  and  Eustachian  tube  which  kept  up  at  inter- 
vals of  forty-one  days.  For  a  time  controlled 
by  gelatine  injections,  after  packing  proved  of  no 
use.  Finally,  left  common  carotid  was  ligated. 
Probably  due  to  aneurism  of  internal  carotid, 
where  plate  in  roof  of  carotid  canal  was  very 
thin  and  had  been  injured  in  some  previous  treat- 
ment of  the  ear,  or  the  plate  had  become  necrosed 
on  account  of  long  continued  suppuration  in  the 
ear  and  carotid  had  pushed  through. 

Artificial  Obliterature  of  the  Eustachian  Tube. 
B olefin  de  Lar.  Otol.  y  Rin,  Madrid.  Dr.  E.  V. 
Segura,  of  Buenos  Ayres,  says  in  part :  This 
procedure  is  undertaken  as  a  means  of  obviating 
intra-tympanic  infection  from  the  naso-pharynx 
in  cases  of  total  loss  of  tympanic  membrane,  or 
in  those  cases  where  the  damage  to  the  ear  is  of 
such  extent  or  duration  as  to  preclude  any  possi- 
bility of  repair  and  the  inflammatory  exacerba- 
tions must  be  of  such  a  nature  as  to  leave  no 
doubt  that  they  ar.e  of  naso-pharyngeal  origin 
and  not  due  to  intra-tympanic  conditions. 

The  author  advises  the  obliteration  of  the  tube 
by  means  of  a  specially  made  galvano-cautery 
point,  something  like  a  catheter  with  spiral  wire 
tip,  introduced  into  tube  mouth  by  aid  of  post 
rhinoscopic  mirror.  In  a  few  cases  tried  by  the 
author  the  procedure  was  satisfactory,  reaction 
slight  and  no  after-treatment  needed. 

( Query — Is  not  the  author  sealing  up  the 
wrong  end  of  the  Eustachian  tube?  It  appears 
to  the  reviewers  that  the  tympanic  end  would  be 
the  one  to  attack  if  the  tube  had  to  be  closed). 


MEDICO-LEGAL  NOTES. 


BY  EVARTS  L.  PRENTISS,  15.  LITT.,  OF  THE  NEW 
YORK  BAR. 

Registration  of  Nurses. 

Chapter  293  of  the  Laws  of  the  State  of  New 
York  for  the  year  1903,  which  became  a  law  on 
April  24,  1903,  added  to  The  Public  Health  Law 
a  new  article  relating  to  the  Registration  of 
Nurses. 

By  its  provisions,  any  resident  of  the  State, 


over  twenty-one  years  of  age,  of  good  moral 
character,  holding  a  diploma  from  a  training 
school  for  nurses  connected  with  a  hospital  or 
sanitarium  giving  a  course  of  at  least  two  years, 
and  registered  by  the  Regents  of  the  University 
of  the  State  of  New  York,  as  maintaining  proper 
standards,  and  who  shall  have  received  from  the 
Regents  a  certificate  of  his  or  her  qualifications  to 
practice  as  a  registered  nurse,  shall  be  styled  and 
known  as  a  registered  nurse,  and  no  other  person 
is  allowed  to  assume  such  title  or  use  the  abbre- 
viation R.  N.,  or  any  other  words,  letters  or 
figures  to  indicate  that  the  person  using  the  name 
is  such  a  registered  nurse. 

Before  beginning  to  practice  nursing,  every 
registered  nurse  is  required  to  record  such  cer- 
tificate in  the  County  Clerk's  office  of  the  County 
of  his  or  her  residence,  with  an  affidavit  of  iden- 
tity. The  act  requires  a  subsequent  recording  to 
be  made  in  the  month  of  January,  1906,  and  in 
every  thirty-sixth  month  thereafter. 

The  examinations  of  nurses  for  certification 
are  conducted  under  the  rules  made  by  the  Re- 
gents and  by  a  board  of  five  examiners  appointed 
by  the  Regents  from  a  list  nominated  by  the  New 
York  State  Nurses  Association.  The  act  pro- 
vides that  the  Regents  shall  charge  for  examina- 
tion and  for  certification  a  fee  of  five  dollars,  to 
meet  the  actual  expenses. 

The  Regents  have  power  to  revoke  any  cer- 
tificate for  sufficient  cause,  after  notice  and  hear- 
ing thereon.  They  may,  upon  the  recommen- 
dation of  the  Board  of  Examiners,  waive  the  ex- 
amination of  certain  classes  of  qualified  and 
trained  nurses  applying  for  certificates  within 
three  years  after  the  passage  of  the  act,  and  also 
grant  a  certificate  to  any  nurse  of  good  moral 
character,  who  has  been  engaged  in  the  actual 
practice  of  nursing  for  not  less  than  three  years 
prior  to  the  pasage  of  this  act ;  and  who  shall 
satisfactorily  pass  an  examination  within  three 
years  after  that  time. 

Any  violation  of  the  article  is  declared  by  the 
act  to  be  a  misdemeanor. 

Section  834  of  the  Code  of  Civil  Procedure, 
prohibiting  the  disclosure  of  professional  infor- 
mation by  physicians  was  amended  by  Chapter 
331  of  the  Laws  of  1904,  to  include  a  professional 
01  registered  nurse. 


Dr.  Wackerhagen  requests  that  the  words 
"operation  for  gastroenterostomy"  under  fig.  5 
of  his  paper  on  page  108,  this  Journal,  be  omit- 
ted. (Eds.) 


176 


BROOKLYN  MEDICAL  JOURNAL. 


April,  1905 


Brooklyn  medical  journal 

WILLIAM  C.  BRAISLIN,  M.  D. 
Editor-in-Chief. 

JAMES  McF.  WINFIELD,  M.  D. 
JOHN  A.  LEE,  M.  D. 

Associate  Editors. 

CLARENCE  R.  HYDE,  M.  D. 
Medical  News  Editor. 

G.  L.  HARRINGTON, 
Business  Manager. 

All  communications,  books  for  review,  articles  for  publica- 
tion, and  exchanges  should  be  addressed  BROOKLYN  Medical 
Journal,  Library  of  the  Medical  Society  of  the  County  of 
Kings,  1313  Bedford  Avenue,  Borough  of  Brooklyn,  New  York. 

Authors  desiring  Reprints  of  their  papers  should  state  on  the 
galley  proof  the  number  of  Reprints  desired. 

Each  contributor  of  an  Original  Article  will  receive  five  copies 
of  the  Journal  containing  his  article,  on  application  at  the 
Library  of  the  Society,  1313  Bedford  Avenue. 

A  limited  number  of  black  and  white  drawings  to  illustrate 
papers  will  be  reproduced  by  the  Journal  free  of  charge.  Elec- 
trotypes will  be  furnished  at  cost. 

Alterations  of  the  proof  will  be  charged  to  authors  at  the  rate 
of  sixty  cents  an  hour,  this  being  the  printers'  charge  to  the 
Journal. 

Entered  at  Brooklyn,  N  Y.,  post  office  as  second-class  matter. 


BROOKLYN-NEW  YORK,  APRIL.  1905. 


CLEAN  STREETS. 


As  personal  cleanliness  is  an  attribute  of  the 
higher  types  of  mankind,  so  the  prevailing  de- 
gree of  civic  cleanliness  denotes  very  largely  the 
stage  of  civilization  at  which  the  governing  offi- 
cials and  the  mass  of  voters  have  arrived  in  the 
march  of  civic  progress. 

The  highest  type  of  civilization  is  that  in  which 
neighbor  shows  for  the  rights  of  neighbor  the 
most  consideration.  The  civic  neighborhood  has 
a  right  to  tbose  factors  which  are  known  to  make 
for  healthful  living — good  water,  pure  air,  and 
abundant  light.  In  so  far  as  a  city  falls  below 
the  best  obtainable  of  these,  its  civilization  is 
deficient.  Brooklyn's  most  pressing  need  just 
now  is  for  cleaner  streets — for  an  atmosphere  re- 
lieved of  its  dust-laden  condition. 

Asphalted  streets,  of  which  this  city  may  now 
boast  a  goodly  number,  are  an  advance  in  a  city's 
cleanliness,  but  it  is  becoming  clearly  evident  that 
streets  so  paved  are  hardly  susceptible  to  the 
method  of  sweeping  given  to  cobble-pavements. 

Next  in  order  to  the  laying  of  streets  with 
asphalt,  must  be  inaugurated  a  system  of  cleaning 
them  which  shall  include  in  the  process  a  plenti- 
ful supply  of  water.  The  use  of  the  hand  water- 
ing-can. now  almost  extinct,  does  but  little  to 
prevent  the  formation  of  dust. 

Provision  for  flushing  asphalted  streets  in  sum- 
mer, and,  also,  at  profitable  times  in  winter, 
should  become  one  of  the  regular  and  accepted 
methods  of  street  cleaning. 


The  unprecedented  filthy  conditions  following 
the  continuously-frozen  snow  and  ice  of  the 
streets  during  the  past  winter  will  not  have  ex- 
isted without  good  following  if  an  improved  and 
more  effective  method  of  street  cleaning  should 
be  inaugurated  as  an  outcome. 


THE  EFFECT  OF  THE  INCREASED  WEIGHT  OF  SUR- 
FACE CARS  ON  THE  PRODUCTION  OF 
STREET  DUST. 


A  serious  drawback  of  the  large  and  more 
weighty  street  cars  now  in  use  is  the  greater 
amount  of  dust  created  by  their  passage.  The 
production  of  dust  due  to  this  cause  has  been 
noticeable  of  late  even  to  the  most  casual  ob- 
server. 

Even  with  the  ground  frozen,  and  with  the 
temperature  of  the  air  considerably  below  freez- 
ing, a  column  of  fine  dust  follows  in  the  wake  of 
each  rapidly  moving  car.  Because  horses  must 
use  the  same  space,  objection  exists  to  the  laying 
of  asphalt  between  the  rails,  otherwise  part  of 
the  difficulty  could  be  overcome  by  that  means. 
As  it  is,  the  tremendous  impact  of  rapidly-moving 
cars  creates  a  vibration  which  every  particle  of 
unmoistened  dust  in  the  vicinity  of  the  rails  must 
needs  respond  to.  It  is  difficult  to  overestimate 
the  harmful  influence  of  the  mass  of  fine  dust 
thus  set  free  into  the  atmosphere  of  streets  trav- 
ersed by  car  tracks,  upon  the  respiratory  ap- 
paratus of  those  who  are  compelled  to  breathe 
this  dust-laden  air. 

The  least  which  the  city  has  a  right  to  expect 
of  a  railroad  company  using  the  streets  for  trac- 
tion purposes  is  that  it  shall  keep  the  streets  so 
used  well  sprinkled,  especially  in  summer.  In 
winter  it  is  questionable  whether  the  judicious 
use  of  oil,  as  employed  by  steam  roads,  might  not 
be  used  to  render  travel  on  the  streets  more  com- 
fortable and  wholesome. 


DINNER  TO  DR.  OSLER. 


The  farewell  dinner  to  be  held  in  New  York 
City  in  May,  at  which  Dr.  Osier  will  be  the  guest 
of  honor,  will  emphasize  in  the  minds  of  laymen 
the  peculiarly  high  regard  in  which  he  is  held  by 
the  medical  profession  of  this  country.  His  de- 
parture to  a  new  field  of  labor  gives  his  con- 
freres an  opportunity  to  express  their  regards  for 
his  qualities  as  a  man,  as  well  as  for  his  ability 
as  a  physician. 
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OBITUARY. 


HOMER  LYMAN  BARTLETT,  M.D. 


BY  WILLIAM  SCHROEDER,  M.D. 

In  recording  the  death  of  Dr.  Bartlett  it  is 
with  that  feeling  of  respect  to  his  memory  that 
can  only  come  from  one  who  has  been  associated 
with  him  in  the  historical  work  of  our  society 
and  who  has  had  the  pleasure  of  calling  him  a 
life-long  friend.  For  almost  fifty  years  he  has 
practiced  the  healing  art  in  our  city,  beloved  by 
all  who  knew  him.  He  was  born  on  October  17, 
1830,  at  Jericho,  Vermont,  and  died  at  Thomas- 
ville,  Georgia,  on  February  3,  1905.  His  father 
was  Elias  Bartlett,  of  Jericho,  and  his  mother, 
Eliza  Wheelock,  of  Williamstown,  Mass.  In  1859 
he  married  Margaret  Strong  Scott,  of  Coopers- 
town.  X.  Y.  She  died  in  1876 ;  in  1880  he  married 
Harriette  Forde  Moore.  There  were  five  chil- 
dren born — Henry,  James,  Eliza,  Catherine  and 
Margaret — Eliza  being  the  only  child  living. 

Dr.  Bartlett  was  educated  at  the  Jericho  Acad- 
emy and  the  Boknsfield  Institute.  He  began  the 
study  of  medicine  under  the  direction  of  J.  Ham- 
ilton, M.D.,  of  Jerico,  and  continued  it  in  New 
York  under  Willard  Parker,  M.D.,  LL.D.  He 
attended  lectures  at  the  Woodstock  Medical  Col- 
lege, Albany  Medical  College  and  the  College  of 
Physicians  and  Surgeons,  New  York  City,  where 
he  received  the  degree  of  M.D.  in  1855.  This 
was  followed  as  interne  in  the  Kings  County 
Hospital  during  the  years  1855  and  '56;  the  fol- 
lowing year  he  was  in  practice  in  New  York  City, 
and  in  1857  removed  to  Flatbush,  where  he  re- 
mained until  his  death.  For  forty  years  he  was 
consulting  physician  to  the  Kings  Hospital  ; 
thirty-five  years  medical  examiner  of  the  Equit- 
able Life  Assurance  Company ;  twelve  years 
health  officer  of  Flatbush,  and  for  the  same  num- 
ber of  years  visiting  physician  to  the  Kings 
County  Penitentiary. 

He  was  a  member  of  the  Medical  Society, 
County  of  Kings,  from  1859-1905  ;  vice-president 
in  1865,  New  York  Physicians'  Mutual  Aid  Asso- 
ciation, American  Medical  Association  ;  delegate 
to  the  International  Medical  Congress  in  London 
in  1881  ;  New  York  State  Charity  Aid  Association 
and  the  Associated  Physicians  of  Long  Island. 

He  was  also  connected  with  the  Long  Island 
Historical  Society,  Kings  County  Lodge,  F.  & 
A.  M.,  of  which  he  was  Master  in  1869: 
1876.  '77  and  1880  in  Midwood  Club,  of  which  he 


was  the  first  president;  director  in  the  Flatbush 
Water  and  Trust  Company,  and  president  of  the 
Police  Board  and  Flatbush  Gas  Company. 

William  Schroeder,  M.D., 
Chairman  of  Historical  Committee. 


MEDICAL  AND  OTHER  PAPERS. 


BY  HOMER  L.  BARTLETT,  M.D. 

1863.  Cancer  of  the  Lip. 

1864.  Tuberculosis  of  the  Testicles. 
1874.  Physical  Culture. 

.  1874.  Thermometrical  Note  in  Disease. 

1874.  A  New  Departure  in  Hydrophobia. 

1877.  Origin  and  Use  of  Symbols  in  Lecture. 

1877.  History  of  Initiation :  Ancient  Rites 
Lecture. 

1883.  Melrose  Hall,  Flatbush. 

1892.  History  of  the  County  Farm. 

1895.  Address :  The  Family  Doctor — Otter- 
son  Dinner. 

1896.  Obituary  John  Lloyd  Zabriskie,  M.D. 

1897.  Progress  of  the  Healing  Art. 

1892.  Reminiscences  of  the  Early  Physicians 

of  Kings  County. 

1898.  Address:  L.  I.  Alumni  Association  of 
Columbia  College. 

1898.  Obituary:  John  Terry  Conkling,  M.D. 

1898.  Biography :  Thomas  Turner,  M.D. 

1899.  History  of  the  Kings  County  Hospital 
Staff. 

1899.  Vaccination:  Its  History  and  Utility. 

1899.  Obituary :  William  Henry  Bennett, 
M.D. 

1899.  Obituary :  John  Rutgert  Vanderveer, 
M.D. 

1899.  The  Woman's  Auxiliary — The  M.  S. 
Co.  of  K. 

1899.  Obituary:  Louis  Bauer,  M.D. 

1899.  Obituary  :  James  Wood,  M.D. 

1899.  History  of  the  Kings  County  Hospital. 

1900.  Obituary:  John  Cargill  Shaw,  M.D. 
1900.  Obituary:  Tennis  Schenck,  A.B.,  M.D. 
1900.  Medical  Men  as  Factors  in  History. 


SKETCHES  OF  LONG  ISLAND. 

KINGS  COUNTY  RURAL  GAZETTE,  1875-76. 
BY  HOMER  L.  BARTLETT,  M.D. 

The  Indian  Tomahawk  and  the  Dutchman's 
Pipe. 

Tradition  of  the  Aborigines. 
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Discovery  of  Nassau. 
Wouter  Van  Twiller. 
Settlement  of  Nassau. 
Dutch  Rule  in  Nassau. 
Indian  Revenge. 

Visit  of  State ;  Provincial  Town  of  Gravesend. 

Curious  Customs  and  Social  Manners  of  the 
Olden  Times. 

Articles  of  Agreement  With  Johanus  Van 
Eckkelen. 

Ancient  Schoolhouse  and  Erasmus  Hall. 
Dutch  Dominies. 

Early  Dutch  Clergyman  of  Kings  County. 
Ancient  Landmarks. 
Early  Physicians  of  Kings  County. 
Early  Dutch  Cleryman  of  Kings  County. 
Ancient  Laws  and  Halls  of  Justices. 
Pirates  and  Money  Diggers. 
Captain  Charles  Gibbs  and  the  Money  Diggers 
of  Pelican  Beach. 

Spectre  of  Martense  Lane. 
Hob  Goblin  of  Flatbush. 
The  Pirate's  Grave. 
The  Ghost  of  Melrose. 

A  Glance  of  Early  Life  in  Brooklyn  240  Years 
Ago. 


MEDICAL  NEWS. 


EDITED   BY   CLARENCE   REGINALD    HYDE,  M.D. 


//  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  9th  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 


Dr.  Nelson  L.  North  announces  his  removal  to 
150  Hancock  Street. 

Dr.  Le  Grand  Kerr  announces  the  removal  of 
his  office  to  no  Cumberland  Street. 

Dr.  William  Linder  has  removed  his  residence 
and  ofhee  from  640  Nostrand  Avenue  to  1701 
Eastern  Parkway,  near  Hopkinson  Avenue. 

1  >r.  James  Watt  was  confined  to  his  house  two 
weeks  with  a  severe  attack  of  quinsy.  He  was 
attended  by  Dr.  William  Dudley. 

Dr.  Robert  S.  Royce,  of  211  Greene  Avenue, 
announces  the  birth  of  a  boy,  Robert,  named  after 
his  ancestor,  Robert  Royce,  who  was  the  first 
Royce  to  come  to  this  country  in  1530. 


Dr.  Charles  Jewett,  of  330  Clinton  Avenue,  has 
been  invited  to  deliver  the  annual  oration  at  the 
meeting  of  the  Medical  Association  of  the  State 
of  Maine,  in  Portland,  on  the  eighth  of  June. 
The  subject  of  the  address  will  be  a  gynecologic 
question. 

Dr.  Arthur  C.  Brush,  of  29  South  Portland 
Avenue,  sails  on  the  Cedric,  about  June  the  first, 
for  an  extensive  European  tour. 

We  regret  to  announce  the  death  of  Dr.  Hugo 
Koethe,  262  Vernon  Avenue,  a  member  of  the 
Medical  Society  of  the  County  of  Kings,  on  the 
1 6th  of  March. 

Dr.  Joseph  H.  Raymond,  Secretary  of  the 
Faculty  of  the  Long  Island  College  Hospital,  has 
had  completed  and  printed  in  Spanish  a  small 
booklet,  telling  of  the  course  of  instruction  in  the 
College,  and  Dispensary,  and  numerous  other 
items  of  information  for  any  Spanish  students 
who  may  intend  to  study  medicine  in  New  York 
City. 

Dr.  William  Osier,  in  a  recent  interview,  said : 

"I  have  been  so  misquoted  in  the  papers  that 
I  should  like  to  make  the  following  statement : 

"First — I  did  not  say  that  men  at  60  should  be 
chloroformed.  That  was  the  point  in  the  novel 
tc  which  I  referred,  and  on  which  the  plot  hinged. 

"Second — Nothing  in  the  criticisms  have 
shaken  my  conviction  that  the  telling  work  of 
the  world  has  been  done  and  is  done  by  men 
under  40  years  of  age.  The  exceptions  which 
have  been  given  only  illustrate  the  rule. 

"Third — It  would  be  for  the  general  good  if 
men  at  60  were  relieved  from  active  work.  We 
should  miss  the  energies  of  some  young  old  men, 
but  on  the  whole  it  would  be  of  the  greatest  ser- 
vice to  the  sexagenarii  themselves." 

It  is  authoritatively  reported  that  ground 
will  soon  be  broken  for  the  long-looked-for  new 
Long  Island  College  Hospital. 

Mortimer  Wright  Shaw,  M.D.,  a  well  known 
New  York  physician,  whose  office  was  at  117 
Cedar  Street,  died  at  Middletown,  N.  Y.,  recently 
of  typhoid  pneumonia.  He  was  37  years  old. 
He  went  to  Middletown  to  visit  his  mother,  Mrs. 
Elizabeth  Shaw,  one  week  ago.  He  was  a  gra- 
duate of  the  Long  Island  College  Hospital,  class 
o£  1893,  and  has  served  in  the  Kings  County 
Hospital.  Dr.  Shaw  is  survived  by  his  wife, 
Florence  Perkins,  and  one  child. 

Dr.  William  A.  Dunn,  one  of  Boston's  most 
noted  physicians,  has  become  a  member  of  the 
medical  and  surgical  staff  at  the  Vatican.  Dr. 
Dunn  is  50  years  old,  and  graduated  from  Har- 
vard Medical  School  in  1875.    After  studying 
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abroad  for  some  time  he  returned  to  Boston, 
where  he  built  up  a  fine  practice.  His  scientific 
attainments  in  medicine  and  surgery  secured  him 
him  the  place  of  consulting  physician  with  the 
chief  medical  attendant  of  Pope  Pius  X. 

Dr.  Albert  Benjamin  Prescott,  director  of  the 
chemical  laboratories  of  the  University  of  Mich- 
igan, professor  of  organic  chemistry,  dean  of  the 
School  of  Pharmacy,  and  the  oldest  professor  in 
the  University  in  point  of  years  and  service,  died 
recently  at  Ann  Arbor,  Mich.  He  was  72  years 
old,  and  a  former  president  of  the  American  As- 
sociation for  the  Advancement  of  Science  and  of 
the  American  Pharmaceutical  Association. 

It  is  announced  that  the  Health  Department's 
new  building  in  Brooklyn,  made  necessary  by  the 
unsanitary  condition  of  the  present  quarters  in 
Clinton  Street,  is  to  have  attached  to  it  a  tuber- 
culosis sanitarium\  of  the  most  modern  descrip- 
tion. The  new  building  is  to  be  erected  in  Flat- 
bush  Avenue,  near  Fulton  Street,  and  is  to  cost 
$200,000.  The  scheme  of  a  tuberculosis  institu- 
tion has  been  under  advisement  for  a  long  time. 
It  is  proposed  to  build  a  one-story  structure,  tiled 
throughout,  without  a  particle  of  wood  or  other 
material  to  harbor  germs.  The  tuberculosis  ward 
will  be  attached  to  the  main  building,  which  will 
be  used  for  the  business  offices  of  the  department, 
and  fitted  for  scientific  experiments.  It  is  ex- 
pected that  the  new  structure  will  be  completed 
within  eighteen  months. 

The  Board  of  Directors  of  the  Manhattan  Eye, 
Ear  and  Throat  Hospital  are  contemplating  the 
building  of  a  new  hospital  on  Sixty-first  Street, 
between  Second  and  Third  Avenues,  to  cost 
$200,000.  Mr.  Frank  Tilford,  one  of  the  newly 
elected  directors,  pledged  $25,000  for  the  con- 
struction of  an  Ear  Clinic,  and  advocated  the 
immediate  beginning  of  work  on  the  new  build- 
ing, even  if  a  debt  were  incurred. 

The  Aldermen  have  appropriated  $35,000  to 
enable  Dr.  Darlington  to  make  a  census  of  the 
congested  districts  with  a  view  to  restricting  the 
spread  of  contagious  diseases. 

The  singing  of  the  Glory  song  for  cancer  suf- 
ferers is  the  latest  outcome  of  the  Torrey-Alex- 
ander  Mission.  An  English  Countess  has  paid 
for  installing  an  electrophone  in  the  cancer  ward 
of  Middlesex  Hospital,  where  the  triumphal 
hymn  was  brought  from  Albert  Hall.  A  trans- 
mitter was  fixed  on  a  dais  in  the  hall,  with  the  re- 
ceiver at  the  head  of  each  bed.  The  mission 
singing  and  preaching  alike  can  be  heard  dis- 
tinctly, and  seem  to  be  much  appreciated. 

The  Directors  of  the  Babies'  Hospital  are  ask- 


ing for  donations  to  a  fund  to  be  used  for  in- 
creased accommodations.  The  hospital  was 
opened  in  1902,  but  so  great  was  the  demand 
upon  it  that  its  full  capacity  was  required  six 
months  later,  and  has  been  since.  Last  summer 
a  third  of  the  applications  had  to  be  rejected. 
The  directors  hope  to  raise  $25,000.  Checks  may 
be  mailed  to  Henry  R.  Kunhardt,  treasurer,  17 
Battery  Place. 

At  the  date  of  this  writing,  386  deaths  from 
cerebro-spinal  meningitis,  since  January  first, 
have  been  reported.  So  alarming  is  the  increase 
that  Health  Commissioner  Darlington  has  ap- 
pointed a  special  commission  of  well  known  medi- 
cal men  and  pathologists  to  investigate  this  dis- 
ease, and,  if  possible,  suggest  some  remedy  to 
prevent  its  spread. 

The  commission  which  Dr.  Darlington  has 
summoned  to  face  the  menace  to  the  city  is  com- 
posed of:  Dr.  William  M.  Polk,  chairman,  dean 
of  Cornell  Medical  College;  Dr.  Walter  B. 
James,  professor  in  the  College  of  Physicians  and 
Surgeons ;  Dr.  William  P.  Northrup,  professor 
in  children's  diseases  in  Bellevue  Hospital  and  at 
New  York  University.  Dr.  Simon  Flexner,  head 
of  the  Rockefeller  Institute ;  Dr.  Joshua  M.  Van 
Cott,  pathologist  at  the  Long  Island  College;  Dr. 
E.  K.  Dunham,  pathologist  of  Carnegie  Labor- 
atory ;  Dr.  William  K.  Draper,  visiting  physician 
at  the  Bellevue  and  Minturn  Hospital,  and  a 
specialist  in  cerebro-spinal  meningitis. 


BOOK  REVIEWS. 


Cellular  Toxins,  or  the  Chemical  Factors  in  the  Caus- 
ation of  Diseases.  By  Victor  C.  Vaughan,  M.O., 
LL.D.,  and  Frederick  G.  Novy,  M.D.,  Sc.D.  Fourth 
Edition.  Revised  and  Englarged.  Phila.  and  N,  Y., 
Lea  Bros.  &  Co.,  1902.  viii,  17 — 495  pp.  1  pi.,  8vo. 
Price :  Cloth.  $3.00. 

The  new  edition  of  this  well-known  work  is  brought 
up  to  date,  and  largely  rewritten.  The  advances  in  our 
knowledge  of  the  subjects  of  which  it  treats  are  so  rapid 
that  many  of  the  statements  to  be  found  in  the  early- 
editions  have  become  less  important  and  newly  dis- 
covered facts  have  so  increased  in  importance  that  the 
authors  have  been  compelled  to  change  the  title,  in 
this  edition,  to  express  the  contents  of  the  volume.  The 
importance  of  ptomaines  as  a  cause  of  disease  has 
greatly  decreased,  or  rather,  the  importance  of  toxins 
has  so  overshadowed  them,  as  to  be  regarded  as  the 
most  important  chemical  cause  of  disease.  The  authors 
have  given  us  a  fairly  complete  account  of  the  bacterial 
toxins,  and  antitoxins  as  well  as  the  autotoxins  of  the 
human  body  or  the  leucomaines.  They  have  crowded 
into  the  volume  a  large  amount  of  general  information 
on  these  subjects  in  addition  to  the  more  technical 
chemical  information.  E.  H.  BARTLEY, 
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Serums,  Vaccines  and  Toxins  in  Treatment  and 
Diagnosis.  By  William  Cecil  Bosanquet,  M.A.,  M.D. 
Oxon.,  F.R.C.P.  Lond.  Chicago,  W.  T.  Keener  & 
Co. ;  London,  Cassell  &  Co.,  Ltd.,  1904.  vii,  344  pp. 
121110.    Price:  Cloth,  $2.00. 

This  little  manual  is  designed  to  present  in  concise 
form  what  is  known  on  the  subjects  of  immunity  and 
serum-therapy.  The  literature  of  these  subjects  has 
become  very  voluminous  and  is  scattered.  The  author 
has  done  a  great  service  to  the  medical  profession  by 
collecting  and  arranging  the  chief  facts,  theories  and 
speculations  on  these  subjects  and  publishing  them  in 
a  condensed  and  readable  form.  The  book  is  to  be 
recommended  to  all  who  wish  to  inform  themselves  on 
these  complicated  subjects,  without  a  vast  amount  of 
reading.  E.  H.  Bartley. 

Epilepsy  and  Its  Treatment.  By  William  P.  Sprat- 
ling,  M.D.    Phil.,  N.  Y.  &  Lond.,  W.  B.  Saunders  & 

Co.,  522  pp..  31  pi.  8vo.    Price  :  Cloth,  $4.00. 

There  are  many  striking  features  about  this  book;  on 
the  one  hand  its  beautiful  get-up,  the  well-executed  en- 
gravings, the  usually  clear  text,  its  apparent  breadth  of 
scope;  on  the  other  its  false  gloss  and  many  imperfec- 
tions. Only  a  few  of  these  last  can  be  specially  referred 
to. 

Nearly  a  third  of  the  45  pages  on  the  surgical  side 
are  strangely  devoted  to  matters  of  technique,  familiar 
to  every  operator.  In  "the  prevention  of  an  immediate 
attack"  he  does  not  mention  the  most  common  plan  of 
all,  that  of  taking  a  swallow  of  some  liquid,  as  water. 
The  question  of  the  relation  of  rickets  seems  unknown 
to  him ;  Ohlmacher's  crude  but  highly  important  obser- 
vations do  not  appear  to  have  been  regarded  except  in 
the  list  of  references  (Institution  men  rarely  get  an 
adequate  insight  into  etiology). 

Sub  "Influence  of  Sex"  his  figures  also  indicate  a 
slightly  more  favorable  prospect  for  males,  but  he  does 
not  mention  the  work  of  Govers  or  the  reviewers. 
Amongst  the  physical  evidences  in  epilepsy  due  to  acci- 
dent, he  overlooks  the  form  associated  with  traumatic 
cephalhydrocele.  The  picture  in  plate  9  shows  a  left  and 
not  a  right  conjunctional  hemorrhage.  Medico  legal 
discussions  in  such  a  work  lose  value  when  evidently 
influenced  by  the  prejudices  which  personal  court-cases 
have  evoked ;  and  he  even  speaks  in  apparent  disparage- 
ment (page  501)  of  "the  extraordinary  features"  of 
some  judges'  charge  that  nevertheless  cause  some  good 
to  rise.  The  great  therapautic  value  of  times  of  digitalis 
or  other  cardiac  agent,  and  less  often  of  nux  or  its 
relatives,  finds  no  mention. 

While  no  division  of  his  subject  appears  to  be  worked 
out  with  any  thoroughness ;  still  if  his  discussion  be 
considered  merely  as  illustrative,  the  work  can  be  ac- 
corded praise.    Its  teachings  are  generally  sound. 

W.  B. 

Surgical  Emergencies  ;  The  Surgery  of  the  Abdo- 
men ;  Part  I ;  Appendicitis  and  Other  Diseases 
About  the  Appendix.  By  Bayard  Holmes,  B.S., 
M.D.    N.  Y.,  D.  Appleton  &  Co.,  1904.  V-XVL,  350 

pp.,  21,  8  col.  pi.    i2mo.    Price:  Boards,  $2.00. 

This  is  the  second  volume  which  the  author  has  pre- 
sented in  his  series  on  Surgical  Emergencies.  Two  hun- 
dred and  forty-one  pages  of  this  volume  are  devoted  to 
appendicitis.  In  the  remaining  one  hundred  pages  are 
discussed  the  subjects  of  peritonitis,  intussusception,  per- 
forating typhoid  ulcer  and  carcinoma  of  the  intestinal 
tract. 

The  author  has  treated  the  subjects  in  a  clear,  concise 
and  interesting  manner.  The  subject  matter  is  frequent- 
ly better  than  the  diction.  The  substance  better  than  the 
form.  On  page  10  the  author  grows  eloquently  "lumin- 
ous" and  finally  winds  up  his  panegyric  by  referring  us 
to  Plate  T,  which  fittingly  translates  the  author's  thought 
in  its  lambent,  lurid  and  luminous  suggestiveness. 

The  author  indulges  in  a  modest  bit  of  naivete  on 
page  37,  when  in  making  his  rounds  on  the  morning 


following  an  operation  for  appendicitis  he  fails  to  recog- 
nize his  patient  operated  on  the  day  before,  and  apolo- 
gizes for  getting  in  the  wrong  room.  This  is  but  a 
natural  mistake  when  we  hear  the  author's  explanation 
of  it,  "The  change  in  his  appearance  was  so  great  in 
this  short  time  that  I  had  failed  to  recognize  him,"  like- 
wise he  wore  "a  most  beautiful  and  animated  expres- 
sion." But  enough  of  this.  In  the  diagnosis  and  treat- 
ment the  author  has  given  us  a  splendid  exposition  of 
the  best  and  latest  thought  on  this  subject.  The  text  is 
strengthened  by  citation  of  appropriate  cases  and  the  use 
of  excellent  illustrations. 

William  Francis  Campbell. 

The  Surgery  of  the  Diseases  of  the  Appendix  Veri- 
formis  and  Their  Complications.  By  William  Henry 
Battle,  F.R.C.S.,  and  Edred  M.  Corner,  M.B.,  B.C., 
F.R.C.S.    Chic,  W.  T.  Keener  &  Co.,  1905.  Front, 

VII-XI,  13-207  pp.  8vo.    Price:  Cloth,  $2.50. 

This  volume  forms  an  interesting  and  valuable  con- 
tribution to  the  literature  of  appendicitis.  In  this  book- 
making  age  the  contributions  to  medical  literature  are 
far  in  excess  of  the  acquisition. 

It  is  a  pleasure  to  peruse  this  work  because  it  is  the 
product  of  clinical  observation  and  the  record  of  ac- 
curate deductions  from  clinical  facts. 

In  discussing  the  physiology  of  the  appendix  the  au- 
thors agree  with  Berry  of  Edinburgh,  that  the  appendix 
is  not  a  vestigial  structure,  but  a  specialized  part  of  the 
alimentary  canal.  The  term  "appendicular  constipation'" 
is  especially  apropos  in  describing  the  role  of  concre- 
tions in  appendicitis. 

The  value  of  leucocytosis  is  well  formulated.  The 
authors  neither  ignore  it  or  underrate  it,  but  they  right- 
ly consider  that  the  clinical  features  form  by  far  the 
most  expressive  and  reliable  aidication  for  operative 
treatment. 

In  the  diagnosis  of  appendicitis  we  fail  to  find  any  ref- 
erence to  one  of  the  most  important  symptoms,  viz. : 
Rigidity  of  the  right  rectus  muscle.  The  other  import- 
ant features  are  well  brought  out,  and  we  note  a  con- 
stant reference  to  the  "importance  of  rectal  examina- 
tion." 

We  desire  to  call  special  attention  to  two  chapters 
in  this  work  which  are  deserving  of  notice,  because  of 
their  special  excellence.  We  refer  to  the  chapters  on 
"Peritonitis"  and  the  "Acute  Abdomen."  The  perusal 
of  these  chapters  will  amply  repay  the  reader.  On  page 
69  the  procedure  ascribed  to  Dawbarn  should  be  cred- 
ited to  Weir.  William  Francis  Campbell. 

The  Practical  Medicine  Series  of  Year  Books;  Vol. 
X.,  September,  1904.  Skin  and  Venereal  Diseases; 
Nervous  and  Mental  Diseases.  Chicago,  Year  Book 
Pubs.,  1904.    234  pp.  i2mo.    Price:  Cloth,  $1.00. 

A  reviewer  of  this  little  volume  in  and  of  itself  essen- 
tially a  review  would  seem  an  unnecessary  labor,  how- 
ever it  might  here  be  conceded  that  the  references 
dermatological  in  character  as  well  as  those  connected 
with  branch  of  medicine,  comprise  all  or  almost  all  of 
the  moot  points  of  the  subjects  most  touched  upon  dur- 
ing the  past  year,  and  are  carefully  chosen  and  well 
considered.  Still  it  may  be  said  as  well  that  they  are 
really  intended  for,  or  of  most  use  to  illuminate  on 
those  subjects,  and  as  such  are  not  intended  for  the 
general  practitioner,  or  student. 

We  think  on  the  whole,  that  the  two  or  three  pages 
considering  the  general  aspect,  and  conclusions  on  Acti- 
notherapy  and  Radiotherapy,  as  connected  with  Derma- 
tology, are  the  best  for  the  average  medical  reader,  and 
in  a  certain  sense  and  degree  the  most  instructive  in  the 
book.  The  failures  and  defects  of  those  methods,  and 
the  imperfection  of  our  knowledge  regarding  their  action 
are  given  as  well  as  their  successes. 

The  other  portions  of  the  volume  as  on  subjects  more 
or  less  related  to  Dermatology,  as  Syphilis,  Chancroid 
lesions,  and  Genito-Urinary  matters  afford  interesting 
and  instructive  reading ;  as  do  those  also  on  Nervous 
and  other  diseases.  S.  S. 


BROOKLYN  MEDICAL  JOURNAL 


Vol.  XIX. 


ORIGINAL  ARTICLES. 


SURGICAL    TREATMENT   OF  CIRRHOSIS    OF  THE 
LIVER* 


BY  RUSSELL  S.   FOWLER,  M.D., 

Attending  Surgeon  to  the  German  Hospital;  Associate  Surgeon 
to  the  Brooklyn  Hospital;  Assistant  Surgeon  to  the 
Methodist  Episcopal  Hospital,  Brooklyn, 
New  York. 

In  order  to  understand  the  rationale  of  surgery 
in  the  treatment  of  liver  cirrhosis,  with  ascites, 
it  is  first  necessary  to  review  briefly  the  pathology 
of  portal  obstruction.  It  must  be  remembered 
that  collateral  circulation  is  rarely  established  to 
a  sufficient  degree  to  afford  much  relief  to  the 
obstruction  of  the  portal  radicles  in  the  liver. 
To  this  lack  of  sufficiency  of  the  portal  circula- 
tion to  meet  the  demands  upon  it  is  due  a  number 
of  what  may  be  termed  secondary  lesions  of  the 
cirrhotic  condition.  In  such  cases  the  hemor- 
rhoidal and  vesical  veins  are  enlarged ;  also  the 
veins  of  communication  between  Glisson's  cap- 
sule and  the  diaphragmatic  veins.  The  collateral 
circulation  which  helps  to  relieve  the  portal  ob- 
struction, consists  of  communicating  veins  be- 
tween the  systems  of  the  portal  vein  and  the  in- 
ferior vena  cava,  for  example,  the  communica- 
tions of  the  esophageal  plexus  with  the  azygos 
veins,  the  veins  of  the  caecum  and  colon  with  the 
internal  mammary,  the  hemorrhoidal  with  the 
hypogastric,  those  in  Glisson's  capsule  with  ihc 
veins  of  the  hepatic  ligament,  and  the  vein  of  the 
round  ligament  with  the  epigastric  veins.  In 
rare  cases  further  collateral  circulation  exists, 
due  to  the  congenital  nonclosure  of  the  umbilical 
vein.  This  dilates  and  furnishes  an  anastomosis 
with  the  internal  mammary,  epigastric,  and  cuta- 
neous veins.  There  is  some  discussion  as  to 
whether  this  latter  collateral  circulation  is  estab- 
lished by  the  dilatation  of  the  umbilical  vein  or 
of  a  vein  in  the  round  ligament  (Sappey). 
Whichever  the  cause,  the  result  is  that  a  more 
or  less  circumscribed  dilatation  of  the  superficial 
abdominal  veins,  known  as  the  caput  Medusae,  in 

*  Read  before  the  Verein  Deutsche  Aerzte  von  Brooklyn, 
March  10,  '05, 
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the  neighborhood  of  the  umbilicus,  sometimes 
occurs. 

Diffuse  dilation  of  the  veins  of  the  abdominal 
surface  is  quite  common.  This  is  caused  by  the 
pressure  of  the  ascitic  fluid  on  the  vena  cava, 
and  is  also  found  with  ascites  from  causes  other 
than  cirrhosis  of  the  liver.  The  ascites  of  cir- 
rhosis usually  begin  early  and  constantly  in- 
creases. It  is  not  a  constant  symptom.  Cases 
of  cirrhosis  may  terminate  fatally  without  show- 
ing ascites  at  any  time.  This  is  shown  by  the 
statistics  of  Lange,  who  records  that  of  115 
fatal  cases  of  cirrhosis,  65.6  per  cent,  never  had 
any  ascites.  This  means  that  in  the  majority  of 
these  cases  there  was  sufficient  collateral  cir- 
culation to  compensate  for  the  obstruction  in  the 
liver.  The  degree  of  compensation,  of  course, 
differs  according  to  the  anatomical  condition 
present.  It  must  be  remembered  that  the  amount 
of  demand  made  upon  the  collateral  circulation 
differs.  It  is  only  when  the  balance  between  the 
amount  of  demand  exceeds  the  degree  of  com- 
pensation that  the  circulatory  balance  is  de- 
stroyed and  ascites  and  other  distressing  symp- 
toms of  interference  with  the  portal  circulation 
develop.  Such  symptoms  are  due  to  congestion 
of  the  circulation  in  the  intestines  and  stomach. 

Spontaneous  cure  of  ascites  due  to  cirrhosis  of 
the  liver  is  rare.  In  these  cases  an  autopsy  has 
shown  ,.at  adhesions  containing  well  developed 
blood  vessels  existed  between  the  liver,  spleen, 
omentum,  intestines  and  the  diaphragm  and  an- 
terior abdominal  wall,  thus  allowing  blood  from 
the  portal  system  to  enter  the  general  circulation 
without  passing  through  the  liver. 

Thus  it  is  seen  that  it  is  extremely  important 
to  maintain  the  balance  of  circulation  as  long  nr 
possible,  and  in  case  the  balance  does  become  ins- 
turbed,  to  restore  it  as  soon  as  possible. 

It  is  to  this  problem  that  we  must  direct  our 
most  earnest  thought.  Just  as  soon  as  the  bal- 
ance of  the  circulation  is  destroyed,  and  medical 
measures  have  ceased  to  be  effective,  just  so  soon 
should  surgical  treatment  be  called  into  play.  It 
must  be  borne  in  mind  that  surgery  is  not  ex- 
pected to  cure  the  disease,  but  to  alleviate  the  sec- 


Brooklyn-New  York,  May,  1905. 


1 82 


BROOKLYN  MEDICAL  JOURNAL. 


May,  1905 


ondary  lesions.  But  if  rigorous  medical  treat- 
ment is  not  sufficient  to  control  the  disease,  sur- 
gery should  be  used  to  help  in  the  control.  If, 
after  several  tappings,  the  ascitic  fluid  reaccumu- 
lates,  thus  showing  that  Nature's  limit  has  been 
reached  in  supporting  the  portal  circulation,  sur- 
gical aid  should  be  invoked.  Surgical  interfer- 
ence consists  in  the  establishment  of  an  artificial 
collateral  circulation,  and  as  some  time  must 
elapse  before  this  can  become  of  material  benefit, 
the  operation  should  be  performed  before  the 
patient  has  become  much  weakened.  In  addition, 
in  spite  of  what  has  been  said  by  others,  I  believe 
the  operation,  when  thoroughly  performed,  to  be 
one  accompanied  by  considerable  shock.  For  this 
reason  it  should  not  be  delayed  until  the  patient's 
vital  resistance  is  so  lowered  as  to  render  him 
an  easy  victim  to  shock.  It  is  for  these  reasons 
that  I  believe  that  no  more  than  three  tappings 
should  be  done.  These  tappings  must  be  thor- 
ough. As  nearly  the  entire  amount  of  fluid  as 
possible  must  be  withdrawn.  Should  reaccumu- 
lation  of  the  fluid  occur,  operative  interference 
should  be  instituted  at  once.  A  further  reason 
for  not  delaying  operation  is  that  these  cases, 
when  unoperated  upon,  invariably  die  within  a 
few  months  following  the  appearance  of  the 
ascites. 

Talma  first  suggested  operating  in  cases  of 
cirrhosis  of  the  liver  with  ascites.  Morrison  and 
Drummond  also  devised  the  operation  and  prac- 
ticed it  without  being  aware  of  Talma's  sugges- 
tion. Morrison  was  the  first  to  operate  success- 
fully upon  such  a  case. 

The  operative  procedure  which  I  have  em- 
ployed is  as  follows  :  After  the  usual  preparation 
of  the  patient  for  anesthesia  and  abdominal  sec- 
tion, the  abdomen  is  tapped  some  hours  before 
the  time  set  for  the  operation,  preferably  the 
night  before,  and  as  much  fluid  as  possible  drawn 
off.  This  relieves  the  respiratory  embarrassment 
and  so  conduces  to  a  safer  anesthesia.  The  pa- 
tient having  been  anesthetized  the  abdomen  is 
opened  by  a  median  incision  reaching  from  the 
ensiform  cartilage  to  half  way  between  the  umbil- 
icus and  the  pubes.  The  edges  of  the  wound  are 
widely  retracted  and  the  peritoneal  cavity  thor- 
oughly dried.  Every  particle  of  fluid  is  sponged 
away.  This  is  not  done  gently,  but  roughly,  with 
large,  coarse  laparotomy  pads.  It  must  be  re- 
membered that  the  purpose  of  the  operation  is  to 
promote  adhesions.  Even  after  thorough  tapping 
several  pints  of  fluid  will  be  found  in  the  pelvis 
and  scattered  through  the  abdominal  cavity.  The 


peritoneum  is  scrubbed  with  a  crash  sponge.  The 
upper  portion  of  the  liver  is  scraped  with  a  scalpel, 
as  is  also  the  peritoneum  covering  the  diaphragm. 
The  freshening  of  the  surfaces  is  completed  by 
going  over  them  roughly  with  a  small  piece  of 
crash  toweling  grasped  in  a  stick  sponge  holder. 
The  surface  of  the  spleen  is  likewise  abraded, 
but  not  as  roughly  as  the  liver  surface. 

The  next  step  consists  in  shortening  the  round 
ligament  of  the  liver,  by  taking  pleats  in  it,  and 
suturing  it  to  the  parietal  peritoneum  and  rectus 
muscle.  This  holds  the  liver  in  closer  apposition 
to  the  diaphragmatic  peritoneum.  To  make  the 
approximation  more  complete,  the  anterior  edge 
of  the  liver  is  sutured  to  the  parietal  peritoneum. 
All  sutures  are  interrupted,  and  of  chromic  cat- 
gut in  round  needles.  Following  this,  one  edge 
of  the  wound  is  widely  retracted,  and  the  omen- 
tum is  sewn  to  the  parietal  peritoneum  in  a  line 
across  the  abdomen  and  up  to  the  wound  margin. 
The  same  procedure  is  carried  out  on  the  opposite 
side.  The  first  sutures  placed  are  those  furthest 
from  the  wound.  The  peritoneum  is  again  dried, 
and  the  wound  closed  with  cross  sutures  of  silk 
worm  gut,  fastened  through  rubber  bolsters.  The 
skin  is  sutured  with  a  continuous  chain-stitch 
of  silk.  The  subsequent  dressing  and  treatment 
is  that  usually  employed  in.  laparotomy  cases  in 
which  the  intestinal  canal  has  not  been  invaded. 

During  the  after  course  it  may  happen,  and 
probably  will  happen,  that  there  is  a  reaccumula- 
tion  of  fluid.  Some  operators  have  reported 
cases  in  which  tapping  was  necessary.  This  is 
explained  by  the  fact  that  the  artificial  collateral 
circulation  is  not  established  at  once,  but  takes 
some  little  time  to  be  effective. 

As  to  the  curative  effect  of  the  operation,  even 
with  the  additional  blood  channels  formed  as  a 
result  of  the  operation,  only  about  one -third  of 
the  cases,  according  to  Greenough,  remain  free 
from  ascites.  Greenough's  statistics  show  60  per 
cent,  of  failures,  these  being  about  equally  divid- 
ed between  those  who  died  as  a  result  of  the 
operation  and  those  who  were  not  improved  bv 
it. 

Beyond  the  relief  of  the  portal  congestion,  no 
further  curative  effect  upon  the  cirrhosis  can  be 
expected. 

Among  the  dangers  of  the  operation  should  be 
classed  the  risk  of  auto-intoxication  from  the  di- 
version of  a  certain  amount  of  blood  from  the 
mesenteric  veins  into  the  general  circulation,  as 
shown  by  the  experiments  of  Ech,  Hahn,  and 
Tillmanns. 


May,  1905 


BROOKLYN  MEDICAL  JOURNAL. 


183 


RESULTS  IN  CIRRHOSIS  WITH  ASCITES. 

Rutherford  Morrison  (Annals  of  Surgery, 
Sept.  1903)  reports  one  successful  case  (3^2 
years  elapsed). 

Barnham  {Medical  News,  March  5,  1904)  re- 
ports a  successful  case  of  epiplopexy  (six  months 
elapsed). 

Sinclair  White  {British  Medical  Journal,  Oct. 
10,  1903)  reports  two  successful  cases  treated 
by  epiplopexy  (1  year  elapsed). 

Koslmski  {American  Medicine,  April  23, 
1904)  tabulated  168  cases  of  epiplopexy.  He 
finds  46  per  cent,  cured  or  improved,  49  per  cent, 
unimproved  (in  5  per  cent,  the  results  are  un- 
known). He  thinks  that  early  operation  should 
show  50  per  cent,  of  cures. 


CASE  NO.  I.     HYPERTROPHIC  CIRRHOSIS  WITHOUT 
ASCITES,  WITH  DISPLACEMENT  OF  THE 
LIVER. 

F.  M.,  housewife,  Italian,  aged  35  years,  was 
referred  to  me  by  Dr.  Pandolpho,  August  17, 
1900.  She  had  borne  six  children.  She  gave 
a  history  of  moderate  indulgence  in  alcohol. 
There  was  no  history  of  syphilis  or  malaria.  She 
complained  of  dragging  pain  in  the  upper  ab- 
domen with  tenderness,  and  disturbances  of  di- 
gestion. No  jaundice.  Examination  showed 
good  condition  of  general  health ;  lungs  normal ; 
heart,  slight  systolic  murmur  at  the  apex  ;  a  very 
lax  abdomen ;  kidneys  in  normal  position ;  spleen 
somewhat  enlarged ;  the  entire  liver,  much  en- 
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Botryoid  Liver. 


Sketched  from  nature  by  F.  A.  Deck. 


M.  L.  Harris  {Journal  American  Medical  As- 
sociation, Oct.  31,  1903)  adds  4  cases  to  the  2 
he  has  already  reported  of  Talma's  operation. 
Of  the  6  cases,  5  died  within  1  month,  1  was 
alive,  but  unimproved,  5  months  after  operation. 
(All  these  cases  were  advanced  cases).  In  105 
cases  collected  by  Greenough  only  9  showed  im- 
provement after  2  years.  (Harris). 

Brewer  {Medical  News,  Feb.  8,  1902)  collect- 
ed the  cases  reported  during  the  preceding  five 
years.  These  showed  a  mortality  of  37  per  cent., 
with  10  per  cent,  of  cures,  and  20  per  cent,  of 
cases  markedly  improved. 


larged,  was  displaced  downward,  the  upper  sur- 
face about  three  inches  above  the  umbilicus,  the 
lower  border  just  above  the  symphysis.  This 
became  more  prominent  when  the  patient 
strained.  There  was  some  tenderness  over  the 
liver  surface.  The  liver  could  be  replaced  in  its 
normal  position  with  some  difficulty. 

Four  days  later  I  operated  upon  her  at  the 
Brooklyn  Hospital.  The  abdomen  was  opened 
by  a  three-inch  incision  through  the  right  rectus 
muscle.  The  surface  of  the  liver  was  "hob- 
nailed," the  spleen  somewhat  enlarged,  the  in- 
testines, stomach  and  gall  bladder  were  normal. 
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The  upper  «urface  of  the  liver  was  scraped  with 
a  scalpel,  a?  was  also  the  peritoneum  covering  the 
diaphragm.  The  right  lobe  of  the  liver  was 
enormously  enlarged,  the  left  lobe  markedly  en- 
larged. The  round  ligament  of  the  liver  was 
shortened  with  chromic  gut  sutures,  and  sutured 
in  the  abdominal  incision  with  the  same  cross 
sutures  which  closed  the  wound.  Healing  was 
per  primam,  and  she  left  the  hospital  on  the 
twenty-first  day,  wearing  a  snugly  fitting  abdom- 
inal binder.  She  was  instructed  to  wear  such  a 
support  for  several  months.  She  remained  well 
for  one  year,  when  the  digestive  disturbances  re- 
turned. She  was  treated  medically  for  some 
months,  but  finally  as  she  had  experienced  such 
marked  relief  from  the  first  operation  she  was 
referred  again  to  me.  I  found  the  liver  about 
half  the  size  it  had  been  seventeen  months  be- 
fore, but  still  larger  than  normal. 

It  was  more  movable  than  normal,  but  not 
nearly  so  movable  as  before,  though  it  could  be 
pushed  to  the  level  of  the  umbilicus.  Her  gen- 
eral condition  was  good.  I  opened  her  abdomen 
for  the  second  time  at  the  German  Hospital,  Jan- 
uary 17,  1902.  This  time  I  made  a  seven-inch 
incision.  The  liver  was  found  not  to  have  estab- 
lished any  adhesion  to  the  diaphragmatic  peri- 
toneum, nor  were  there  any  other  peritoneal  ad- 
hesions. The  liver  was  about  half  again  the 
normal  size.  The  spleen  was  in  the  same  condi- 
tion of  moderate  enlargement  as  found  at  the 
first  operation.  In  the  mesentery  of  the  small 
intestine  were  found  a  few  small  deposits  such  as 
are  found  in  tubercular  peritonitis  cases,  but  a 
further  search  of  the  peritoneum  revealed  no 
other  evidences  of  tuberculosis.  There  was  no 
peritoneal  fluid.  The  liver  was  supported  solely 
by  the  round  ligament  which  had  been  previously 
shortened,  but  which  had  stretched  somewhat 
since  the  first  operation.  The  surface  of  the 
liver  had  lost  its  former  marked  "hobnail" 
appearance  and  was  fairly  smooth.  The  surface 
of  the  liver  was  again  scraped  with  a  scalpel,  as 
was  also  the  diaphragmatic  peritoneum.  The 
round  ligament  was  further  shortened  and  the 
.free  edge  of  the  liver  sutured  with  chromic  cat- 
gut to  the  anterior  abdominal  wall.  The  omen- 
tum was  sutured  across  the  abdominal  wall  with 
interrupted  chromic  gut  sutures.  The  abdo- 
minal wound  was  closed  with  crossed  silkworm 
gut  sutures,  the  upper  two  of  which  included  the 
shortened  round  ligament.  She  left  the  opera- 
ting room  in  good  condition  with  a  pulse  of  980. 
That  night  her  temperature  became  subnormal 


and  her  pulse  very  rapid,  and  she  collapsed.  Ex- 
amination of  the  wound  dressings  showed  them 
to  be  soaked  with  blood.  She  was  taken  to  the 
operating  room  and  the  wound  partially  re- 
opened. The  bleeding  was  found  to  come  from 
a  punctured  vein  in  the  omentum,  directly  be- 
neath the  lower  part  of  the  wound.  The  bleeding 
point  was  ligated  and  the  wound  closed  with 
crossed  sutures  of  silk-worn  gut.  The  further 
course  of  the  case  was  uneventful.  She  left  the 
hospital  on  the  twenty-sixth  day,  wearing  an  ab- 
dominal support. 

Subsequent  history. — The  patient  remained 
well  for  18  months.  She  had  become  pregnant  in 
the  meantime,  and  September,  1903,  was  deliv- 
ered. A  few  weeks  after  delivery  she  noticed 
a  dragging  pain  in  the  left  flank  and  a  slight  re- 
currence of  the  discomfort  across  the  upper  ab- 
domen in  the  liver  region.  This  persisted  until 
January,  1905,  when  the  abdomen  began  to  en- 
large and  she  began  to  be  very  constipated.  In 
the  same  month  she  had  slight  chills  and  fever. 
Her  general  health  remained  good  until  January 
1,  1905.  This  was  the  history  she  gave  me  March 
9,  1905,  the  first  time  I  had  seen  her  since  her 
discharge  from  the  hospital.  This  last  examina- 
tion disclosed  a  considerable  increase  in  the  size 
of  the  abdomen,  the  abdominal  wall  was  soft,  the 
intestines  much  distended  with  gas,  the  bowels 
constipated.  There  were  several  areas  of  tender- 
ness, one  over  the  spleen  which  was  markedly 
enlarged,  one  in  the  left  iliac  region  where  a  mass 
could  be  felt  about  the  size  of  the  fist  and  smooth, 
and  one  to  the  left  of  the  umbilicus  where  sev- 
eral knuckles  of  small  intestines  seemed  matted 
together.  The  uterus  was  enlarged.  She  had 
not  menstruated  for  four  months.  The  edge  of 
the  liver  could  be  felt  two  fingers'  breadth  be- 
low the  free  border  of  the  ribs.  The  liver  was 
tender.  The  left  lobe  was  much  enlarged.  There 
were  several  large  veins  on  the  abdominal  sur- 
face. The  heart  and  lungs  were  normal.  I  be- 
lieve her  now  to  be  suffering  from  a  tubercular 
peritonitis,  complicating  the  cirrhosis  of  the  liver. 

CASE  NO.  II.     SYPHILITIC  HEPATITIS  (BOTRYOID) 
LIVER)  WITH  ASCITES. 

J.  F.,  shoemaker,  Italian,  aged  25  years,  was 
seen  in  consultation  with  Dr.  Accetta,  Sept.  9, 
1903.  He  gave  the  following  history :  Three 
years  before  he  had  a  chancre,  for  which  he  re- 
ceived six  months'  treatment.  He  had  never  had 
malaria.  For  five  years  he  had  been  a  hard 
drinker  and  smoker.  His  present  sickness  dates 
back  about  one  year.    It  began  with  an  aching 
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pain  over  the  upper  abdomen  and  occasional 
vomiting.  The  pain  increased  in  severity,  and 
the  vomiting  increased  in  frequency.  Six  months 
later  he  developed  ascites,  moderate  at  first,  but 
now  rapidly  increasing.  My  examination  showed 
the  heart  to  be  normal,  the  lungs  to  be  normal, 
except  for  slight  dullness  at  the  left  apex,  the 
liver  to  be  somewhat  smaller  than  normal,  the 
spleen  was  not  made  out,  the  abdomen  enor- 
mously distended  and  filled  with  fluid,  the  super- 
ficial abdominal  veins  dilated,  edema  of  both  feet, 
urine  normal,  temperature  990  F.,  pulse  80  and 
weak.  The  man  was  much  emaciated.  I  diag- 
nosed cirrhosis  of  the  liver  and  advised  operation, 
which  I  performed  two  days  later  at  the  Brook- 
lyn Hospital. 

Under  ether  anesthesia,  an  incision  was  made 
from  the  ensiform  cartilage  to  the  umbilicus. 
This  allowed  the  escape  of  an  enormous  quan- 
tity of  ascitic  fluid,  bright  yellow  in  color.  The 
liver  was  found  in  a  conditon  of  atrophic  cir- 
rhosis, of  the  type  known  as  botryoid  liver,  the 
final  stage  in  a  hepatitis  of  syphilitic  origin  (see 
illustration).  The  liver  showing  beautiful  blue 
and  purple  coloring,  with  tinges  of  red,  exactly 
resembled  a  huge  bunch  of  grapes.  The  spleen 
was  about  three  times  its  normal  size.  The  tech- 
nique already  described  was  carried  out,  with  the 
exception  of  suturing  the  liver  to  the  abdominal 
wall.  A  second  row  of  sutures  was  used  in  su- 
turing the  omentum  to  the  abdominal  peritoneum, 
in  order  to  secure  broader  approximation. 

The  patient  left  the  table  in  fair  condition. 
After  twenty-four  hours  there  was  considerable 
oozing  of  ascitic  fluid  through  the  wound.  In 
spite  of  this,  healing  progressed  favorably  for 
the  most  part.  On  the  second  day  following  the 
operation  the  temperature  rose  to  102.40  F., 
pulse  120,  respirations  35.  Examination  of  the 
chest  showed  physical  signs  of  pneumonia.  This 
resulted  fatally  thirteen  days  after  the  operation. 
Post-mortem  examination  showed  slight  peri- 
toneal adhesions  as  a  result  of  the  operation. 

CASE  III.     ALCOHOLIC  CIRRHOSIS  OF  THE  LIVER 
WITH  ASCITES. 

Mr.  C,  aged  56  years,  U.  S.,  consulted  me 
Aug.  1,  1904.  He  gave  the  following  history:  He 
had  used  alcohol  daily  in  small  amounts  for  years ; 
has  never  had  syphilis ;  had  jaundice  in  1864 ; 
no  illness  since  then  until  one  year  before  con- 
sulting me.  At  that  time  he  had  mild  chills  and 
some  fever,  with  stomach  distress.  This  was 
called  malaria,  although  no  examination  of  the 
blood  was  made.    The  chills  and  fever  were  of 


a  few  weeks  duration,  but  the  stomach  distress, 
with  gradual  emaciation,  continued  to  increase 
until  May  1,  1904  when  he  noticed  that  his  ab- 
domen was  increasing  in  size.  This  increased 
rapidly  and  when  I  saw  him  the  abdomen  was 
enormously  distended  with  fluid.  He  had  noticed 
edema  of  the  feet  shortly  after  the  abdomen  be- 
gan to  enlarge.  My  examination  showed  the 
heart,  lungs  and  kidneys  normal,  the  liver  about 
the  normal  size,  and  the  spleen  somewhat  en- 
larged. He  was  much  emaciated.  I  advised  him 
to  place  himself  under  my  care  at  the  Brooklyn 
Hospital.  There  I  tapped  him  thoroughly  three 
times  in  three  weeks,  the  fluid  each  time  reac- 
cumulating  rapidly.  He  was  also  treated  medi- 
cally. On  August  24,  1904,  I  opened  his  ab- 
domen by  an  incision  reaching  from  the  ziphoid 
cartilage  to  half  way  between  the  umbilicus  and 
the  pubes,  and  carried  out  in  its  entirety  the  pro- 
cedure described  in  this  paper.  The  liver  was 
found  about  the  normal  size,  the  surface  some- 
what hobnailed,  but  not  markedly  so ;  the  spleen 
somewhat  enlarged ;  the  other  viscera  normal. 
The  omentum  was  somewhat  shorter  than  nor- 
mal, and  quite  thickened.  The  omental  veins  and 
the  veins  of  the  stomach  and  mesentery  were 
enlarged.  There  was  considerable  shock  follow- 
ing the  operation.  There  was  some  return  of 
fluid  during  the  first  week,  but  this  had  disap- 
peared two  week  later.  At  no  time  did  any  fluid 
escape  from  the  wound.  During  the  second  week 
a  hypostatic  pneumonia  occurred.  In  the  treat- 
ment of  this  the  patient  was  kept  in  a  sitting 
position.  The  pneumonia  was  not  severe,  and 
cleared  up  in  ten  days.  He  was  discharged  from 
the  Hospital  September  28,  1904. 

Present  Condition. — March  3,  1905  (7^2 
months  after  operation).  There  is  marked  in- 
crease in  weight.  General  health  good.  He  has 
had  no  alcohol  or  meat  fibre  of  any  kind  since 
August  1,  1904,  but  has  eaten  everything  else. 
There  has  been  no  return  of  the  ascites.  He  ex- 
presses himself  as  feeling  in  better  health  than 
he  has  been  in  for  years.  The  abdominal  scar 
presents  two  very  small  weak  spots,  one  between 
Jhe  umbilicus  and  ensiform,  the  other  at  the  um- 
bilicus.   These  do  not  cause  anv  disturbance. 


The  Board  of  Health  has  asked  for  $10,000 
to  defray  the  expenses  in  connection  with  the 
extermination  of  mosquitoes  on  Staten  Island. 
The  question  of  exterminating  the  pest  was 
discussed  pro  and  con  by  the  Board  of  Estimate, 
April  28,  1905.  The  appropriation  was  laid  on 
the  table,  no  action  being  taken. 
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A  CLINICAL  STUDY  OF  ABSCESS  OF  THE  LUNG.* 


BY  W.  H.  RANKIN,  M.D. 

We  find  the  first  recorded  history  of  lung  ab- 
scess in  the  works  of  the  father  of  medicine,  and 
Hippocrates,  in  his  aphorism,  "when  empyaema 
is  treated  either  by  the  cautery  or  incision,  if 
pure  and  white  pus  flow  from  the  wound,  the 
patients  recover,  but  if  mixed  with  blood,  slimy 
and  fetid,  they  die,"  seems  to  have  been  the  mon- 
itor to  the  medical  world  for  many  centuries. 
Not  until  1664  do  we  find  record  of  any  physician 
exhibiting  a  deliberate  purpose  of  opening  a 
thorax  to  evacuate  an  empyaema,  and  that  honor 
belongs  to  Baglivi,  who  thus  drained  an  abscess 
following  a  sabre  thrust  in  the  lung. 

However,  it  was  not  until  Gluck,  Biondi  and 
Schmidt  (in  1882)  showed  by  experiments  on 
animals  that  operations  on  lung  tissues  were  well 
borne  that  surgeons  felt  justified  in  undertaking 
extensive  operations  in  this  region.  Since  that 
time  the  subject  has  received  a  great  deal  of  at- 
tention, and  much  has  been  written,  and  many 
instructive  cases  reported.  Among  those  most 
active  in  the  field  have  been  Bull,  Park,  Tuffier, 
Quincke,  Murphy,  Godlee,  and  Runeberg. 

Empyaema  of  the  lung  frequently  differs  from 
abscess  elsewhere  in  the  body,  in  that  the  parts 
surrounding  the  tissues  to  be  expelled  are  usu- 
ally normal  in  other  organs,  while  in  the  lung  a 
large  portion,  often  an  entire  lobe,  may  be  the 
seat  of  another  disease,  the  abscess  being  formed 
later  in  the  infected  part.  Clinically,  therefore, 
it  is  well  to  distinguish  between  abscesses  oc- 
curring in  inflamed  tissue  and  those  that  develop 
in  previously  healthy  tissue.  As  examples  of  the 
first  variety  we  have  those  that  occur  in  lobar 
pneumonia  and  acute  desquamative  pneumonia. 
Here  the  exudation  of  leucocytes  at  certain 
points,  or  in  a  single  circumscribed  area,  are  not 
confined  to  the  alveoli,  but  also  affects  the  inter- 
alveolar  tissue,  total  softening  and  separation 
of  the  tissue  may  take  place,  and  an  abscess 
formed. 

Other  varieties  of  pulmonary  empyaema  develop 
in  previously  healthy  lung  tissue.  In  this  class 
we  have  those  resulting  from  infected  thrombus, 
from  the  veins  in  the  abdomen  or  lower  ex- 
tremities being  carried  into  the  lungs  through 
circulation.  Aspiration  of  foreign  bodies  or 
fluids  not  infrequently  cause  this  lesion.  Pus 
from  the  abdominal  cavity  may  burrow  upwards 

*  Read  at  a  meeting  of  the  Associated  Physicians  of  Long; 
Island,  January  28,  1905. 


through  the  diaphragm  into  the  lung,  there  caus- 
ing an  abscess.  These  are  known  as  perforating 
abscesses,  and  arise  from  abscess  of  the  liver, 
subphrenic  abscess,  disease  of  the  appendix,  or 
pus  formed  from  perforation  of  the  stomach  or 
intestines,  or  as  the  result  of  malignant  disease. 
Empyaema  of  the  pleural  cavity  may  perforate 
into  the  lung,  and  caries  of  a  rib  or  the  spine,  or 
suppuration  of  bronchial  glands  may  cause  an 
abscess  that  will  seek  drainage  through  the  lung. 
Once  the  lung  tissue  is  invaded  by  pus,  or  com- 
mences to  break  down,  the  fluid  increases,  the 
air  cells  are  destroyed  or  compressed,  leucocytes 
are  thrown  out  in  the  surrounding  lung  tissue, 
there  is  proliferation  of  the  cells  in  the  inter- 
alveolar  tissue,  interstitial  thickening  and  fibro- 
sis, forming  after  a  little  time  a  strong,  firm 
abscess  wall.  Whether  the  fluid  originates 
from  a  pneumonia  or  a  pulmonary  embolus  with 
its  infarct;  or  from  pus  burrowing  into  the  lung, 
it  must  find  some  way  of  escape  from  the  thorax, 
or  cause  the  death  of  the  patient.  Nature  here, 
as  elsewhere,  sometimes  affords  the  all-important 
relief,  but  only  imperfectly.  Should  the  pus 
rupture  into  a  bronchial  tube,  and  the  abscess  be 
small  and  favorably  situated,  the  drainage  may 
be  sufficient  to  bring  about  a  complete  cure  if 
the  cavity  can  contract  down  on  to  the  bronchial 
opening. 

But  just  here  came  in  the  difficulty.  Fre- 
quently lung  tissue  gives  way  with  surprising 
rapidity,  and  a  large  abscess  may  be  formed  in 
a  very  few  days.  If  it  finally  ruptures  into  a 
bronchial  tube,  it  cannot  contract  sufficiently  to 
close  the  cavity,  consequently  we  have  a  bron- 
chiectasis with  thick  firm  walls.  While  the  pa- 
tient has  escaped  the  immediate  peril,  the  con- 
stant irritation  of  the  bronchial  tube  by  the  es- 
caping pus  subjects  him  to  an  exhausting  dis- 
ease and  great  discomfort. 

The  space  left  in  the  thorax  must  be  filled  up. 
In  part  this  is  done  by  drawing  in  of  the  lung, 
separating  it  from  the  chest  wall  or  parietal 
pleura,  by  drawing  up  the  diaphragm,  by  drawing 
over  the  heart  and  mediastinum,  and  by  pro- 
ducing over-distension  (hypertrophous  emphy- 
sema) in  any  air  cells  in  the  surrounding  tissue 
capable  of  being  inflated.  But  in  yet  another  way 
(and  this  is  the  more  serious  matter)  the  space  is 
filled  by  drawing  outward  the  walls  of  the  bron- 
chial tubes,  and  thus  producing  a  further  bron- 
chiectasis. 

The  organisms  concerned  in  the  pus  formation 
are  the  pneumococcus,  the  streptococcus,  the 
colon  bacillus,  the  influenza  bacillus,  and  Fried- 
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lander's  pneumonia  organism.  It  is  well  to  bear 
in  mind  that  some  of  these  may  produce  either 
gangrene  or  abscess,  and  it  is  said  the  influenza 
bacillus  produces  gangrene  of  the  lung  in  seven 
per  cent,  of  the  cases  of  pneumonia  from  that 
cause. 

Of  the  cases  of  abscess  or  gangrene  (which  is 
extremely  liable  to  break  down  or  form  an  ab- 
scess) from  all  causes,  about  eighty  per  cent, 
occur  in  the  middle  of  lower  lobe  of  the  lung. 

The  classification  of  these  lesions  as  given  by 
"Qunicke"— 

Acute  Simple  Abscess, 
Acute  Gangrenous  Abscess, 
Chronic  Simple  Abscess, 

Chronic  Putrid  Abscess,  with  bronchiectasis, 
is  practical  and  agrees  closely  with  the  clinical 
characteristics  of  the  different  cases. 

Symptoms. — The  symptoms  of  pulmonary  em- 
pyema will  of  course  vary  with  the  cause.  In 
those  resulting  from  pneumonia  we  have  the 
history  of  that  disease.  Usually  there  is  an  ap- 
parent crisis,  the  temperature  falls  for  a  day  or 
so,  but  the  physical  signs  do  not  much  improve. 
The  temperature  will  probably  again  rise  and  the 
curve  be  less  characteristic  of  pneumonia.  Should 
the  abscess  be  large,  the  respirations  become 
quickened,  and  the  effort  in  breathing  becomes 
more  voluntary,  the  face  taking  on  the  expression 
of  one  who  has  undergone  physical  exertion  for 
some  time.  The  cough  becomes  more  fatiguing 
from  day  to  day,  and  sleep  is  much  broken  by  it, 
but  unless  there  is  a  developing  gangrene  there 
is  very  little  expectoration.  On  percussing  the 
chest,  the  area  of  dullness  will  not  have  dimin- 
ished perceptibly,  and  if  the  abscess  be  anywhere 
near  the  surface  the  percussion  note  may  become 
quite  flat.  With  the  stethoscope  we  usually  find 
diminished  breathing  everywhere  near  the  dis- 
eased area,  and  the  sounds  are  those  of  bron- 
chovesicular  or  bronchial  breathing,  which  may 
become  metallic  in  character,  and  a  few  coarse 
rales.  Should  the  abscess  be  small  or  situated 
deep  in  the  lung  the  physical  signs  become  less 
satisfactory ;  but  patient  examination  from  day 
to  day,  finding  continued  absence  of  normal  res- 
piratory sounds  in  the  suspected  area,  with  hyper- 
resonance  and  increased  vesicular  breathing  in 
the  surrounding  area,  should  strongly  fortify 
one's  suspicions  of  an  abscess. 

Occasionally  the  percussion  note  will  change 
from  time  to  time.  An  abscess  may  rupture  into 
a  bronchial  tube  and  partly  drain  away,  thus 
changing  dullness  to  hyperresonance,  or  the  air 


cells  around  the  cavity  may  become  inflated,  as  in 
hypertrophous  emphysema,  but  heavy  and  light 
percussion  will  in  a  measure  eliminate  this  source 
of  error.  The  vocal  resonance  will  be  increased 
in  the  congested  area,  but  lost  over  the  location 
of  the  fluid.  Sometimes  the  restriction  of  the 
respiratory  movements  over  the  affected  side  is 
most  marked.  Pain  is  usually  not  severe,  even 
though  the  pleura  be  involved,  because  of  the  re- 
stricted movements  of  the  lung  and  the  local  char- 
acter of  the  pleurisy. 

In  all  cases  there  is  emaciation,  anorexia  and 
rapid  decline  in  strength.  If  the  expectoration 
becomes  profuse  and  the  odor  disagreeable  there 
can  be  little  doubt  we  have  to  do  with  a  gangrene 
or  a  lung  abscess. 

Diagnosis. — In  diagnosis  the  history  of  the 
case  is  of  the  greatest  importance,  especially  if 
pneumonia  has  preceded  the  onset  of  gangrene 
or  abscess.  Should  gangrene  of  the  lung  develop, 
the  expectoration  becomes  profuse  and  separates 
in  three  layers  on  standing  in  a  receptacle. 
The  odor  is  particularly  offensive.  The  spit  con- 
tains some  elastic  fibers  and  a  few  small  blood 
clots,  or  the  fluid  may  be  streaked  with  blood.  If 
there  is  a  pulmonary  abscess  developing,  there  is 
not  much  increase  in  the  quantity  of  expectora- 
tion, and  it  contains  numerous  elastic  fibers. 
When  the  pus  ruptures  into  a  bronchial  tube  the 
expectoration  is  suddenly  profuse  and  gushing 
in  character,  and  contains  small  particles  of  gan- 
grenous lung  tissue  with  some  small  blood  clots. 
The  odor  is  not  so  intensely  disagreeable  as  in 
the  case  of  gangrene.  In  bronchiectasis  we  have 
the  history  of  cough  with  profuse  expectoration 
that  has  lasted  for  some  time  and  a  history  of  an 
acute  illness,  either  a  pneumonia  or  an  empvasma 
having  preceded  it  by  several  weeks.  The  spit  is 
not  so  offensive  as  in  gangrene  or  abscess,  but  has 
a  musty  odor,  more  or  less  perceptible  as  the  dis- 
ease progresses. 

A  tubercular  lung  may  have  much  the  same 
physical  signs,  especially  in  the  case  of  acute 
pulmonary  tuberculosis,  but  the  presence  of  the 
bacillus  of  the  disease  and  the  greater  frequency 
of  tuberculosis  in  the  upper  part  of  the  lung  will 
greatly  aid  in  eliminating  it  from  consideration. 

In  the  second  variety  of  lung  abscesses,  or  that 
occasioned  by  pus  penetrating  the  lung  from  its 
outer  surface,  we  have  the  history  of  a  disease 
elsewhere  that  has  been  recognized  and  run  a 
course  of  some  little  duration.  Perhaps  we 
should  exempt  from  this  statement  subphrenic 
abscess  and  suppuration  of  the  bronchial  glands. 
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In  either  locality  pus  may  form  without  occasion- 
ing any  symptoms  that  a  patient  might  observe 
and  the  first  evidence  of  the  disease  would  be  the 
onset  of  pulmonary  symptoms. 

As  I  have  mentioned,  abscesses  may  be  single 
or  multiple,  and  about  eighty  per  cent,  of  them 
form  in  the  lower  part  of  the  lung.  Many  may  be 
near  the  pleural  surface  of  the  lung,  or  indeed, 
complicated  with  pleurisy  and  empyaema  in  the 
pleural  cavity.  Should  this  be  so  it  would  be 
impossible  to  differentiate  between  such  an  em- 
pyaema and  a  lung  abscess.  It  is  my  belief  that 
the  outer  wall  of  the  inflamed  lung  surround- 
ing the  pus  is  seldom  far  from  reaching  the 
pleura,  and  so  often  involves  it  that  the  pleural 
cavity  corresponding  to  the  diseased  area  in  the 
lung  very  frequently  contains  a  small  quantity  of 
fluid  that  is  walled  off  by  the  adhesions  between 
the  lung  and  parietal  pleura.  In  one  case  that 
came  under  my  observation  there  were  two  sepa- 
rate abscesses  in  the  same  lung;  one  in  the  lower 
lobe  and  the  other  in  the  upper  lobe,  and  each 
of  which  had  a  well  walled  pleural  cavity  that 
contained  very  little  fluid. 

As  an  aid  in  clearing  up  the  diagnosis  in  lung 
empyaema  we  may  use  the  X-ray,  but  it  is  not  en- 
tirely to  be  depended  upon,  for,  unless  the  tube 
is  directly  over  the  abscess  the  shadow  on  the 
plate  may  be  misleading.  Should  the  abscess 
have  ruptured  and  the  cavity  contracted  and  the 
heart  drawn  over,  the  X-Ray  could  be  of  little 
service  and  it  would  be  quite  as  misleading  in  the 
case  of  an  aneurism  of  the  aorta.  If  the  clinical 
evidence  of  an  abscess  persists,  there  can  be  little 
harm  in  excising  a  piece  of  rib  and  undertaking 
a  systematic  search  for  it  with  an  aspirating 
needle. 

Prognosis. — There  can  be  no  doubt  some  cases 
recover  with  medical  treatment,  but  it  is  seldom 
that  the  drainage  through  the  bronchial  tube  is 
sufficient,  or  sufficiently  prompt,  to  avoid  the  ex- 
tensive destruction  of  lung  tissue.  We  then  have 
on  the  one  hand  the  rapid  breaking  down  of  the 
soft  lung  tissue,  or,  on  the  other,  with  the  delayed 
evacuation  of  the  fluid,  a  thickened,  fibroused 
abscess  wall  that  is  slow  to  contract.  It  is  clear, 
therefore,  that  the  pus  should  be  evacuated  after 
a  diagnosis  can  be  satisfactorily  made. 

It  is  unfortunate  that  we  have  no  statistics  of 
the  results  from  medical  treatment  alone,  but  it 
is  not  difficult  to  imagine  the  fate  of  a  majority 
of  cases  left  to  time  and  good  Dame  Nature.  Of 
the  cases  surgically  treated,  we  have  now  the 
compilation  of  some  statistics  that  are  very  in- 


structive and  lend  abundant  encouragement  to 
those  who  would  be  watchful  and  operate  early. 
The  statistics  of  results  after  operation  as  given 
by  Quincke,  Tuffier  and  Eisendrath  are  as  fol- 
lows : 

Quincke. 

Recovered*  Imp.  Died.  Per  Cent. 

Acute  simple  abscess   6       .  .       1  85-15 

Acute  gangrenous  abscess . .    7       . .       6  53-47 
Chronic  simple  abscess  and 

bronchiectasis    1        5       2  12-60-24 

Chronic  putrid  abscess  and 

bronchiectasis    4        7       8  21-36 

Tuffier. 

Recovered.  Imp.  Died.  Per  Cent. 

Acute  simple  abscess              14  . .  4  77-23 

Acute  gangrenous  abscess.    39  . .  15  70-30 

Chronic  simple  abscess....      3  ..  2  60-40 
Chronic  putrid  abscess  with 

bronchiectasis                        1  . .  3  25-75 

Eisendrath. 

Recovered.  Imp.  Died.  Per  Cent. 

Acute  simple  abscess             24        1  . .  96-4-0 

Acute  gangrenous  abscess    20        2  6  71-7-22 

Chronic  simple  abscess...  635  43-21-36 
Chronic  putrid  abscess  with 

bronchiectasis                      13        4  9  50-15-35 

The  cases  reported  by  Eisendrath  all  followed 
pneumonia,  and  were  collected  during  the  past 
few  years,  and  show  a  marked  increase  in  the 
percentage  of  recovery. 

Treatment. — The  efforts  to  combat  gangrene 
of  the  lung  and  the  formation  of  abscess  by  car- 
bolic acid  and  other  antiseptic  inhalations,  and 
intralaryngeal  injections,  do  not  seem  to  have 
been  rewarded  with  much  success.  It  would 
seem  reasonable  to  suppose  that  the  increased 
respiratory  effort  in  the  non-diseased  portion  of 
the  lung  would  draw  the  antiseptics  away  from 
the  inflamed  area  rather  than  in  that  direction. 
Then  if  we  are  to  resort  to  operation,  how  long 
shall  we  delay  after  the  nature  of  the  disease  has 
been  definitely  made  out? 

This  must  somewhat  depend  on  the  size  and 
location  of  the  abscess  and  the  condition  of  the 
patient.  If  the  fluid  is  in  the  upper  part  and  deep 
in  the  lung,  the  abscess  be  small,  and  the  patient 
in  fairly  good  condition,  then  waiting  for  three 
or  four  weeks  would  be  justifiable.  But  if  the 
pus  is  in  the  middle  or  lower  part  of  the  lung, 
where  drainage  would  be  more  favorable,  oper- 
ative procedures  should  be  promptly  undertaken. 

In  performing  thoracotomy  and  pneumotomy, 
two  objects  should  be  kept  in  mind:  the  first  to 
remove  sufficient  of  the  rib  to  enable  you  to  ex- 
plore the  pleura  and  get  free  drainage,  and  the 
second  to  make  your  opening  in  the  lung,  if  pos- 
sible, in  such  a  position  that  the  cavity  in  the 
lung  may  be  explored  after  the  pus  is  evacuated. 
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This  is  an  important  point,  for  frequently  there 
is  a  sequestrum  of  gangrenous  lung  in  the  ab- 
scess cavity,  which,  unless  it  is  removed,  will 
cause  the  discharge  of  pus  to  continue  for  sev- 
eral weeks,  and  so  convert  an  acute  case  into  a 
chronic  one.  In  draining  a  chronic  abscess,  it  is 
necessary  to  remove  a  part  (three  inches)  of  a 
sufficient  number  of  ribs  to  allow  the  chest  wall 
to  collapse  on  to  the  lung,  else  it  will  be  difficult 
to  introduce  your  drain  into  the  lung,  as  it  re- 
cedes from  the  parietal  opening. 

As  the  pleural  cavity  over  the  site  of  the  in- 
flammation is  very  frequently  walled  off,  little 
attention  need  be  given  to  it,  so  long  as  your 
drainage  is  well  established.  Should  there  be  no 
adhesions  of  the  pleural  surfaces,  I  believe  it  is 
quite  sufficient  to  gently  pack  iodoform  gauze 
around  the  opening  you  purpose  making  in  the 
lung.  Some  advise  suturing  the  pleural  surfaces 
before  opening  the  lung,  while  others  resort  to 
caustic  application  to  the  pleural  surfaces  to  bring 
about  adhesions  before  the  lung  is  opened.  This 
I  believe  is  quite  unnecessary.  After  we  have 
established  drainage,  the  question  of  irrigating 
the  cavity  is  to  be  considered.  If  the  abscess 
contains  considerable  pus,  and  is  of  large  size, 
there  is  always  the  possibility  that  a  bronchial 
tube  may  communicate  with  it,  in  which  case  ir- 
rigation would  be  dangerous.  The  irrigating  fluid 
may  be  drawn  into  the  bronchial  tubes,  and  from 
there  aspirated  into  the  air  cells,  setting  up  sep- 
tic pneumonia.  By  waiting  a  few  days,  until  the 
cavity  can  contract  down,  it  ought  to  be  fairly 
safe  to  employ  irrigation. 

In  acute  cases  the  choice  of  an  anesthetic  and 
the  technique  of  operating  may  vary  with  dif- 
ferent surgeons,  but  it  is  well  to  remember  that 
with  a  little  courage  on  the  part  of  the  patient, 
thoracotomy  can  be  rapidly  done  by  blocking  the 
nerves  with  cocaine,  and  the  pain  quite  easily 
borne.  In  pleurotomy  and  pneumotomy  there  is 
very  little  pain  ;  and  by  avoiding  the  use  of  gas 
or  a  general  anesthetic,  after  an  exhausting  dis- 
ease, such  as  pneumonia,  the  dangers  of  the  oper- 
ation are  very  materially  diminished,  both  by 
avoiding  the  anesthetic  and  from  the  possibility 
of  pneumothorax.  By  this  method  of  procedure 
the  pus  can  be  evacuated,  the  cavity  and  pleura 
rendered  clean,  the  patient's  strength  restored 
for  a  later  general  anesthetic,  when  an  accurate 
estimate  of  the  extent  of  rib  resection  necessary 
to  allow  the  chest  wall  to  collapse  on  to  the  lung, 
and  so  obliterate  the  lung  and  pleural  cavity. 

Finally,  it  is  well  to  keep  in  mind  that  by  a 
timely  operation  we  shorten  the  period  of  illness, 


increase  the  patient's  chance  of  recovery,  avoid 
the  formation  of  bronchiectasis  and  the  displace- 
ment of  the  thoracic  contents. 


A  CASE  OF  (ESOPHAGEAL  POUCH.* 


BY  WALTER  C.  WOOD,  M.D. 

The  patient  shown  to-night  is  Mrs.  L.,  53  years 
of  age,  normal  weight  115  lbs.,  married,  3  chil- 
dren, youngest  19  years  old. 

When  30  years  old  she  had  pericarditis,  appar- 
ently primary  in  nature.  This  prostrated  her 
completely  for  several  months,  and  required  a 
year  of  rest  and  care.  She  seemed  to  have  made 
a  perfect  recovery.  With  this  exception,  she  en- 
joyed excellent  health  until  her  40th  year,  1892, 
when  the  present  illness  commenced. 

While  eating  a  meal  she  suddenly  felt  a  pres- 
sure sensation  in  her  neck, — "a  grip  in  her 
throat" —  as  she  describes  it.  This  lasted  a  few 
moments  and  then  subsided.  The  attack  was  re- 
peated twice  within  the  next  few  days,  and  then 
an  intermission  occurred  that  was  four  months 
long.  Then  the  attack  returned  and  came  every 
few  days  during  the  remainder  of  the  first  year. 
These  attacks  of  throat  pressure  were  all  prac- 
tically alike,  and  were  the  only  symptoms  now 
recalled  by  the  patient  as  being  present  at  that 
time.  During  the  second  year  she  had  a  continu- 
ation of  the  attacks,  and  in  addition,  nearly  every 
day,  expectorated  frothy  mucus  amounting  to  a 
cupful  or  more.  In  the  intervals  between  the 
attacks,  she  had  no  trouble  in  eating.  At  the  lat- 
ter part  of  this  year,  she  began  to  vomit  solid  food 
and  for  four  months  lived  on  predigested  milk, 
during  which  time  she  became  reduced  in  weight 
to  85  lbs.,  and  very  weak.  Then  without  apparent 
cause  she  found  that  her  power  of  swallowing 
food  had  returned,  and  for  two  years  there  were 
long  intervals  of  entire  freedom  from  all  symp- 
toms, interspersed  with  mild  attacks  of  the  early 
type. 

In  the  fifth  year  the  symptoms  returned,  al- 
though she  still  had  some  days  of  comfort.  From 
this  time  on  she  had  been  annoyed  by  eructations 
of  fetid  gas,  at  times  of  very  pronounced  odor. 
Frequently  the  neck  would  swell  up  quickly,  so 
that  she  would  be  obliged  to  loosen  her  dress,  or 
even  cut  it.  This  swelling  was  due  to  gas  be- 
tween meal  times  and  also  to  food  during  eating. 
It  would  subside  on  eructation,  or  vomiting.  On 

•Read  before  the  Brooklyn  Surgical  Society,  February  j, 
1905.    For  discussion,  see  page  aio. 
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some  occasions  she  would  vomit  mucus  only,  and 
on  others  food  recently  taken,  or  some  that  was 
recognizable  as  having  been  eaten  several  days 
before.  This  food  was  either  unchanged,  or  more 
or  less  decomposed.  She  would  begin  her  meal 
in  comfort,  and  perhaps  continue  to  swallow  in 
a  normal  way.  Or  she  would  find  the  pressure 
increasing  slowly,  the  swelling  appearing  in  the 
neck,  and  at  last  an  inability  to  swallow  any  more. 
She  would  leave  the  table,  and,  if  in  much  dis- 
tress, would  bring  on  vomiting  by  inserting  her 
finger,  or  if  the  condition  was  less  acute  she 
would  take  a  full  glass  of  hot  water.  Some  food 
would  then  pass  into  the  stomach  and  some  be 
vomited.  After  relieving  herself  in  one  of  these 
two  ways  she  might  be  able  to  swallow  well,  or 
the  whole  process  might  be  repeated.  During  the 
later  years,  the  point  of  the  greatest  distress,  or 
pressure,  has  often  been  below  the  clavicle — in 
the  thorax  and  not  the  neck.  During  the 
seventh  year,  she  had  a  very  severe  attack, 
and  being  unable  to  induce  vomiting,  was 
seized  with  alarming  dyspnoea.  This  nearly 
proved  fatal,  but  at  last  subsided,  when  a  large 
piece  of  meat  was  ejected  followed  by  free  vomit- 
ing. During  the  next  four  years,  she  had  but  four 
of  the  very  severe  seizures  with  dyspnoea,  but  the 
ordinary  attacks  came  with  increasing  frequency, 
so  that  they  occurred  at  least  once  daily. 

In  the  first  week  of  November,  1902,  she  had  a 
severe  attack  at  breakfast,  with  choking  and 
dyspnoea  lasting  half  an  hour  with  marked  in- 
tensity, then  partially  relieved  by  vomiting,  but 
continuing  with  severity  all  day.  After  that  time, 
she  could  swallow  but  very  little.  A  raw.  egg, 
or  a  little  fluid,  would  occasionally  reach  the 
stomach.  She  lost  rapidly  in  weight  and  strength, 
and  soon  was  confined  to  bed  by  reason  of  weak- 
ness. She  was  nourished  by  enemas  for  a  month. 
Then  an  increasing  irritability  of  the  rectum  de- 
veloped. Bougies  could  not  be  used  to  examine 
the  condition  of  the  oesophagus,  for  dyspnoea  of 
spasmodic  type  followed  any  such  manipulation. 

December  1st.,  1902,  through  the  kindness  of 
Dr.  H.  W.  Lincoln,  I  saw  her  for  the  first  time, 
and  from  the  history  was  able  to  make  a  diagnosis 
of  pulsion  diverticulum  or  pressure  pouch  of  the 
oesophagus.  Such  a  history  seemed  to  be  positive 
proof  of  this  condition  without  corroborative  phy- 
sical examination,  which  the  low  vitality  of  the 
patient  and  her  liability  to  frightful  dyspnoea  did 
not  permit.  During  her  ten  years  of  suffering, 
she  had  received  many  different  explanations  to 
account  for  her  condition,  and  many  plans  of 
treatment.     Five  years  previously,  Dr.  T.  R. 


French  had  made  a  diagnosis  of  diverticulum. 
That  others  had  not  done  so,  seems  to  show  that 
the  infrequency  of  the  disease  has  not  made  the 
profession  here  acquainted  with  its  characteristic 
picture. 

Immediate  relief  being  urgently  demanded  to 
avoid  death  by  starvation,  I  did  a  gastrostomy 
on  December  4th,  1902,  at  her  home. 

The  method  followed  was  that  of  Witzel,  with 
two  slight  modifications,  viz. :  the  intermuscular 
openings  of  the  abdominal  wall  and  the  entire 
closure  of  the  skin  incision,  with  a  separate  open- 
ing for  the  emergence  of  the  tube.  These  modi- 
fications aimed  to  decrease  the  liability  of  leakage. 
A  three-inch  incision  was  made  through  the  skin 
parallel  to,  and  about  1  inch  from,  the  free  border 
of  the  ribs.  The  muscles  were  separated  without 
section  of  their  fibres,  the  peritoneum  opened  and 
a  small  contracted  stomach  found.  Part  of  its 
anterior  wall  was  brought  into  the  wound,  and  a 
%-inch  incision  made  into  the  organ  at  the  left 
extremity  of  the  part  protruding.  Through  this 
rectal  tube  25  P.  was  inserted  one  inch,  and 
stitched  in  place  by  a  purse-string  suture  of 
chromic  gut,  that  also  perforated  the  wall  of  the 
tube.  The  stomach  wall  was  then  folded  over  the 
tube  for  about  three  inches  in  a  horizontal  direc- 
tion, and  held  in  place  by  two  layers  of  chromic 
sutures.  The  stomach  was  then  attached  to  the 
abdominal  peritoneum,  the  muscles  closed  with 
the  exception  of  a  point  for  the  exit  of  the  tube, 
a  short  slit  made  in  the  skin  about  >^-inch  from 
the  first  incision  toward  the  median  line,  through 
which  the  tube  was  brought  out,  and  the  original 
skin-wound  entirely  closed. 

Four  hours  after  the  operation,  feeding  by  the 
stomach  was  commenced.  The  nutrient  enemas 
were  continued  for  three  days,  when  the  rectum 
became  completely  intolerant,  and  nourishment 
thereafter  was  exclusively  by  the  tube.  Pepton- 
ized milk,  3  to  6  parts,  and  liquid  peptonoids, 
r  part,  was  the  mixture  used.  After  ten  days  the 
tube  was  removed,  and  inserted  only  for  the  feed- 
ings. At  the  sixth  week,  after  being  out  of  bed 
part  of  each  day  for  two  weeks  she  developed  a 
marked  bronchitis. 

She  received  her  medication  for  this  attack 
through  the  tube.  For  several  months  after  the 
operation,  she  continued  to  raise  quantities  of 
viscid  mucus ;  a  pint  or  more  daily  at  first,  and 
in  decreasing  amounts  until  it  ceased  entirely. 
There  was,  and  still  is,  a  tendency  for  the  skin 
wound  to  contract,  so  that  part  of  the  time  she 
uses  bet  veen  the  feedings  a  short  tube,  an  incn 
long,  not  reaching  the  stomach. 
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This  is  due  to  the  method  I  used  to  increase  the 
length  of  the  canal.  In  previous  cases  done  for 
malignant  obstructions  when  the  vitality  of  the 
patient  was  decreasing,  I  have  thought  that  this 
method  assisted  in  avoiding  leakage  and  the  ten- 
dency to  contract  has  not  been  noted.  In  this 
patient,  the  extra  precaution  taken  has  caused  a 
slight  inconvenience  and  was  perhaps  -not  nec- 
essary. 

During  the  last  two  years  she  has  enjoyed  ex- 
cellent health,  and  being  of  a  cheerful  disposition 
by  nature,  has  not  been  in  the  least  depressed 
mentally.  Her  weight  is  normal  and  her  vitality 
and  endurance  wonderful  but  perhaps  a  little  be- 
low the  average.  She  now  feeds  herself  three 
times  daily,  taking  a  quart  each  time.  The  tube 
used  is  32  or  34  F.  in  size.  Being  a  firm  believer 
in  a  mixed  diet,  she  uses  cereals,  eggs,  soup, 
chopped  meat,  bread,  vegetables,  fruits  and  vari- 
ous fluids.  She  takes  from  ten  to  thirty  minutes 
for  a  meal,  and  all  the  food  is  passed  through  a 
sieve.  Her  feeling  of  hunger  is  entirely  relieved 
and  after  feeding  herself,  she  has  no  desire  for 
the  taste  of  food.  There  is  no  leakage  of  food  or 
gastric  juice.  Occasionally  she  has  experimented 
by  eating  a  few  mouthfuls.  She  says  it  does  not 
reach  the  stomach,  is  always  expelled  after  a  day 
or  so  in  a  more  or  less  decomposed  state,  and  a 
bad  breath  with  discomfort  always  follows.  Ex- 
cept for  the  loss  of  social  intercourse  at  the  table, 
she  is  well  satisfied  with  her  present  condition. 

During  the  last  few  years,  a  good  deal  has  been 
written  on  the  subject  of  pressure  diverticuli  and 
certain  facts  are  now  well  established.  As  May- 
lard,  Butlin  and  others  consider  that  some  of  these 
cases  are  overlooked,  it  may  be  well  to  review 
some  of  their  features. 

In  1883,  Lannier  first  described  a  triangular 
area  on  the  posterior  wall  of  the  upper  part  of  the 
oesophagus,  where  for  3  CM.  the  external  longi- 
tudinal muscular  layer  is  absent.  This  point,  at 
a  level  of  the  cricoid  cartilage,  about  nine  inches 
from  the  teeth  is  the  almost  constant  location  of 
the  mouth  of  these  pouches.  From  this  point  the 
pouch  hangs  downward,  between  the  vertebral 
column  and  the  oesophagus,  and  is  apt  to  be  dis- 
placed a  little  toward  the  left.  In  size  they  vary 
from  that  of  a  small  pear  to  that  of  an  infant's 
head.  The  lower  limit  may  be  well  within  the 
thoracic  cavity.  The  quantity  of  the  vomited 
material  indicates  the  size,  and  probably  the  point 
of  greatest  pressure  indicates  fairly  definitely  the 
lower  limit,  as  these  pouches  are  pear-shaped  with 
the  greatest  diameter  near  the  bottom. 

When  a  patient  has  filled  the  pouch  with  a  mix- 


ture of  bismuth,  the  X-ray  has  determined  the 
size,  location,  and  shape  of  the  pouch.  The  size 
increases  with  time. 

The  mucous  membrane  lining  the  pouch  shows 
ulcerated  spots,  sometimes  over  most  of  the  area. 
These  ulcerations  have  a  fetid  discharge  at 
times.  The  mucous  lining  secretes  abundantly, 
when  irritated  by  food.  When  the  returned  con- 
tents of  the  pouch  is  examined  by  litmus  paper, 
it  may  be  found  to  be  acid  in  reaction.  Butlin 
reports  two  such  cases.  This  has  led  to  confu- 
sion, for  the  acid  reaction  was  thought  to  prove 
a  gastric  source  of  the  eruction.  Dr.  Lincoln 
made  two  examinations  for  acidity  in  this  case. 
He  found  no  lactic,  nor  hydro-chloric  acid  pres- 
ent, but  a  neutral  reaction. 

Butlin,  who  has  seen  16  of  these  cases,  says 
that  there  are  three  constant  symptoms  which 
make  the  diagnosis  "so  simple  that  no  case  ought 
to  be  overlooked." 

1st.  Return  of  fragments  of  food,  not  immedi- 
ately, but  many  hours,  or  even  a  day  or  so,  after- 
wards. (The  case  I  report  noticed  that  lettuce 
always  returned  without  being  changed,  even 
after  several  days). 

2nd.  Gurgling  of  gas  from  the  throat,  either 
spontaneously,  or  when  pressure  is  made  on  the 
neck  low  down. 

3rd.  Arrest  of  a  bougie  at  about  9  inches  from 
the  teeth ;  the  end  of  which  may  often  be  felt  in 
the  posterior  triangle  of  the  neck  low  down. 

Von  Bergmann  gives  the  course  of  the  develop- 
ment of  the  symptoms  which  agrees  very  well 
with  the  case  reported. 

1st.  A  pressure  sense  while  eating. 

2nd.  An  increase  of  mucus  expectoration. 

3rd.  Vomiting  of  food  taken  several  days  be- 
fore. 

4th.  Laryngeal  symptoms  causing  cough,  or 
dyspnoea,  relieved  by  vomiting. 

5th.  On  manipulating  the  side  of  the  neck,  gas 
or  food  is  expelled  into  the  mouth. 

6th.  A  swelling  in  the  neck,  resembling  a 
goitre,  that  is  present  one  day  and  absent  the 
next.  That  increases  often  during  eating,  and 
when  it  does  so,  interferes  with  swallowing. 

7th.  Fetid  breath,  with  mild  or  moderate  sepsis 
coming  on  in  attacks. 

8th.  Bougie  examination.  Arrested  about  9 
inches  down.  Some  days  one  can  be  passed  into 
the  stomach,  and  a  second  one  into  pouch.  In 
some  cases  no  examination  can  be  made  on  ac- 
count of  laryngeal  spasm. 
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Examinations  with  a  laryngeal  mirror  is  nega- 
tive, but  the  opening  has  been  seen  by  a  new 
cesophascope.  The  recently  developed  method  of 
X-ray  and  bismuth  solution  is  probably  of  much 
value. 

A  case  with  autopsy,  reported  in  Medicine, 
May,  1903,  proves  many  of  the  statements  al- 
ready given,  but  is  of  special  interest,  in  that  the 
laryngeal  cough,  with  the  periods  of  mild  sepsis 
and  apparently  gastric  disturbance,  with  emacia- 
tion, suggested  pthisis,  although  bacilli  were 
absent,  and  no  positive  phthisical  signs  were 
found  in  the  lungs. 

Concerning  methods  of  treatment,  there  may 
well  be  a  difference  of  opinion.  In  considering 
this  matter,  we  must  assume  that  we  have  a  con- 
dition that  is  very  distressing  and  ultimately  fatal, 
but  with  periods  of  remission  of  symptoms. 

Dilatation  has  been  attempted  in  many  cases, 
and  there  is  one  cure  reported.  Some  patients 
have  been  able  to  pass  a  stomach  tube  while 
holding  the  head  backward,  and  thus  feed  them- 
selves. Others  have  been  able  to  swallow  while 
lying  down,  on  the  right  side,  thus  presumably 
the  mouth  of  the  pouch  collapsing.  Such  results 
are  exceptional. 

Operative  relief  is  usually  urgently  demanded, 
and  the  method  must  be  gastronomy,  or  extir- 
pation of  the  sac,  or  both. 

Gastrostomy  is  certainly  not  the  ideal  plan  of 
treatment,  although  it  must  be  remembered  that 
the  operation,  as  done  by  modern  methods,  so  as 
to  prevent  leakage,  is  a  far  more  satisfactory 
procedure  than  the  gastrostomy  of  former  days. 
Konig  recommended  it  as  a  preliminary  operation 
in  order  to  avoid  feeding  by  the  mouth,  until  the 
wound  in  the  oesophagus  had  healed.  It  is  surely 
indicated  in  cases  unable  to  bear  the  more  radical 
operation  of  excision.  Such  was  the  condition 
of  Mrs.  L.  Should  this  patient,  now  that  she  is 
in  excellent  health,  and  has  a  gastric  opening 
that  is  satisfactory,  be  subjected  to  excision  of 
the  sac? 

Extirpation  of  the  sac,  as  done  by  Von  Berg- 
mann,  is  as  follows: 

The  sac  is  first  washed  out,  to  prevent  food 
being  aspirated  during  anaesthesia  and  conse- 
quent pneumonia.  Incision  is  made  along  the 
inner  border  of  the  sterno-mastoid  for  its  entire 
length,  and  the  muscle  retracted  outward.  In 
some  cases  it  has  been  divided.  The  thyroid 
gland  is  retracted  inward — Von  Bruns  has  re- 
moved half  the  gland.  Then  a  bougie  is  passed 
by  the  mouth  into  the  pouch,  which  is  thus  iden- 


tified. Enucleation  is  said  to  be  generally  easy, 
as  is  a  hernial  sac.  Adhesions  may,  however, 
be  present,  and  the  sac  torn.  Having  freed  the 
sac,  it  is  divided  at  its  neck,  down  to  the  mucous 
coat,  which  is  ligated,  then  cut  away,  or  divided 
with  the  cautery,  and  the  muscular  layer  carefully 
sutured.  Many  methods  have  been  used  to  pre- 
vent leakage.  None  are  uniformly  successful, 
because  there  is  no  serous  coat  which  can  be  re- 
lied upon  to  heal  promptly.  Great  care  must  be 
taken  to  avoid  constricting  the  oesophagus.  The 
external  wound  must  be  closed  only  in  part,  for 
in  the  greater  proportion  of  the  reported  cases, 
leakage  occurred  to  some  extent,  at  least,  after  the 
second  or  third  day.  The  permanent  insertion 
of  a  stomach  tube  is  of  doubtful  value.  Its  pres- 
sure leads  to  necrosis.  It  is  often  difficult  to  pass. 
Some  cases  have  done  exceedingly  well  with  it. 
Of  the  27  cases  collected  by  Lotheissen,  5  died. 

In  the  British  Medical  Journal  for  July  11, 
1903,  Butlin  describes  six  cases  for  whom  he  had 
done  this  operation,  during  the  preceding  four 
years. 

The  first  case  presented  difficulty  in  closing  the 
mouth  of  the  sac.  He  could  not  pass  a  tube 
through  the  oesophagus  from  the  mouth,  so  he 
passed  it  through  the  wound  in  the  neck.  The 
patient  died  from  sepsis  of  the  deeper  structures 
of  the  neck  on  the  seventh  day. 

The  second  case  developed  fistula  on  the  third 
day,  and  the  patient  passed  all  the  food  swallowed 
out  through  the  neck.  There  was  a  high  tem- 
perature and  increasing  weakness,  when  he  suc- 
cessfully passed  a  tube  down  from  the  mouth 
which  was  retained  in  place,  and  the  patient  thus 
fed  made  a  recovery. 

The  third  case  healed  completely  in  sixteen 
days,  and  was  in  every  way  successful. 

The  fourth  case  showed  a  leak  on  the  fourth 
day.  Wore  a  tube  passed  from  the  mouth  for 
the  next  ten  days,  and  was  discharged  from  the 
hospital  on  the  twentieth  day ;  exact  condition 
not  stated  but  presumably  well. 

The  fifth  case  was  satisfactory. 

The  sixth  was  fed  through  a  tube  introduced 
through  the  wound,  for  two  weeks,  and  on  its 
removal  the  sinus  healed. 

The  absence  of  all  reference  to  the  matter  of 
rectal  feeding  seems  strange. 

The  ultimate  results  in  these  cases,  and  in  two 
others  which  he  previously  reported,  were  good. 
There  was  one  death  in  the  eight  cases.  It  will 
be  seen  that  this  death  and  the  dangerous  symp- 
toms, as  well  as  the  disagreeable  features  of  a 
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retained  tube  in  the  mouth,  would  probably  be 
avoided  by  a  preliminary  gastrostomy. 

I  would  suggest  the  following  plan  of  procedure 
in  these  cases. 

An  X-ray  examination,  with  a  bismuth  mix- 
ture, to  determine  the  size  of  the  pouch.  A  large 
pouch  extending  into  the  thorax  probably  being 
more  dangerous  to  remove  than  the  smaller  ones. 

In  the  emaciated  patients,  a  preliminary  gas- 
trostomy followed,  if  desired,  by  the  removal  of 
the  pouch  after  an  interval  of  some  months. 

In  vigorous  patients  the  radical  operation. 


PURULENT  OPHTHALMIA* 


BY  JAMES  COLE   HANCOCK,  M.D. 

The  symptoms  of  purulent  ophthalmia  are  so 
well  known  that  there  is  no  necessity  for  describ- 
ing them.  Concerning  the  causes,  gonorrhea  and 
trachoma  are  the  important  ones.  It  is  stated  by 
many  that  gonorrhea  is  always  the  cause  of  oph- 
thalmic neonatorum,  but  for  obvious  reasons, 
this  is  often  difficult  to  believe,  although  it  must 
be  admitted  that  it  is  not  easy  to  understand  just 
how  a  disease  of  such  virulence  may  arise  from  a 
benign  influence. 

To  be  sure  we  do  meet  with  a  number  of  con- 
junctival inflammations,  accompanied  by  more  or 
less  purulent  secretion,  but  in  these  cases  the 
secretion  is  not  of  a  nature  or  amount  to  give  to 
the  disease  a  classical  character. 

This  short  paper  has  to  do  with  the  treatment 
of  purulent  ophthalmia  in  the  infant  and  the 
adult. 

The  first  step  in  the  care  of  a  case  of  ophthal- 
mia neonatorum  should  be  a  careful  examination 
of  the  cornea,  and  it  is  usually  necessary  to  use 
lid  retractors  to  get  a  good  view.  Given  a  well 
developed  case  there  should  be  ordered  constant 
applications  of  iced  cloths  or  cotton  pads  for  a 
period  of  three  hours,  followed  by  an  hour's  ces- 
sation, so  as  to  prevent  too  long  continued  re- 
frigeration of  the  cornea,  and  this  procedure  re- 
peated so  long  as  the  discharge  is  copious.  At 
least  once,  and  sometimes  twice,  daily,  the  lids 
should  be  swabbed  with  a  ten-grain-to-the-ounce 
silver  nitrate  solution.  This  application  must  be 
very  thorough,  the  solution  being  brought  into 
contact  with  as  much  of  the  lid  as  possible.  The 
excess  of  silver  should  be  wiped  away,  and  care 
must  be  taken  to  prevent  its  contact  with  the  cor- 
nea in  case  of  opacity  of  that  structure.   It  is  well 

•  Read  Mar.  7,  1905,  at  a  meeting  of  the  Long  Island  Medical 
Society. 


to  follow  the  application  with  a  few  drops  of  a 
salt  solution.  Argyrol  ten  per  cent,  should  be 
instilled  into  the  eye  every  hour  or  two,  and,  of 
course,  the  conjunctival  sac  must  be  kept  as  free 
of  discharge  as  possible.  The  lids  may  be  evert- 
ed by  the  nurse,  and  the  secretion  wiped  from  the 
surface,  but  it  has  never  seemed  to  me  a  good 
plan  to  have  the  nurse  attempt  to  irrigate  the 
sac,  for  fear  of  harm  to  the  cornea.  Much  de- 
pends upon  the  nurse,  however,  for  if  the  iced 
applications  are  not  frequently  changed  they  soon 
become  warm,  act  as  poultices,  and  are  a  great 
menace.  If  at  any  time  haziness  of  the  cornea 
appears,  heat  should  immediately  be  substituted 
for  cold  in  the  treatment.  Watchfulness,  clean- 
liness, thorough  applications  of  silver,  and  the 
use  of  a  good  antiseptic  will  result  in  a  cure.  It 
has  been  my  good  fortune  to  have  never  seen  a 
properly  treated  case  of  ophthalmia  neonatorum 
that  did  not  result  in  complete  recovery  if  taken 
early.  At  birth,  a  two  per  cent,  solution  of  silver 
nitrate  should  be  instilled  freely  into  the  eyes. 
This  procedure  is  known  as  Crede's  Method,  and 
has  reduced  enormously  the  number  of  cases  of 
ophthalmia  neonatorum. 

Purulent  ophthalmia  occurring  in  patients 
other  than  infants  is  naturally  much  more  easily 
treated,  although  the  results  are  not  so  uniformly 
gratifying.  Here,  instead  of  the  iced  cloths  or 
pads  of  cotton,  we  may  use  the  ice  coil  so  long 
as  the  cornea  remains  clear,  changing  to  hot 
water  for  the  coil  in  case  cloudiness  appears.  The 
applications  of  silver  nitrate  to  the  lids,  and  Ar- 
gyrol to  the  conjunctival  sac  are  indicated  as  in 
the  infant.  In  most  of  the  literature  upon  the 
subject  it  is  insisted  that  a  Buller's  shield  must 
be  applied  to  the  sound  eye  when  only  one  is  af- 
fected. This  shield  consists  of  a  watch-glass 
fitted  to  an  opening  in  a  square  of  adhesive  plas- 
ter, the  latter  being  applied  to  the  side  of  the 
nose  and  cheek  in  such  a  manner  as  to  hold  the 
watch-glass  in  position  over  the  eye.  Theoreti- 
cally, this  is  a  good  idea,  as  the  sound  eye  may  be 
kept  under  observation,  and  is  supposed  to  be 
protected  from  the  discharge  from  the  diseased 
eye.  As  a  matter  of  fact,  I  have  found  that  the 
discharge  coming  into  contact  with  the  plaster, 
is  absorbed  by  it,  and  is  very  liable  to  be  carried 
into  the  sound  eye  in  this  way.  It  seems  to  me 
that  it  is  quite  as  well  to  make  daily  antiseptic 
applications  to  the  sound  eye,  and  to  prevent  its 
becoming  affected  in  this  way. 

The  physician  should  always  warn  all  who  are 
to  come  into  contact  with  the  case  of  the  danger- 
ous character  of  the  discharge. 
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THE   PELVIC   CONDITION   OF   PRIMIPARAE  WHEN 
THEY  ARE  DISCHARGED  FROM  THE 
PHYSICIAN'S,, IMMEDIATE  CARE  * 


BY  A.   M.  JUDD,  M.D. 

Realizing  the  responsibility  resting  upon  one 
bringing  a  paper  before  this  honorable  Society 
for  discussion,  the  author  has  endeavored  to  se- 
lect a  subject  upon  which  little  or  nothing  has 
been  previously  written  and  which  may  stimulate 
work  along  new  lines. 

Much  has  been  written  upon  the  subjects  of 
immediate  repair  and  repair  within  a  few  days 
after  delivery,  but  the  condition  of  primiparae  at 
the  period  mentioned  in  this  paper  has  not  been 
described.  With  this  end  in  view,  I  have  exam- 
ined within  the  last  few  months  twenty-four  pri- 

*    Read  before  the  Brooklyn  Gynecological  Society,  Mar. 

3  I9°5- 


miparae  at  what  is  considered  the  usual  time  a 
physician  is  justified  in  allowing  them  to  leave  his 
observation.  This  time  is  generally  considered 
within  two  weeks  from  the  time  of  delivery  and, 
in  tenement  house  practice,  we  all  know  it  is 
usually  within  a  week.  The  writer  considers  this 
period  much  too  short  on  account  of  the  various 
injuries  to  the  genital  tract  which,  although 
they  may  have  been  observed,  have  not  been 
treated,  and  which  result  in  delayed  involution, 
may  become  the  avenue  of  infection,  and  the  scar 
tissue  resulting  therefrom  diminishes  the  elas- 
ticity of  the  parts  requisite  for  subsequent  labors. 

The  cases  are  tabulated  as  follows :  Including 
the  age  of  the  patient,  presentation  and  position 
of  the  foetus,  the  duration  of  the  first,  second 
and  third  stages  of  labor,  character  of  the  labor, 
weight  of  the  child,  injury  to  the  pelvic  floor  and 

A 


Weight 

Case.  Age.  Position.          Duration,  1-2-3.                         Character.         of  Child.           Perineum.  Puerperium. 
. .  .19.  .L.O.A..  8  hr. — 2  hr. — 10  min  Normal  Si  lbs.  .Slight  internal  tear  Normal. 

...  19. .  L.O.A..  8  hr. — 2  hr. — 10  min  Normal  8  lbs.  .External  tear,  requiring  2  sutures.Normal. 

. .  .20. .  L.O.  A.  .48  hr. — 7  min. — no  engagement. Version  7 J  lbs.  .Tear  in  labia;  1  silkworm  suture. .  Secondary  anemia 

hemorrhage  at  time  of 
labor 

..  .26.  .L.O. A. .48  hr. — 8  hr  — 10  min  Slow  S  lbs.  -  Normal  Normal. 

. .  .21 . .  L.O.  A.  .24  hr. — 2  hr. — 10  min  Slow  4  lbs.  .Normal  Normal. 

. .  .20.  .L.O.  A. .  3  hr. — 1  hr. — 10  min  Normal  8  lbs. .  Laceration,  external  and  internal 

sutures  Normal. 

. .  .26.  .R.O.A..  6  hr, — 3  hr. — 20  min  7^  lbs.. Normal  Normal. 

..  .30.  .L.O. A.. Precipitate  5   lbs. .External  tear  to  sphincter,  both 

sulci ;  8  sutures   Normal. 

. .  .25.  .L.O. A..  10  hr. — 2  hr. — 10  min  Normal  9  lbs..  .Normal  Normal. 

. .  .22. .  L.M.A. .  3  hr.— £  hr. — 10  min  Normal  65  lbs.  .Slight  internal  and  external  tear. 

3  sutures  Normal. 

. .  .26.  .L.O. A. .18  hr. — 6  hr. — 10  min  Normal  f\  lbs.  .External  tear;  2  sutures  Normal. 

.-.  .20. .  L.O.A..  2  hr. — 35  min.  — 15  min  Normal  5^  lbs.  .Slight  tear;  1  external  suture  Normal. 

. .  .21 . .  R.O.  A.  .14  hr. —  2  hr. — \  hr  Normal  55  lbs.. Slight  mucous  tear  Sepsis  on  3d  day:  recov'd. 

. .  .25. .  L.O.  A.  .12  hr. — t\  hr. — ^  hr  Normal  7   lbs. .  External  tear;  2  sutures  Normal. 

. .  .20.  .L.O. A.  .14  hr. — 3  hr. — i  hr  Normal  S  lbs. . Slight  internal  tear:  1  suture. ..  .Normal. 

...21. .L.O. A. .12  hr. — 5  hr.— jhr  Low  Forceps. . .  5j  lbs. .  External  tear:  2  external  sutures.  .Malaria,  tonsilitis;  recov'd 

. .  .26. .  L.O. A. .  7  hr. — 1  hr. — 10  min  Normal  8j  lbs.  .Normal  Normal. 

. .  .23. .  L.O. A. .  10  hr. — 2  hr. — 3  min   ...  .Normal  4  lbs.  .Normal    P.M.  Temp.;  tuberculosis. 

. .  .20. .  L.O.  A. .  7  hr  —  2  hr. — 35  min  Normal  7^1bs..Tear  through  left  labia,  minora 

and  post  vaginal  wall  Normal. 

. .  .19.  .L.O. A. .  3  hr. — 1  hr. — 35  min  Normal  %\  lbs.  .Normal  Normal. 

..  .22.  .R.O. A..  4  hr. — ii  hr. — 20 min  Normal  ih  lbs. . Median  tear;  2  external  sutures.  .Normal. 

. . .  19. . L  O.A. .  3  hr. — ihr.— 3omin  Normal  7^  lbs. .  Laceration  of   posterior  vaginal 

wall  and  both  labia  minora  Normal. 

. .  .25.  .L.M.A. .  3  hr. — 1  hr. — ihr  Low  Forceps. .  .5^  lbs.  .Mucous  tears:  catgut  sutures  Normal. 

. .  .26.  .R.O.  A. .  2  hr. — 1  hr. — i  hr  Normal  4J  lbs. .  Slight  median  tear;    1  external 

suture  Normal. 
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perineum,  post-partum  history,  and  under  the  ex- 
aminations, the  condition  of  the  vagina,  cervix, 
uterus,  and  character  of  the  discharge. 

Thirteen  of  the  twenty-four  cases  present  ul- 
cerations at  some  point  on  the  vaginal  wall,  re- 
sulting from  mucus  tears  which  are  generally 
considered  too  small  to  require  suturing.  Twenty 
cases  had  lacerations  of  the  cervix  with  erosions. 
These  erosions  were  most  extensive  on  the  an- 
terior lip. 

In  regard  to  the  uterus,  the  measurements 
were  taken  in  those  cases  possible  from  the  ex- 
ternal os,  in  those  cases  with  lacerated  cervices 
from  the  angle  of  the  laceration.  Allowing  one 
inch  in  addition  to  the  measurements  presented 
in  those  cases  having  lacerated  cervices  for  the 
portion  of  the  cervix  which  has  been  everted, 


we  find  that  the  laceration  has  interfered  mate- 
rially with  involution.  The  non-repair  of  these 
injuries  is  a  fruitful  source  of  income  to  the 
gynecologist.  Considering  the  patient's  good 
should  we  not  educate  the  laity  to  the  point  of 
having  all  injuries  repaired  before  leaving  the 
hands  of  the  attending  obstetrician  and  not 
leave  them  in  ignorance  of  the  fact  that  nearly 
all  labors  are  complicated  by  some  injury,  how- 
ever trivial,  to  the  organs  of  generation.  It 
seems  to  the  writer  that  the  time  is  ripe  for  such 
a  campaign  of  education.  This  object  may  only 
be  achieved  by  generations  of  forceful  obstetri- 
cians, men  who  are  not  afraid  of  criticism,  but 
simply  look  for  the  ultimate  good  of  their 
patients. 

Small  mucus  tears  require  immediate  repair. 


POST  PARTUM  EXAMINATION. 


Vagina 

Ulceration  on  posterior  wall. 


Cervix. 

(Anteflexed  laceration, erosion  of  an- 


Good  position  ; 

(    tenor  lip  )     depth,  3  in  

Normal   (Erosion  of  both  lips,  anterior  most)  Retroposited;  movable: 

<    extensive  j  in  

J  Laceration  extending  to  vault  bilat-)  Good  position  ;  large, 
(    eral   )     depth,  3  in  


2  Cystocele,  1  slightly  gaping. 


Uterus. 

enlarged, 

depth,  2.- 

movable 


Discharge. 

leucor- 


tender,  JUterine 

 |  rhcea. 

(Vaginal  and  uter- 
(  ine  leucorrhcea. 
(Uterine  leucor- 
(  rhcea. 


Gaping,  ulceration  on  post  vagi 
nal  wall  

Slightly  gaping  


(Uterine  and  vagi- 
(  nal  leucorrhcea. 
jUterine  and  vagi- 
i  nal  leucorrhcea. 
J  Tenacious  uterine 
(  discharge. 
(Vaginal  and  uter- 
(    ine  leucorrhcea. 

leucor- 


leucor- 


12. 
13- 

H. 

15- 

16. 

17- 
18. 
«9- 


I  Stellate  laceration,  erosions  Good  position;  movable;  depth,  3  in. 

(Bilateral  laceration,  extensive  ero-)  ^  ....  ,  ,    ,    .,     ,  . 

i    s;on  >  Good  position;  movable;  deptn,  34  in . 

Gaping.  Cystocele  Stellate  laceration,  with  erosions  Good  position;  movable;  depth,  3^in. 

Gaping   (Stellate  laceration,  erosions  of  ante-  )  Uterus   good    position;  movable; 

(    riorlip  j     depth,  3  inches   v 

Gaping,  ulcerated  area  on  pos-  (Bilateral  laceration,  erosion  of  ante->  Retroposited;  second  degree;  mov-  jUterine 

•    tenor  vaginal  wall  )    riorlip  f     able;  depth,  2h  in   \  rhcea. 

Slight  cystocele,  ulceration  on)            ,  _     ,  , ,     .     ,     .  .  , 

posterior  vaginal  wall  )  Normal   Good  position;  movable;  depth,  2*  in . . .  Normal. 

Slight  cystocele,  ulceration  on  fSll?ht  bilateral  laceration,  with  ero-| 

anterior  wall,  and  right  sulcus  j    ^ked  anterior  more^  Retroposited;  movable;  depth,  2}  in 

Gaping  vagina,  cystocele  recto-)  Slight  bilateral  laceration,  with  ero-  \  „     ,      ...  ,,     ,    ^  ,. 

cele  f     sion  of  anterior  lip  |  Good  position;  movable;  depth,  2A  m 

Normal  Erosion  of  anterior  lip  Good  position;  movable;  depth,  2  J  in 

Ulcerated  areason  right  and  left ^  Complete  bilateral  laceration,  with)  Slightly  retroflexed;    movable  and  (Profuse  uterine 
labial  folds  f     erosions    j     tender;  depth,  2i  in   \  leucorrhcea. 

Cystocele  -  rectocele,    ulcerated)  Slight  bilateral  laceration,  with  ex-)  Good    position;    movable,    tender;)  M 

area  at  fourchette  J     tensive  erosions  j     depth,  2$  in  J  Normal. 

Ulceration  on  posterior  vaginal)  Slight  laceration,  erosion  of  anterior)  Good    position,    movable,    tender;)  C1.  Ul1 

„  wall  )     lip  \     depth^  2i  in  .'  \\  &l>ght  leucorrhcea. 

Gaping  vagina  cystocele— recto-)  Slight  bilateral  laceration,  no  ero-)  P     -  „    ...  ,  ,  .  ... 

cele  ulceration  at  fourchette..;     sions   ^  Good  position;  movable;  depth,  24  in. .  .Normal. 

Normal f  ^SaSo^!?!1:::^!:0;}  Anteflexed;  movable;  depth,  {ferine 
Slight  cystocele  .  .(Cervix  pointing  to  left  stellate  la-)  Uterine  body  displaced  to  right;  mov->  „ 

(    ceration,  erosion  of  anterior  lip. . .  f     able;  body  firm;  depth,  2>t  in  j  Normal, 

Ulcerations  on   posterior    and )  Bilateral  laceration,  erosions  of  both  i  Anteflexed,  displaced  to  right;  mov-  (Uterine 

lateral  vaginal  wall.  Cystocele|     lips   f     able;  depth,  2$  in  \  rhcea. 

Normal  Erosions  of  cervix   (Slightly  anteflexed;  movable,  depth,  JUterine 

  (    2k  in   (  rhcea. 


.  .Normal. 

(Uterine 
(  rhcea. 
.  .Normal. 


leucor- 


21. 
22. 

23. 
24. 


Uterine 
rhcea. 


NormaI  Intact,  no  erosions  Retroverted;  movable;  depth.  2k  in.  < 

Gaping.  Ulcerated  area  in  right)  TT  ..  .     ,  .  .  .  (Uterine 

vaginal  sulcus   \  Unilateral  laceration,  no  erosions  Good  position;  movable;  depth,  2  J  in .  ^  rhcea 

Ulceration  on  posterior  vaginal)  .         .  ,  (Uterine 

wall  *...)  Stellate  laceration,  with  erosions  Good  position;  movable;  depth,  2}  in.  -j  ^ncea 

Ulceration  on  lateral  walls ,        i Unilateral  laceration,  with  erosions)  „     ,  .  .  .  (Thick, 

uu  iiicui  wdiis  ^    o{  j    l  Good  position;  movable;  depth,  2.J  in 


leucor- 
leucor- 
leucor- 
leucor- 
leucor- 


tenacious 
(uterine  leucorrhwa 
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Lacerations  of  the  vaginal  wall  and  perineum 
are  best  repaired  immediately. 

Lacerations  of  the  cervix  are  best  repaired 
within  a  period  of  from  seven  to  twelve  days. 


THE  "GROWING  PAINS"  FALLACY. 


BY  RICHARD  WARD  WESTBR00K,  M.D. 

This  is  a  subject  to  which  I  have  devoted  some 
missionary  work  as  opportunity  offered.  One  of 
the  most  deeply-seated  fallacies  in  the  minds  of 
the  laity,  shared  also  by  some  of  the  medical  pro- 
fession, is  that  of  the  frequency  of  pains  in 
the  muscles  and  joints  of  children  of  all  ages  as 
an  accompaniment  of  normal  growth.  "Growing 
pains"  is  a  household  expression;  and  cases  of 
moderately  persistent  pain,  not  easily  explained, 
are  often  dismissed  by  the  parents,  and  some- 
times by  the  physician,  as  a  natural  phenomenon 
attending  the  child's  growth,  and  not  a  symptom 
of  disease.  As  a  result  of  this,  pathological  con- 
ditions which  may  affect  most  vitally  the  child's 
future  are  frequently  overlooked  in  their  incipi- 
ency,  irreparable  damage  often  done,  and  even 
life  itself  lost  as  a  consequence.  It  is  my  inten- 
tion to  discuss  here  the  morbid  conditions  of  most 
importance  which  are  the  real  origin  of  much  of 
the  pain  mentioned.  And,  also,  to  consider  the 
question  as  to  whether  there  is  actually  any  path- 
ological entity  of  favorable  prognosis  to  which 
the  name  "growing  pains"  or  similar  name  may 
be  applied,  and  which  medical  men  must  be  pre- 
pared to  differentiate  from  the  diseases  of  grave 
prognosis  which  have  similar  pain  as  a  symp- 
tom. 

It  has  been  chiefly  in  orthopedic  surgery  where 
I  have  met  again  and  again  the  story  that  treat- 
ment of  the  diseased  hip,  or  knee,  or  spine  was  de- 
layed because  somebody  said  it  was  "growing 
pains"  that  ailed  the  child.  But  the  orthopedic 
surgeon  must  also  be  a  medical  diagnostician,  and 
I  have  learned  to  insist  on  the  importance  of  a 
careful  investigation  of  all  cases  of  unexplained 
or  obscure  pains  in  trunk  and  extremities.  Only 
too  often  has  the  tell-tale  murmur  of  endocarditis 
revealed  an  unrecognized  rheumatism  of  child- 
hood, whose  principal  manifestation  had  been 
these  insidious  so-called  "growing-pains." 

It  may  be  best  to  first  consider  what  is  the 
medical  idea  of  "growing-pains."  Gould  &  Pye's 
dictionary  defines  it  as  follows :  "A  term  ap- 
plied to  neuralgic  or  rheumatic  pains  in  the  limbs 


occurring  during  growth  and  apparently  of  va- 
ried origin  and  character.  The  condition  is  some 
times  known  as  "growing  fever,"  and  occurs 
usually  in  children  from  7  to  15  years  of  age. 
It  is  characterized  by  pain  in  the  regions  of  the 
epiphyseal  lines,  rapid  growth,  and  sometimes 
fever,  with  considerable  constitutional  disturb- 
ance. The  symptoms  usually  pass  off  without 
any  bad  results,  although  osteomyelitis  is  some- 
times set  up,  and  exostoses  are  developed  along 
the  epiphyseal  lines."  This  accords  with  the  de- 
scription of  growing-pains  given  in  a  number  of 
works  on  diseases  of  children  in  the  past  twenty 
years,  and  all  are  based  on  an  article  published 
in  1879,  in  Paris,  by  Dr.  G.  Bouilly,  entitled, 
"Growing  Fever  of  Infants  and  Adolescents." 
This  description  has  been  copied  around  as  au- 
thoritative from  one  to  another,  apparently  with- 
out question.  The  author  attempts  to  recognize 
a  more  or  less  specific  disease,  often  attended 
with  very  rapid  growth,  which  he  designates 
"Growing  Fever,"  but  the  cases  cited  by  him  ap- 
pear to  involve  a  number  of  pathological  con- 
ditions which  do  not  permit  of  arbitrary  group- 
ing under  one  heading,  some  of  them  being  cases 
of  severe  septic  osteomyelitis. 

Foster  defines  ""'growing  pains"  as  "a  familiar 
term  for  a  sense  of  numbness  and  fullness  about 
the  groin,  with  slight  pains  about  the  joints,  in 
young  persons  approaching  puberty,  supposed 
to  depend  on  an  increased  vascularity  of  the  epi- 
physes of  the  long  bones."  G.  Stanley  Hall,  in 
his  recent  monumental  work  entitled,  "Adol- 
escence," says  that  "sometimes  the  muscles  grow 
in  length  more  slowly  than  the  bones,  and  then 
occur  the  'growing  pains'  so  characteristic  of 
this  age,  especially  in  boys," — a  very  novel  ex- 
planation. 

One  sees,  therefore,  that  the  attempts  to  de- 
fine any  special  class  or  group  of  pains  under 
the  head  of  "growing-pains"  is  very  unsatisfac- 
tory. It  has  never  fallen  to  my  lot  to  observe 
either  "growing-pains"  or  "growing-fever,"  al- 
though I  have  had  considerable  opportunity.  I 
am  persuaded  that  pain  or  fever  accompanying 
the  growing  period  may  be  placed  definitely  in 
its  own  proper  pathological  category,  if  studied 
with  sufficient  care  in  the  light  of  our  present 
knowledge.  At  any  rate,  the  use  of  the  term, 
"growing-pains,"  on  the  part  of  the  physician  is 
mischievous,  as  it  expresses  nothing  in  particular 
medically,  and  produces  indifference  in  the  lay 
mind  to  symptoms  whose  development  may  de- 
mand careful  watching. 
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What  suspicion,  then,  shall  we  hring  against 
the  class  of  pains  under  consideration  until  they 
can  be  proven  innocent?  They  should  invariably 
be  looked  upon  as  the  possible  precursors  of  acute 
and  chronic  joint  disease,  rheumatic,  tubercular, 
or  septic  in  nature,  not  forgetting  the  endocar- 
ditis of  childhood  as  practically  belonging  to  the 
joint  affections,  and  so  often  a  result  of  mild 
rheumatism.  I  do  not  mean  that  every  passing 
pain  in  legs  and  arms  of  active  childhood  should 
be  brought  into  this  category,  as  the  aches  of 
fatigue,  slight  strains,  or  contusions,  are  very 
common ;  but  every  case  of  persistent  or  recur- 
ring pains  should  be  placed  under  suspicion. 

Of  the  surgical  affections  whose  early  symp- 
toms of  pain,  stiffness,  and  muscular  rigidity  are 
often  lightly  regarded  by  the  parent  as  "growing- 
ing-pains,"  tuberculous  diseases  of  hip,  knee, 
ankle,  and  even  spine  are  the  most  important. 
Contrary  to  the  usual  belief,  the  prognosis  in 
tuberculous  joint  disease  is  very  good,  if  treat- 
ment he  begun  in  the  early  stage,  before  marked 
deformity  and  disability  have  supervened.  It  is 
in  this  stage  where  the  mother  fears  something  is 
wrong,  but  her  anxiety  is  relieved  and  treatment 
delayed  because  the  neighbors  suggest  that  it  is 
"growing-pains,"  or  perhaps  the  doctor  puts  her 
off  with  the  same  suggestion,  and  neglects  care- 
ful physical  examination  for  tincture  of  iodine, 
poultices,  or  liniments.  If  every  practitioner 
would  learn  to  recognize  muscular  spasm  and 
limitation  of  motion,  and  then  take  the  time  to 
examine  suspicious  cases,  the  diagnosis,  or  pro- 
visional diagnosis,  of  tuberculous  joint  disease 
could  be  made  before  the  onset  of  marked  de- 
formity, "and  the  prognosis  and  results  greatly 
improved.  It  is  equally  important  to  treat  tuber- 
culous diseases  of  bone  and  joints  in  their  in- 
cipiency,  as  it  is  tuberculous  disease  of  the  lungs, 
if  goods  results  are  to  be  expected.  It  is  not 
easy  to  recognize  tuberculous  joint  disease  early, 
and  for  that  reason  greater  attention  should  be 
given  to  it,  and  the  physician  should  be  on  his 
guard  whenever  pain  or  limp  is  presented  to  him. 
Where  parents  have  been  put  off  with  one  diag- 
nosis or  another,  and  tuberculous  joint  disease 
develops,  they  never  forget  to  condemn  the  doc- 
tor who  failed  to  recognize  the  affection. 

We  frequently  find  less  important  affections 
such  as  flat-foot  or  weak-foot  in  children  desig- 
nated as  "growing  pains,"  but  delay  in  diagnosis 
here  is  not  of  vital  importance.  I  have  also  ob- 
served pains  and  aching  in  the  legs  as  a  feature 


of  malaria  in  children,  the  pain  being  complained 
c  >f  at  the  time  of  the  paroxysm. 

The  most  important,  perhaps,  of  all  the  condi- 
tions where  "growing  pains"  are  made  to  do  duty 
for  want  of  a  diagnosis,  is  that  of  the  milder 
rheumatic  joint  affections  of  children,  especially 
of  the  ages  of  from  five  to  ten  years.  The  fre- 
quency of  cases  of  rheumatism  in  orthopedic 
clinics  leads  one  to  the  conviction  that  rheumatism 
in  young  children  is  often  overlooked.  When  a 
case  of  recent  joint  involvement  with  limitation 
of  motion,  pain,  and  limp  is  brought  for  treat- 
ment, the  diagnosis  lies  usually  among  three 
things;  namely,  strain,  rheumatism,  or  tubercular 
disease.  Many  of  these  cases  clear  up  quickly 
under  rest  alone,  others  under  rest  combined 
with  salicylates,  and  othere  only  under  the  con- 
tinued fixation  required  in  chronic  joint  disease, 
thus  deciding  the  diagnosis  if  in  doubt.  Often 
rheumatism  affects  but  a  single  joint  in  children, 
swelling  may  be  slight  or  absent,  and  tenderness 
not  very  marked.  The  child  is  able  to  be  about, 
but  muscular  spasm  and  limitation  of  motion  in 
the  part  is  quite  evident.  A  more  sudden  onset, 
and  often  continuous  slight  fever,  distinguishes 
it  from  tubercular  disease.  There  is  often  a  his- 
tory of  rheumatism  in  the  patient's  family  in 
rheumatic  arthritis,  and  of  tuberculosis  in  the 
family  of  the  patient  with  tubercular  arthritis. 

The  chief  importance  of  recognizing  these 
rheumatic  cases,  especially  though  mild,  is  the 
great  frequency  of  cardiac  lesions  in  the  rheuma- 
tism of  childhood.  The  younger  the  patient,  the 
greater  the  risk  of  the  heart  becoming  affected. 
It  is  stated  that  this  organ  is  implicated  in  one 
third  of  all  cases  occurring  before  puberty.  It 
has  become  my  habit  to  examine  and  continue  to 
watch  the  heart  closely  in  all  of  these  milder 
rheumatic  cases,  with  which  variety  it  has  chiefly 
fallen  to  my  lot  to  meet.  Endocarditis  may  de- 
velop even  in  acute  rheumatic  wry-neck,  with  no 
involvement  of  the  joints  at  all. 

A  recent  case  observed  by  the  writer  may  il- 
lustrate very  well  this  milder  type  of  rheuma- 
tism in  childhood,  and  its  serious  possibilities. 
I  was  called  to  see  a  child  of  six  who  had  not 
been  feeling  quite  well  for  several  days,  and  had 
ceased  play  a  number  of  times,  complaining  of 
some  pain  in  the  arches  of  the  feet,  but  the  pain 
had  not  been  sufficient  to  cause  her  to  remain 
quiet  or  to  interfere  with  sleep.  The  mother 
had  decided  that  they  were  "growing-pains,"  but 
finally  sought  my  advice.  I  saw  the  child  first 
on  March  9.  [<;<M.  and  found  that  she  had  a 
temperature  of  nearly  1020,  and  a  coated  tongue. 
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Her  complaint  of  pains  in  the  feet  had  ceased 
when  I  saw  her,  and  she  had  no  pains  elsewhere. 
Some  weeks  before,  I  had  incised  a  suppurating 
tonsil  for  the  child's  father,  and  he  had  informed 
me  of  his  recent  freedom  from  suppurative  ton- 
sillitis, although  years  previously  he  had  suffered 
many  attacks.  This  freedom  he  ascribed  to  large 
doses  of  salicylate  of  soda  taken  at  the  first  onset 
of  symptoms  of  tonsillitis,  on  the  advice  of  the 
physician  who  had  last  previously  lanced  his 
tonsil.  This  put  me  on  the  alert  for  rheumatism 
in  the  child.  I  examined  the  child's  heart  care- 
fully, but  the  sounds  were  normal.  Two  days 
later,  I  looked  over  the  child  again.  She  still 
had  some  fever,  but  not  more  than  ioo°,  did  not 
complain  of  her  feet,  and  her  heart  sounds  were 
normal.  Five  days  after  my  first  observation  I 
again  saw  her,  as  she  was  languid  and  somewhat 
indisposed,  and  found  a  well-marked  soft,  blow- 
ing, systolic  murmur.  I  made  the  diagnosis  of 
acute  rheumatic  endocarditis,  prescribed  oil  of 
wintergreen  and  salicylate  of  soda,  and  ordered 
strict  quiet  in  the  horizontal  position.  Two  days 
later  the  murmur  had  developed  still  more  mark- 
edly, was  transmitted  well  around  to  the  left 
and  heard  at  the  back,  and  her  pulse  was  rather 
irregular.  The  child,  however,  felt  well  and 
jolly  on  that  day,  and  had  no  fever,  this  being 
not  an  uncommon  thing  when  the  endocardial 
murmur  develops,  a  child's  improved  condition 
causing  further  search  to  be  given  up,  and 
the  endocarditis  consequently  overlooked.  The 
child  became  then  practically  well,  except  for  the 
presence  of  the  murmur  and  the  irregularity  of 
the  pulse.  I,  however,  insisted  on  absolute  quiet 
for  the  child  and  suggested  that  the  mother  al- 
low me  to  fix  her  on  a  Bradford  frame,  as  I  am 
accustomed  to  do  cases  of  spinal  and  joint  dis- 
eases, the  heart  being  practically  a  joint  in  these 
cases,  and  every  effort  being  indicated  to  re- 
lieve it  from  strain  and  keep  it  at  rest  until  re- 
covered. The  mother  could  not  bring  herself 
to  allow  the  Bradford  frame,  but  made  it  her 
duty  to  keep  the  child  in  bed  and  recumbent. 
The  child  was  kept  recumbent  as  far  as  possible 
for  one  month,  was  kept  nearly  another  month 
confined  to  one  floor,  and  was  denied  all  vigor- 
ous exercise  for  six  months.  The  murmur  grad- 
ually became  less  apparent,  and  at  the  end  of 
six  months  could  not  be  found  by  the  physician 
who  had  charge  of  her  in  the  country.  At  the 
end  of  seven  months  I  could  not  bring  out  the 
murmur  by  exercise,  and  allowed  the  child  full 
freedom.  Anaemia  was  not  a  feature  of  this  case. 
While  having  the  above  case  under  observa- 


tion, I  was  asked  to  see  an  exactly  similar  case 
by  a  brother  physician.  A  boy,  aged  7  years, 
whose  father  had  had  inflammatory  rheumatism 
at  18,  developed  pains  in  his  legs,  which  his 
mother  dismissed  as  '"growing-pains."  Chorea 
supervened.  The  family  physician  was  called 
in  after  about  a  fortnight,  and  found  the  boy  with 
a  dilated  heart.  There  was  no  history  of  rheu- 
matism or  infectious  disease  previous  to  this  at- 
tack. The  boy  was  put  to  bed,  but  his  parents 
did  not  successfully  keep  him  quiet,  having  little 
control  over  him.  When  I  saw  him  three  weeks 
later,  he  presented  a  greatly  dilated  heart,  enlarged 
liver,  cyanosis,  air-hunger,  etc.,  and  was  practi- 
cally moribund.  Might  not  this  boy  have  been 
saved  also  if  seen  during  his  "growing-pains" 
period,  and  fixed  in  bed  on  a  Bradford  frame? 
About  this  time,  also,  I  was  told  the  history  of  a 
third  case,  that  of  a  boy  of  similar  age.  He  com- 
plained of  pains  in  his  legs,  for  which  no. definite 
diagnosis  was  made.  The  next  development  was 
acute  dilatation  of  the  heart,  to  which  he  suc- 
cumbed. 

I  could  cite  other  cases  still,  which  make  me 
feel  strongly  the  necessity  of  more  missionary 
work  among  both  laity  and  profession  in  regard 
to  this  matter  of  recognizing  rheumatism  in 
childhood,  and  watching  the  heart  carefully.  But 
we  must  double  our  efforts  when  the  diagnosis 
of  acute  endocarditis  is  made.  The  inflamed 
heart  should  be  given  as  systematic  rest  and 
fixation  as  is  possible  to  an  organ  which  knows 
no  rest,  by  relieving  it  of  all  possible  work  and 
strain.  I  do  not  know  how  this  could  be  better 
accomplished  than  by  fixing  the  child  on  a  Brad- 
ford frame,  made  of  gas-piping,  with  canvas 
stretcher,  or  a  stretcher  bed  on  wheels,  both  of 
which  permit  of  his  being  strapped  down  and 
kept  absolutely  quiet,  while  he  may,  at  the  same 
time,  be  carried  from  room  to  room,  and  out  into 
the  open  air.  We  do  not  hesitate  to  place  a  child 
for  a  year  or  two  at  rest  in  that  manner  for  the 
cure  of  tuberculous  spinal  disease,  and  surely  it 
is  not  asking  too  much  to  place  a  crippled  heart 
at  rest  from  one  to  three  months,  with  also  a  fair 
prospect  of  cure.  The  early  recognition  and  ade- 
quate treatment  of  endocarditis  in  childhood  will 
surely  save  some  of  the  wrecked  lives  and  sud- 
den deaths  from  heart  diseases  in  later  years.  And 
it  is  the  recognition  of  endocarditis  in  the  milder 
cases  of  rheumatism  which  is  to  be  urged,  where 
the  physician  is  less  watchful  of  the  heart  than 
in  the  pronounced  cases. 

In  discussing  this  subject  of    the  so-called 
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"growing-pains,"  I  do  not  wish  to  imply  that 
medical  men  often  shirk  the  question  of  diag- 
nosis and  let  it  go  at  "growing-pains."  But  there 
is  no  question  but  that  there  is  often  an  indefinite 
assent  to  the  parents'  suggestion  of  "growing- 
pains"  as  the  diagnosis  in  a  doubtful  case.  This 
is  also  warranted  as  long  as  medical  literature 
persists  in  recognizing  the  term.  Jacobi  says 
that  the  term  should  have  been  dropped  long  ago, 
as  it  usually  means  rheumatism,  and  yet  he  as- 
serts that  pains  about  the  joints  are  of  frequent 
occurrence  in  children  without  a  perceptible 
cause  besides  the  physiological  hyperaemia  in  the 
intermediate  cartilages  of  the  epiphyses  of  the 
long  bones,  which  is  required  for  normal  growth. 
I  can  only  repeat  that  I  have  never  yet  met  with 
such  a  condition  to  recognize  it,  and  I  believe 
that  the  notion  and  the  name  of  "growing-pains" 
should  be  dismissed  from  the  medical  mind  and 
medical  literature.  As  regards  the  lay  mind,  it 
seems  to  me  that  the  wisest  measure  the  medical 
profession  can  take  in  the  matter  is  to  impress 
the  fact  that  the  so-called  "growing-pains"  are 
only  too  often  serious,  and  mean  usually  rheuma- 
tism (and  heart  disease),  or  tubercular  joint 
disease. 

Dr.  E.  E.  Cornwall:  Most  of  us  have  met 
with  cases  of  endocarditis  in  children  where  the 
causative  rheumatism  was  diagnosed  as  "growing 
pains"  and  neglected.  Such  a  case  was  the  fol- 
lowing, which  I  briefly  report  because  it  illus- 
trates a  point  in  prognosis  which  deserves  to  be 
emphasized. 

A  girl  of  six  was  supposed  by  her  mother  to 
have  growing  pains.  Not  long  after  she  became 
pale  and  weak,  and  I  was  consulted.  I  found  3 
mitral  insufficiency  with  considerable  dilatation 
Compensation  was  secured  by  careful  treatment 
and  rest  in  bed  for  five  months.  When  the  child 
got  up  the  mother  was  warned  of  the  necessity 
of  using  strictest  vigilance  to  prevent  over-exer- 
tion and  rupture  of  the  compensation.  Notwith- 
standing this  warning  the  child  was  allowed  to 
take  a  long  walk  about  six  months  later  and  a  re- 
lapse occurred.  This  time  it  took  eleven  months 
to  restore  the  cardiac  balance.  A  few  months  after 
it  was  restored  a  second  relapse  was  brought  on 
by  playing  too  hard.  From  this  there  was  no  re^ 
covery.  After  lingering  thirteen  months  the  pa- 
tient died. 

The  point  in  prognosis  which  this  case  illus- 
trates is  this,  that  the  prognosis  of  endocarditis 
in  children  is  rendered  worse  than  the  intrinsic 
conditions  make  it  by  the  difficulty,  in  many 


cases  the  impossibility,  of  enforcing  proper  re- 
striction of  the  patient's  activities  for  a  long  time 
after  compensation  has  been  established.  It  is 
hard  to  make  even  intelligent  parents  realize  the 
necessity  for  keeping  a  child,  who  seems  entirely 
well,  quiet  for  a  long  period,  perhaps  one  of 
years.  And  it  is  hard  for  the  parents,  even  if  they 
realize  the  necessity,  to  keep  such  a  child  quiet. 
Yet  unless  these  cases  are  kept  quiet  until  a  mar- 
gin of  power  in  the  heart  muscle  is  secured  suf- 
ficient to  stand  the  strain  of  ordinary  active  life  in 
addition  to  the  strain  put  on  the  heart  by  bodily 
growth,  relapses  are  certain. 


REPORT  OF  TWO  CASES  OF  MATERNAL 
IMPRESSION. 


BY  ROBERT  E.  COUGHLIN,  M.D. 

The  writer  has  always  been  in  accord  with 
those  who  believed  that  so-called  maternal  im- 
pressions were  accidental  coincidences,  but  the 
following  cases  occurring  in  his  practice  have 
shaken  his  views  in  this  regard. 

Case  1.  Mrs.  T.,  of  Brooklyn,  engaged  the 
writer  to  attend  her  in  her  expected  confinement, 
which,  according  to  the  table  for  calculating  the 
period  of  utero-gestation,  would  read  April  7, 
1 901,  she  having  menstruated  last,  July  I,  1900. 

In  September,  when  she  was  about  two  months 
pregnant,  she  was  shocked  to  see  her  husband 
return  one  day  from  his  work  with  a  bandage 
saturated  with  blood  on  the  middle  finger  of  his 
right  hand.  While  at  work  he  had  met  with  a 
slight  accident, the  injury  consisting  of  a  lacerated 
wound,  which  had  been  dressed  by  an  ambulance 
surgeon.  Two  days  following  Mrs.  T.  dressed 
her  husband's  wound  with  carbolic  ointment,  and 
continued  to  do  this  until  the  finger  was  well. 
At  this  time  it  occurred  to  her  that  she  had  done 
wrong  in  having  dressed  the  wound,  and,  in 
consequence,  she  spoke  of  the  matter  to  several 
persons,  especially  the  nurse  whom  she  had  en- 
gaged to  attend  her.  She  did  not  mention  the 
incident  to  the  writer,  because  she  thought  that 
physicians,  as  a  rule,  did  not  believe  in  these 
"marks,"  or  impressions. 

On  Thursday,  April  ii,  1901,  after  an  easy 
and  uneventful  labor,  Mrs.  T.  gave  birth  to  a 
female  child,  the  child  being  well  and  healthy  in 
every  respect.  An  examination  of  the  infant's 
hands  showed  that  at  the  first  joint  of  the  middle 
finger  of  the  right  hand  a  birth-mark,  or  nevus, 


200 


BROOKLYN  MEDICAL  JOURNAL. 


May,  1905 


was  present.  It  consisted  of  dilated  arteries, 
causing  quite  a  swelling  on  the  side  of  the  finger, 
the  color  being  blood  red.  Its  size  was  about  that 
of  a  small  pea.  The  location  of  the  nevus  was 
exactly  in  the  location  corresponding  with  the 
wound  on  Mr.  T.*s  finger. 

Case  2.  Mrs.  A.  In  1897,  during  the  middle 
part  of  June,  this  patient  menstruated  as  usual. 
During  the  first  part  of  the  following  month, 
Mrs.  A.  took  a  trip  to  the  aquarium  at  Battery 
Park.  One  fish  made  a  deep  impression  on  her, 
namely,  a  porpoise,  which  jumped  out  of  the 
water  a  great  deal,  emitting  a  loud  cry,  at  the 
same  time  opening  its  mouth  very  wide  while  do- 
ing so,  and  drawing  the  mouth  to  one  side  as  it 
threw  water  up  into  the  air.  When  she  returned 
home,  Mrs.  A.  imitated  to  her  children  the  actions 
of  the  fish,  showing  them  especially  how  it  drew 
its  mouth  to  one  side.  At  this  time  she  did  not 
know  that  she  was  pregnant.  Nothing  else  oc- 
curred in  her  pregnancy  worth  relating,  and  she 
gave  birth  to  a  child  on  April  13,  1898.  Exami- 
nation of  the  child  showed  it  to  possess  a  mouth 
very  like  a  fish,  drawn  to  one  side,  reaching  to 
the  right  ear,  the  right  ear  being  at  the  same  time 
malformed,  resembling  very  much  the  fin  of  a 
fish. 

A  subsequent  operation  was  partly  successful 
in  correcting  the  deformitv. 

428  Forty-seventh  Street,  Brooklvn.  N  V 
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THE   MEDICAL   SOCIETY   OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  April  18.  1905. 


The  .President,  J.  W.  Fleming.  M.D..  in  the 
chair. 

There  were  about  100  members  present. 

The  meeting  was  called  to  order  and  the 
minutes  of  the  previous  meeting  reid  and  ap- 
proved. 

REPORT  OF  COUNCIL. 

The  Council  reported  favorably  upo.i  the  fol- 
lowing aplications  for  membership : 

Stanislaw  J.  Altier,  6  Sumner  Ave. 
John  L.  Crofts,  295  Jefferson  Ave. 
John  J.  Dooling,  256  Tompkins  Ave. 
William  J.  Flannery,  238  Arlington  Ave. 
David  Gingold,  53  Sumner  Ave, 


Albert  J.  Keenan,  11 46  Park  Place. 
Thomas  F.  Patterson,  87  William  St. 
Victor  H.  Pentlarge,  198  Eighth  Ave. 
William  Pfeiffer,  377  McDonough  St 
Owen  M.  Waller,  762  Herkimer  St. 
William  H.  Woglom,  241  McDonough  St. 

APPLICATION    FOR  MEMBERSHIP. 

Applications  have  been  received  from  the  fol- 
lowing : 

C.  Giovinco,  175  Central  Ave.,  L.  I.  C.  H.. 
1900. 

Proposed  by  R.  S.  Fowler,  seconded  by  G.  R. 
Fowler. 

William  Rachlin,  113  Harrison  Ave.,  N.  Y. 
Univ.,  1898. 

Proposed  by  G.  R.  Fowler,  seconded  by  R.  S. 
Fowler. 

Paul  G.  Taddikens,  L.  I.  State  Hosp.,  Kings 

Park,  L.  I. 

Proposed  by  Membership  Committee,  seconded 
by  O.  M.  Dewing. 

Charles  E.  Perkins,  618  Park  Place,  P.  &  S.. 
N.Y.,  1888. 

Proposed  by  W.  B.  Chase,  seconded  by  Carroll 
Chase. 

ELECTION  OF  MEMBERS. 

The  following  having  been  duly  proposed  and 
acepted  by  the  Council  were  declared  by  the  Pres- 
ident elected  to  active  membership : 

M.  M.  Apfel,  331  South  Fifth  St. 

Robert  F.  Bliss,  383  Park  Place. 

Frank  E.  Brown,  M.  E.  Hospital. 

Maurice  E.  Connor,  95  Berry  St. 

C.  B.  Cortright,  1571  Bergen  St. 

Roger  Durham,  M.  E.  Hospital. 

John  A.  Ferguson,  1187  Gates  Ave. 

C.  J.  Koehler,  313  South  Fifth  St. 

Abraham  Moss,  203  Bedford  Ave. 

John  H.  Reb.  328  Jay  St. 

George  H.  Reichers,  141 1  Bushwick  Ave. 

Henry  Tarbox,  154  Herkimer  St. 

DECEASED  MEMBERS. 

The  Historical  Committee  reported  the  follow- 
ing deaths : 

Hugo  Koethe,  died  March  16,  1905;  member 
1904  to  1905. 

Richard  Henry  Sullivan,  died  March  27,  1905  ; 
member  1894  to  1905. 

Charles  A.  Olcott,  died  March  30,  1905;  mem- 
ber 1895  to  1901. 

SCIENTIFIC  PROGRAM. 

Paper:  "The  Economical  Administration  of 
Hospitals."  by  Dr.  J.  W.  Brennan,  M.D.,  Presi- 
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dent  Board  of  Trustees  of  Bellevue  and  Allied 
Hospitals,  New  York  City. 

Discussed  by  Dr.  John  F.  Fitzgerald,  Supt. 
Kings  County  Hospital,  Mr.  James  J.  Mclnery, 
2nd  Deputy  Commissioner  of  Charities. 

Mr.  Theodore  L.  Frothingham,  President 
Board  of  Trustees,  Brooklyn  Hospital. 

Rev.  A.  S.  Kavanagh,  Supt.  Methodist  Episco- 
pal Hospital. 

Mr.  James  R.  Lathrop,  Superintendent  Roose- 
velt Hospital. 

Dr.  John  Harrigan,  Pres't  Medical  Board,  St. 
Mary's  Hospital. 

Dr.  R.  E.  Shaw,  Sup't  L.  I.  College  Hospital. 

EXECUTIVE  SESSION. 

The  following  resolution  was  presented,  and, 
on  motion,  duly  carried,  adopted : 

Resolved :  That  it  is  the  sense  of  this  Society, 
that  the  allowance  for  charity  patients  paid  pri- 
vate hospitals  by  the  city  is  manifestly  unfair 
when  compared  with  the  per  diem  cost  in  city 
hospitals,  and  that,  therefore,  the  Board  of  Esti- 
mate and  Apportionment  be  respectfully  urged 
to  make  this  allowance  equal  to  the  average  cost 
per  diem  maintenance  in  the  city  .hospitals. 

Adjourned. 

John  A.  Lee,  M.D., 
Secretary. 


THE   MEDICAL   SOCIETY   OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  March  21,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

PAPER  :   A  CASE  OF  EXTENSIVE  CARCINOMA  OF  THE 
TONGUE  AND  NECK,  PRESENTING  POINTS  OF 
SPECIAL  INTEREST. 

BY  DR.  WM.  SEAMAN  BAINBRIDGE. 

Discussion. 

Dr.  W.  C.  Wood  remarked,  that  as  the  patient 
himself  had  said,  after  the  reading  of  the  paper 
and  the  demonstration  of  the  case,  there  was 
nothing  more  to  be  added.  He  was  sure  the  sur- 
gical triumph  was  plain  to  all.  Those  who  have 
operated  more  or  less  for  cancer  of  the  tongue 
and  have  seen  some  patients  die  from  shock,  some 
die  from  pneumonia  at  the  end  of  a  week,  some 
die  from  secondary  hemorrhage  and  some  die 
from  a  recurrence  of  the  disease  in  the  neck,  al- 


though the  malignant  disease  in  the  mouth  has 
been  cured,  he  thought  could  more  fully  appreci- 
ate the  completeness  of  such  a  surgical  demon- 
stration. 

The  points  especially  interesting  to  him  were, 
in  the  first  place,  the  choice  of  the  anesthetic.  He 
helieved  that  chloroform  with  oxygen  is  the  anes- 
thetic per  choice  for  all  extensive  mouth  and 
throat  operations.  A  second  matter  that  is  con- 
trary to  our  usual  custom  is  the  division  of  the 
operation  into  two  stages ;  that  he  believed  was 
surely  indicated  here  and  might  be  followed  in 
some  cases  in  the  future  to  advantage.  The  prin- 
ciples involved  here,  he  said,  are  well  known  to  us 
all ;  they  have  simply  been  carried  out  more  meth- 
odically, more  accurately  and  more  successfully 
than  we  have  often  seen. 

Dr.  Wood  thought  none  could  doubt  the  diag- 
nosis. He  was  sure  most  of  us  are  reasonably 
certain,  or  perhaps  we  should  say  practically  cer- 
tain, that  here  from  the  evidences  we  have  seen 
at  the  end  of  a  year  what  is  practically  a  com- 
plete cure  of  cancer  of  the  tongue.  When  we 
compare  the  statements  of  Buttling  and  others 
that  only  ten  per  cent,  are  free  from  recur- 
rence at  the  end  of  a  year,  he  was  sure  we  have 
to  congratulate  the  surgeon  for  his  success,  the 
patient  for  his  courage  and  ourselves  for  the  op- 
portunity of  seeing  the  case. 

Dr.  R.  S.  Fowler:  Theoretically  carcinoma 
of  the  tongue  should  give  a  good  prognosis ; 
practically  it  does  not ;  and  he  thought  the  rea- 
son for  this  is  in  many  cases  that  the  original 
operation  is  not  done  thoroughly  enough.  He 
thought  he  must  have  been  particularly  unfortu- 
nate in  having  come  to  him  cases  in  which  re- 
currence had  taken  place  after  other  surgeons 
had  operated  on  these  cases,  and  in  almost  every 
instance,  eight  or  ten  in  all,  the  glands  of  the 
neck  had  not  been  removed  at  the  former  opera- 
tion. There  had  been  no  attempt  at  a  thorough 
dissection  of  the  glands  of  the  neck,  and  he  be- 
lieved this  should  be  done  in  all  cases  whether 
they  were  palpably  enlarged  or  not.  The  Doctor 
believed  that  in  cases  of  carcinoma  of  the  tongue, 
not  only  the  tumor  but  the  glands  should  be  re- 
moved whether  or  not  diseased  by  cancerous  tis- 
sue. It  is  all  the  better  for  the  patient  if  these 
glands  are  not  yet  involved. 

One  of  the  reasons  why  cancer  of  the  tongue 
should  be  regarded  as  a  local  disease  is  on  ac- 
count of  the  nature  of  the  tumor.  It  is  usually 
of  the  squamous  celled  variety.  An  examination 
of  the  lymph   channels   between   the  original 
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growth  and  the  lymphatic  glands  will  not  show- 
cancerous  emboli.  Again,  secondary  growths 
are  rare  in  the  internal  organs.  These  cases  will 
live  for  about  1^  years  after  the  original  growth 
is  well  established,  and  then  die  from  starvation, 
cachexia,  hemorrhage,  or  ulceration,  but  not  from 
metastases.  For  these  reasons  it  is  to  be  con- 
sidered locally  limited  to  the  tongue  and  invading 
the  adjacent  tissues  secondarily.  Theoretically 
considered,  the  disease  should  be  readily  amen- 
able to  surgical  treatment,  i.e.,  removal  of  the 
tongue  and  also  the  glands  that  are  likely  to  be 
affected,  that  is  the  submaxillary  submental,  par- 
otid, and  also  the  submaxillary  salivary  gland, 
because  in  this  gland  there  are  almost  always 
one  or  two  lymph  glands  imbedded,  which  can 
only  be  removed  by  the  removal  of  the  submaxil- 
lary salivary  gland  itself. 

The  prognosis  should  be  good.  If  the  glands 
about  the  neck  are  affected  the  prognosis  is  bad, 
but  often  in  these  cases  heroic  surgery  can  do 
much  by  dissection  of  the  lymph  channels  of  the 
neck.  In  removing  the  glandular  elements  it 
must  be  remembered  that  there  is  no  hard  and 
fast  rule,  which  governs  as  to  the  glands  which 
may  be  affected;  the  carcinoma  may  be  on  one 
side,  the  affected  glands  on  the  other  side  of  the 
neck.  This  is  due  to  the  extensive  lymphatic 
anastomosis. 

Dr.  Fowler  thought  the  operation  should  be 
be  divided  into  two  stages ;  first,  the  absolute  re- 
moval of  the  disease  within  the  mouth ;  second, 
the  removal  of  the  glands ;  and  the  removal  of 
the  glands  should  be  done  after  the  patient  has 
fully  recovered  from  the  former  operation,  not 
while  he  is  still  in  a  weakened  state. 

There  are  many  cases  reported  in  which  we 
read  of  the  patient  being  put  back  to  bed  and  dy- 
ing of  dyspnoea  when  the  operation  was  done 
through  the  neck.  In  these  cases  probably  suffi- 
cient attention  was  not  paid  to  the  raising  of  the 
larynx.  The  divided  muscles  (genio-hyoid  and 
genio-hyoglossi)  should  be  sutured  back  in  place, 
and  Butling  says  even  when  the  sutures  are  in 
place  they  may  give  away  three  or  four  days 
later  by  softening  or  tearing  of  the  tissues,  and 
the  larynx  may  drop  back  and  the  patient  die  of 
suffocation.  He  advocates  preliminary  trache- 
otomy or  division  of  the  jaw  at  the  synphysio  and 
then  pulling  the  tongue  over  the  genio-hyo- 
glossi and  genio-hyoid  muscles  instead  of  section- 
ing them. 

As  to  the  results  of  operation  Buttling  gives 
333  cases  with  42  deaths ;  8  were  due  to  shock, 


exhaustion  and  hemorrhage,  12  to  broncho- 
penumonia  and  general  sepsis ;  the  rest  are  not 
accounted  for. 

Dr.  Fowler  believed  we  should  operate  on 
every  case  when  there  is  the  slightest  chance  of 
eradicating  the  disease  in  the  mouth,  as  a  more 
horrible  death  than  cancer  in  the  mouth  is  not 
known.  It  is  far  better  for  the  patient  to  die  in 
our  effort  to  eradicate  the  disease  than  it  is  to 
suffer  the  horible  death  which  comes  from  cancer 
in  the  mouth. 

Dr.  Wm.  Seaman  Bainbridge  expressed  his 
thanks  to  Drs.  Wood  and  Fowler  for  their  in- 
teresting and  able  discussion  of  his  paper,  and  to 
the  Society  for  their  very  cordial  reception  given 
him  this  evening. 

Little  was  to  be  added  to  what  had  been  said. 
Dr.  Wood's  choice  of  chloroform  and  oxygen  as 
the  method  of  anesthesia  in  such  cases  was  un- 
doubtedly the  best.  The  Doctor  said  that  this 
was  the  first  case  in  New  York  City,  so  far  as  he 
knew,  where  chloroform  and  oxygen  vapor  anes- 
thesia by  the  open  method  had  been  used 
throughout  an  operation.  It  worked  well,  and 
Dr.  Gwathmey,  who  has  been  writing  so  much  on 
the  subject,  administered  it. 

Operating  in  two  steps  in  many  of  these  cases 
is  certainly  very  wise.  To  open  up  the  deep  tis- 
sues of  the  neck  to  be  bathed  by  saliva  and  bro- 
ken down  cancer  cells,  when  this  can  be  avoided, 
is  most  unsurgical.  The  disease  of  the  glands 
first  and  working  back  to  the  primary  site  of  the 
disease  was  urged  as  wise  in  the  neck  as  in  breast 
cancer. 

Dr.  Fowler's  remarks  urging  operation,  even 
on  seemingly  hopeless  cases,  Dr.  Bainbridge 
wishes  to  heartily  second. 

paper:  the  present  methods  and  results  in 
operative  attacks  on  the  hypertr0- 
phied  prostate. 

by  dr.  l.  s.  pilcher. 
Discussion. 

Dr.  Eugene  Fuller  said  he  had  certainly  been 
interested  in  Dr.  Pilcher's  very  able  paper.  As 
Dr.  Pilcher  had  said  in  the  beginning,  the  meth- 
ods of  different  operators  are  varied,  and  the 
subject  of  prostatectomy  is  a  comparatively  new 
one.  The  Doctor  said  that  eleven  years  ago, 
when  he  first  began  the  removal  of  the  prostate, 
the  procedure  was  very  new  indeed.  It  was  then 
that  he  elaborated  his  operation  of  suprapubic 
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enucleation  of  the  prostate,  and  he  has  been  doing 
that  operation  a  great  deal  ever  since.  He  had 
also  done  perineal  prostatectomy  extensively. 

When  Dr.  Fuller  first  began  enucleating  the 
prostate,  it  was  harder  work  to  get  good  cases 
to  operate  on  than  it  is  to-day,  because  then  the 
profession  had  hardly  waked  up  to  the  fact  that 
prostatectomy  could  be  done,  and  consequently 
were  averse  to  the  operation.  This  feeling  al- 
ways worked  against  him,  and  if  he  got  hold 
of  a  man  who  was  just  beginning  catheter  life, 
no  one  would  allow  him  to  operate,  so  that  prac- 
tically all  the  cases  that  one  could  get  hold  of 
were  almost  in  extremis.  When  the  patient  had 
been  greatly  reduced  by  suffering  and  was  ready 
to  have  you  do  anything  to  relieve  him,  why  nat- 
urally the  mortality  was  heavier  in  those  days 
than  now  even  with  the  same  amount  of  skillful 
surgery.  Consequently  in  his  earlier  writings 
he  had  always  said  that  he  did  not  think  it  was 
right  jn  prostatectomies  to  try  to  work  simply  for 
mortality  statistics. 

At  the  present  time  the  Doctor  has  operated 
on  about  322  cases  of  enucleation ;  cases  where 
you  can  enucleate  something,  where  there  is 
something  to  be  removed.  He  did  not  count  as 
prostatecomies  cases  of  contracted  fibrous  pros- 
tates wherein  there  was  really  nothing  to  enucle^ 
ate,  the  operation  in  such  cases  being  simply  an 
incision  through  the  vesical  neck. 

In  most  of  his  work  he  depended  entirely  upon 
the  finger,  upon  the  sense  of  touch,  and  he  did  not 
trust  to  his  sense  of  sight  in  these  cases ;  in  fact, 
he  felt  that  his  finger  told  him  more  than  his  eye, 
as  far  as  prostatectomy  is  concerned. 

The  Doctor  realized  how  others  might  look  at 
the  subject  differently  than  he  did,  but  the  objec- 
tion he  has  had  to  the  perineal  cases,  where  you 
have  to  do  so  much  dissection,  is  the  danger  of 
injury  to  the  rectal  wall.  He  never  yet  in  his 
prostatectomy  work  has  left  a  person  with  a 
vesico-rectal  fistula,  and  he  felt  that  a  great  many 
times  that  perhaps  it  is  better  for  the  surgeon  and 
the  patient  that  death  should  result  from  opera- 
tion rather  than  a  vesico-rectal  fistula,  because  he 
thought  the  suffering  is  really  very  great  where 
you  leave  a  person  with  urine  leaking  through  his 
rectum,  and  he  believed,  he  stated,  that  in  the 
performance  of  the  suprapubic  method,  one 
ought  not  by  right  to  tear  away  the  urethra.  He 
thought  that  if  you  make  a  median  cut  through 
the  trigonum,  beginning  with  one  blade  of  your 
scissors  in  the  urethral  opening  and  the  other  in 
the  post  prostatic  cul-de-sac  and  divide  included 


vesical  wall  with  a  good,  clean  cut,  and  then  get 
the  finger  right  straight  down  through  that  and 
work  steadily,  getting  the  whole  thing  enucleated, 
always  from  the  middle  line,  that  there  is  very 
little  danger  of  bringing  away  the  urethra.  He 
remembered  operating  on  one  occasion  wherein 
he  tore  away  a  piece  of  the  urethra,  the  mass  re- 
moved being  quite  similar  to  that  pictured  by 
Dr.  Pilcher,  and  in  that  instance  the  man  made  a 
good  recovery.  As  Dr.  Pilcher  described,  the 
mucous  membrane  grew  down  in  very  much  the 
same  way  as  in  resection  of  the  urethra. 

As  far  as  the  mortality  for  the  last  two  years 
was  concerned,  in  his  private  cases  Dr.  Fuller  has 
had  a  mortality  of  4  per  cent.  In  the  hospital 
cases  where  you  get  people  many  of  them  desti- 
tute, half  starved  and  in  very  poor  condition,  the 
percentage  runs  to  about  5^4  and  possibly  a  little 
higher  than  that. 

As  to  the  question  about  sterility,  which  had 
received  a  great  deal  of  attention  at  the  present 
time,  he  had  had  a  number  of  cases  where  the  pa- 
tients have  been  previously  impotent  for  a  number 
of  years,  where  the  operation  has  relieved  this 
disability,  so  that  they  have  married  young 
women.  In  cases  where  persons  had  lost  their 
sexual  power  a  good  many  years  before  from 
seminal  vesiculitis  associated  with  a  good  deal  of 
sclerosis,  he  thought  you  should  not  promise  any- 
thing from  prostatectomy,  but  he  had  noticed  in 
certain  cases  where  the  prostatic  hypertrophies 
pressed  on  the  ejaculatory  ducts  a  great  deal  and 
where  by  pressure  they  obstructed  the  act  of 
ejaculation,  causing  anatomic  distension  of  the 
walls  of  the  seminal  vesicles,  if  you  carefully  re- 
move the  prostatic  pressure,  the  occlusion  of  the 
ejaculatpry  ducts  is  released.  These  cases  get 
better  after  prostatecomy  and  recover  their  sex- 
ual vigor.  He  had  a  case  like  that  some  time 
ago  in  which  the  urination  was  in  good  condition, 
where  the  main  thing  complained  of  was  the  sex- 
ual symptom,  where  impotency  and  discomfort 
generally  were  the  features,  and  where  he  op- 
erated just  for  that  condition  and  removed  the 
prostatic  mass,  which  seemed  to  be  pressing  in 
the  manner  described  on  the  seminal  vesicles 
without  obstructing  urination.  In  this  instance 
after  six  months  from  the  time  of  operation  the 
sexual  function  resumed  itself,  and  the  man  re- 
cently sent  the  doctor  his  wedding  card. 

There  is  another  condition  of  affairs  which  is 
not  so  very  rare.  He  has  met  it  twice  in  the  last 
three  months,  and  that  is  cancer  of  the  prostate. 
These  old  hypertrophied  prostates  begin  to  under- 
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go  cancerous  change  in  a  certain  number  of  cases. 
When  you  begin  to  operate  you  may  be  a  little  bit 
suspicious,  if  when  you  get  in  there  you  find  a 
hard  mass  you  cannot  practically  enucleate  and 
where  everything  is  adherent.    Some  authorities 
at  the  present  time  say  if  you  get  into  a  condition 
like  that,  leave  it  alone,  but  he  did  not  believe  in 
that.    He  thought  the  thing  to  do  is  to  take  it 
out.    In  a  case  like  that  you  have  to  use  your 
best  judgment  many  times.     Last  October  a 
gentleman  62  years  old,  weighing  270  pounds, 
came  to  him,  having  suddenly  gotten  prostatic 
symptoms.    The  doctor  was  suspicious  of  cancer 
in  this  instance  on  account  of  the  sudden  develop- 
ment of  the  symptoms.    Where  a  man  is  practi- 
cally well,  and  the  whole  thing  has  come  on  sud- 
denly, you  want  to  suspect  the  possibility  of  ma- 
lignancy to  account  for  the  rapidity  of  the  ob- 
struction, and  that  was  the  only  symptom  he  had 
in  this  man  to  make  him  suspicious  of  the  diag- 
nosis.   The  patient  was  big,  the  prostate  was 
very  hard  to  reach  perineally  and  he  went  in 
through  the  suprapubic  route.    He  reached  the 
prostate  first  by  the  perineal  incision,  and  found 
everything  so  adherent  he  could  not  bring  it  out, 
and  he  was  very  sure  that  he  had  a  malignant 
condition  to  deal  with.    The  doctor  then  went 
in  suprapubically,  and  by  a  combination  of  both 
methods  managed  to  pry  off  the  mass  and  got  it 
away  without  injuring  the  rectum.    The  tissue 
was  submitted  to  two  pathologists,  who  pro- 
nounced it  to  be  carcinoma.    The  man  made  a 
beautiful  recovery.    He  lost,  however,  about  60 
pounds,  so  now  he  weighs  just  over  200.  His 
wounds  have  healed  and  he  urinates  perfectly 
well.    It  was  an  important  case,  and  the  doctor 
was  very  glad  to  get  such  a  good  result.    If  he 
left  him  with  a  suprapubic  or  perineal  fistula, 
the  patient  would  not  have  felt  as  well  as  before 
the  operation.   When  you  know  you  have  a  can- 
cer of  the  prostate  and  do  not  expect  to  do  any- 
thing radical  on  it,  the  best  thing  is  not  to  op- 
erate, until  a  condition  of  extremis  is  reached.  If 
you  open  him  too  quickly  and  do  not  do  a  radical 
operation,  and  he  says  he  could  urinate  before 
the  operation,  and  goes  out  with  a  tube  in  his 
abdomen,  he  never  will  thank  you.    In  fact,  you 
will  get  no  praise  at  all  for  what  you  have  done. 

As  for  results  after  prostatectomy,  the  doctor 
thought  that  in  doing  a  radical  operation  you 
ought  to  be  able  to  insure  a  good  result.  A  per- 
son ought  to  be  able  to  empty  his  bladder  com- 
pletely after  the  operation,  and  he  ought  not  to 
have  residual  urine.    If  these  cases  do  not  have 


residual  urine,  the  urine  will  soon  become  sterile 
and  the  trouble  in  the  ureters  and  elsewhere 
ought  to  repair  itself  in  six  months.  He  had  a 
man  who  is  recovering  now,  who  had  a  big  vesi- 
cal sacculous  near  the  fundus  where  the  mucous 
membrane  had  pushed  its  way  right  through  the 
muscular  wall,  leaving  the  bladder  in  great  dan- 
ger of  rupture. 

All  these  lesions,  if  you  do  your  operation  cor- 
rectly, can  be  repaired,  but  there  is  one  point 
about  the  operation  to  do  in  these  cases  where 
you  have  got  a  very  damaged  bladder  that  was  not 
brought  out.  If  you  get  a  bladder  that  needs  a 
great  deal  of  rest  and  where  the  ureters  are  di- 
lated, and  where  you  have  these  sacculated  con- 
ditions of  the  bladder,  that  bladder  needs  to  be 
given  complete  rest  for  a  long  time  before  it  re- 
covers, and  if  you  remove  the  prostate  and  do  not 
rest  the  bladder  long  enough,  you  are  going  to 
have  a  tedious  convalescence.  If  you  open  the 
bladder  suprapubically,  you  can  rest  the  bladder 
absolutely  for  a  month  or  more  without  any  dis- 
turbance at  all,  and  it  is  wonderful  the  amount 
of  repair  you  get.  When  everything  heals  up 
and  the  bladder  does  its  work  again,  it  is  a 
strong  bladder  and  can  functionate  perfectly.  The 
doctor  had  a  case  now  where  a  sacculus  gave 
trouble,  a  case  that  he  operated  by  the  perineal 
route  last  summer.  He  took  out  the  whole  pros- 
tate. The  man  was  a  very  hard  one  to  manage 
and  did  not  follow  out  any  special  directions  and 
left  the  hospital.  He  had  no  prostatic  obstruction 
at  all.  When  the  patient  came  back  in  the  autumn 
the  urine  was  very  foul.  The  doctor  examined 
him  and  found  that  he  had  a  stone.  A  litholo- 
paxy  was  done  and  the  stone  removed.  The 
patient  urinated  very  poorly,  the  bladder  did  not 
stand  the  strain  of  the  litholopaxy,  and  he  had  to 
be  catheterized,  although  he  could  urinate  before 
that.  He  began  to  get  in  a  disagreeable  condi- 
tion ;  the  doctor  then  opened  him  suprapubically, 
when  he  found  this  sacculus  and  found  the 
ureters  dilated.  The  man  is  now  urinating  freely 
perfectly  clean  urine.  Dr.  Fuller  felt  that  the 
first  operation  was  faulty  because  he  neglected  the 
bladder  condition.  If  he  had  not  done  that  he 
would  have  gotten  a  prompt  result,  and  that  is 
what  he  felt  about  many  of  these  extravesical  op- 
erations through  the  perineum,  namely,  that  we 
do  not  consider  the  bladder  sufficiently.  The  ques- 
tion, in  other  words,  of  getting  out  the  prostate  is 
not  the  only  one  to  be  considered.  If  the  bladder 
is  perfectly  healthy  and  you  have  no  trouble  with 
the  ureters  and  pelvis  of  the  kidney,  a  prostatec- 
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tomy  is  rather  a  simple  matter ;  then  it  does  not 
make  much  difference  which  way  you  take  it  out. 
In  cases  of  long  standing  obstruction  where  com- 
plications of  the  genito-urinary  tract  have  re- 
sulted, suprapubic  prostatectomy  is  the  operation 
of  choice. 

Dr.  Parker  Syms  began  his  remarks  by  say- 
ing that  the  evening  had  been  a  great  treat  to 
him ;  in  the  first  place  to  hear  the  report  and  to 
see  the  result  of  Dr.  Bainbridge's  great  triumph 
in  surgery,  and  then  to  hear  the  classical  paper 
which  had  just  been  read  and  also  to  hear  his 
friend,  Dr.  Fuller,  in  his  able  discussion. 

The  subject  of  attack  upon  the  prostrate  and 
prostatic  obstruction  is  a  very  live  issue  in  sur- 
gery to-day,  the  Doctor  thought,  and  he  believed 
we  might  all  be  thankful  to  hear  that  progress 
had  been  made  so  far  in  this  field  of  surgery, 
that  we  are  not  simply  groping  in  the  dark  as 
we  were  a  few  years  ago,  but  that  we  have  ob- 
tained a  pretty  definite  knowledge  as  to  what 
may  be  done  by  operative  procedure  and  are  pret- 
ty well  determined  as  to  the  indications  for 
operating;  also  in  that  connection  as  to  the  con- 
traindications against  radical  operation,  and  in 
addition  he  thought  we  are  pretty  well  agreed 
to-day  on  the  application  of  the  particular 
method. 

As  to  indications  for  operation:  He  does  not 
feel  that  we  should  operate  on  these  patients 
simply  because  we  find  that  they  have  prostatic 
obstruction  to  urination,  but  he  holds  that  we 
should  operate  as  soon  as  we  feel  that  the  ob- 
struction is  beginning  to  cause  some  damage  to 
the  patient's  local  parts  or  to  the  patient's  gen- 
eral health.  It  is  certainly  true  as  Doctor  Fuller 
pointed  out,  that  when  the  bladder  has  become 
distended  and  overworked  by  its  effort  to  over- 
come the  obstruction,  damage  to  the  ureters  will 
ensue  in  almost  all  cases,  and  in  the  ma- 
jority of  cases,  as  time  goes  on  through 
the  ureters  to  the  kidney.  The  position  he  takes 
is  this :  that  while  there  are  instances  which  will 
prove  exceptions  to  this  rule,  the  catheter  life, 
so-called,  must  result  in  almost  100%  mortality 
Of  course,  we  know  of  instances  where  a  man 
may  endure  the  habitual  use  of  the  catheter  for 
an  almost  indefinite  period,  but  there  are  so 
many  instances  where  a  man  may  endure  for  a 
comparatively  long  time,  and  the  first  thing  we 
know  the  patient  has  succumbed  suddenly  to  an 
additional  attack  of  infection,  which  is  an  ex- 
acerbation of  what  he  has  been  enduring. 

Dr.  Syms  felt  that  when  a  patient's  strength 


is  being  exhausted  by  pain,  loss  of  sleep,  etc, 
that  then  we  have  a  good  indication,  that  when 
there  is  constant  or  repeated  bleeding  which 
amounts  to  depletion,  he  thought  that  is  an  indi- 
cation, and  he  has  always  believed  that  when  we 
have  an  infection,  or  when  we  feel  that  sooner  or 
later  infection  will  take  place,  then  we  should 
operate. 

The  indications  against  operation  must  be 
very  limited.  He  thought  we  should  hesitate  to 
operate  on  a  man  extremely  old  if  he  is  getting 
along  pretty  well,  because  as  Dr.  Pilcher  pointed 
out,  he  has  but  a  few  remaining  years  to  look 
forward  to  as  a  matter  of  expectancy,  and  we 
should  feel  we  are  giving  him  very  little  in  the 
way  of  benefit,  even  if  we  restore  him  to  perfect 
health,  on  account  of  the  fact  that  old  age  will 
add  materially  to  the  mortality  of  operation. 
Otherwise  he  thought,  unless  one  has  a  marked 
physical  defect,  which  would  make  it  impossible 
for  him  to  undergo  the  slightest  kind  of  surgical 
operation,  then,  of  course,  operation  should  be 
undertaken. 

The  Doctor  believed  that  work  in  this  field  to- 
day is  no  longer  per  se  a  grave,  dangerous  pro- 
cedure— it  is  grave  and  dangerous  only  because 
the  subjects  on  whom  we  operate  are,  as  a  rule, 
enfeebled  by  age  and  debility. 

He  wanted  to  say  a  word  in  favor  of  the 
simplest  form  of  prostatectomy.  In  the  first 
place  he  thought  we  may  leave  out  the  question 
of  the  Bottini  operation  of  electrorcauteriza- 
tion.  He  would  only  say,  in  passing,  that 
that  method  of  procedure  was  advocated  at 
first  as  being  a  safer  procedure  than  the 
removal  of  the  gland.  In  the  hands  of  some 
men  who  have  performed  that  operation  and 
have  later  taken  up  prostatectomy,  statistics 
have  shown  that  the  Bottini  operation  is  a  more 
dangerous  one  than  the  removal  of  the  gland. 
He  would  cite  Young,  who  was  an  enthusiastic 
advocate  of  the  Bottini  operation.  In  this  con- 
nection he  would  also  say  that  statistics,  as  far 
as  they  can  be  credited,  have  shown  that  this  is 
not  a  curative  operation,  and  recourse  has  to  be 
had  to  complete  operation  later,  or  some  other 
form  of  operation.  Dr.  Syms  believed,  there- 
fore, that  we  could  dismiss  from  our  considera- 
tion the  Bottini  operation,  which  leaves  only  the 
two  methods,  the  suprapubic  and  the  perineal, 
with  a  subdivision  of  the  perineal  method. 

Dr.  Fuller  in  speaking  after  him  in  a  discus- 
sion of  the  suprapubic  method  (Dr.  Syms  hav- 
ing advocated  the  perineal  route) ,  said  the  reason 
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why  the  doctor  rejected  the  suprapubic  route  was 
because  he  did  not  know  how  to  do  the  operation 
by  that  method.  This  was  an  accusation  which 
he  might  gladly  accept,  but  that  was  not  exactly 
the  reason.  The  reason  was  that  the  suprapubic 
is  not  the  best  method.  There  were  many  rea- 
sons why  he  thought  the  perineal  method  was  the 
rational  one.  The  prostate  may  be  removed  with- 
out attacking  the  bladder  at  all  except  in  the 
process  of  manipulation — that  is,  the  bladder 
may  be  left  intact  after  the  prostate  is  removed — 
and  the  prostate  does  not  lie  in  the  suprapubic 
but  in  the  perineal  region.  It  lies  in  the  space 
very  close  to  the  rectum,  so  if  we  search  for  the 
prostate  through  the  bladder,  we  must  injure 
the  bladder  through  this  upper  cut ;  then  we 
must  leave  the  bladder  by  a  second  cut  coming 
down  to  the  perineum.  In  the  hands  of  skilled 
operators  like  Dr.  Fuller,  Freyer,  Moynihan  and 
Lilienthal  the  results  of  suprapubic  prostatectomy 
may  have  been  excellent,  but  in  the  hands  of  sur- 
geons at  large  the  mortality  has  been  very  much 
higher  than  with  those  surgeons  operating 
through  the  perineum.  Young's  mortality  from 
the  Bottini  operation  amounted  to  in  the  neigh- 
borhood of  8  to  10%,  his  mortality  for  supra- 
pubic work  amounted  to  over  20  or  25%,  and 
he  reported  recently  75  cases  of  prostatectomy 
through  the  perineal  route  with  four  deaths,  some 
of  which  he  did  not  attribute  directly  to  the  oper- 
ation, but  still  they  must  be  reckoned  against  the 
operation,  as  we  do  not  charge  to  other  causes 
deaths  which  take  place  after  prostatectomy  be- 
fore the  patients  fully  recover. 


(a)  Parker  Syms  prostate  tractor  collapsed,    (b)  Prostate 
tractor  dilated  to  iY2  inches. 


One  other  reason  why  the  doctor  believed  the 
perineal  route  is  better  than  the  suprapubic  is 
this :  he  has  in  his  wards  in  Lebanon  Hospital 
now  three  cases  which  were  operated  on  by  very 
competent  surgeons  by  the  suprapubic  method. 
One  of  these  patients  was  nine  months  in  bed 
before  he  got  up  for  the  first  time,  another  four 
months  in  bed ;  one  had  a  suppurating  suprapubic 
fistula  for  two  years,  another  man  has  a  con- 
tracted bladder,  and  he  thought  the  bladder  is 
held  down  by  the  suprapubic  scar.    At  any  rate 


the  patient  insists  he  must  have  some  further 
operative  procedure  for  relief.  These  were  not 
the  Doctor's  cases  nor  those  of  Dr.  Fuller,  but 
they  were  operated  on  by  competent  and  well 
known  surgeons. 

The  length  of  time  in  bed  is  an  important 
thing.  He  has  one  patient  whom  he  operated 
on  lately  who  was  in  bed  two  weeks  before  he 
got  up.  He  was  a  feeble  man  76  years  old  with 
an  enfeebled  heart  and  very  poor  arteries.  He 
however,  was  able  to  be  up  except  for  his  heart ; 
that  was  the  only  patient  he  had  operated  on  in 
a  long  time  who  has  not  been  up  at  the  end  of 
forty-eight  hours.  The  first  time  out  they  are 
a  little  dizzy,  but  from  that  time  on  they  are  up 
every  day. 

As  to  the  special  methods  of  operating  through 
the  perineum  he  thought  perhaps  his  technic  had 
changed  slightly,  but  not  much,  since  Dr.  Pilcher 
became  familiar  with  it.  His  operation  is  done 
essentially  by  the  sense  of  touch ;  at  the  same 
time  he  used  the  sense  of  sight  for  material  aids 
at  certain  periods  of  the  operation.  That  is  to 
say  he  exposed  the  prostatic  sheath  and  made  his 
incision  with  the  sense  of  sight  as  an  aid,  and 
then  after  seeing  that  and  starting  the  enuclea- 
tion of  separation,  he  recognized  not  only  by  the 
sense  of  touch  but  by  the  sense  of  sight,  the 
proper  line  of  cleavage.  Then  when  it  comes 
to  the  separation  of  the  prostate  from  the  por- 
tion around  the  urethra,  he  exposed  lhat  in  a 
great  many  cases,  unless  the  line  of  cleavage  is 
simple  and  easy.  He  exposed  that  and  made 
separation  not  by  blunt  dissection,  but  by  the  aid 
of  scissors,  at  that  important  point.  The  reason 
is  he  dreaded  very  much  the  possibility  of  tear- 
ing up  through  the  neck  of  the  bladder,  the 
possible  loss  of  the  bladder  control. 

The  operation,  as  he  does  it,  is  to  expose  the 
prostate  through  the  median  perineal  incision,  and 
this  entails  no  prolonged  dissection.  It  consists  of 
nothing  practically  but  an  external  perineal 
urethrotomy.  The  patient  is  placed  in  the  exag- 
gerated lithotomy  position,  a  lithotomy  staff  is 
passed  into  the  bladder,  the  membranous  urethra 
is  opened  on  the  staff,  and  the  entire  incision  con- 
sists in  one  straight  cut  in  the  median  line.  It 
has  the  great  advantage,  which  had  been  brought 
out  in  the  paper,  that  we  do  not  wound  the  rec- 
tum. Young  has  had  four  rectal  fistulae,  and  by 
this  more  wide-spread  dissection,  the  rectum  has 
been  wounded  by  a  great  many  persons.  This 
is  no  reflection  on  the  skill  of  any  man,  but,  as 
pointed  out  by  Dr.  Pilcher,  the  rectum  is  near 
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the  membranous  urethra,  and  by  dissection  we 
are  apt  to  tear  it. 

The  procedure  Dr.  Syms  adopts  differs  from 
Goodfellow's.  Goodfellow  does  what  was  pro- 
posed by  Gouley  in  1874,  that  is  to  say,  he  makes 
the  perineal  incision  and  enters  the  urethra,  when 
he  at  once  pushes  his  index  finger  into  the  neck 
•of  the  bladder  through  the  prostatic  urethra,  di- 
lating in  that  way  the  prostatic  urethra,  and  then 
he  removes  the  prostate  through  the  prostatic 
urethra  instead  of  going  through  the  capsule 
or  sheath  of  the  prostate.  He  splits  the  prostatic 
urethra,  does  not  remove  it,  and  he  gets  his 
entrance  to  the  lateral  lobes  of  the  prostate 
through  that  urethra.  He  is  doing  Gouley's  oper- 
ation. Goodfellow  does  that  without  the  use  of 
any  tractor  whatever,  and  he  has  had  the  best 
results  of  any  of  us. 

As  to  the  conservation  of  function,  the  Doctor 
•could  not  say,  but  he  had  written  to  Goodfellow  to 
know  particularly  about  his  mortality.  He  has 
operated  on  96  patients  with  two  deaths,  and 
considering  the  class  of  patients  we  encounter 
that  is  a  low  mortality. 

The  operation  as  Dr.  Syms  performs  it  is  this : 
he  opens  the  perineum  in  the  median  line  by 
simple  incision,  and  exposure  of  the  prostatic 
sheath,  not  the  prostatic  capsule,  is  accomplished 
at  once  by  simply  pushing  on  the  soft  parts  after 
he  reaches  the  prostate,  pushing  the  soft  parts, 
rectum  and  all,  completely  away.  The  wound  is 
rapidly  enlarged  and  the  rectum  is  completely 
carried  away,  and  there  is  no  danger  of  wound- 
ing it  whatever. 

The  exposure  of  the  sheath  of  the  prostate  is 
made,  and  then  the  finger  is  introduced  through 
the  prostatic  urethra,  dilating  it,  and  through 
that  prostatic  urethra  the  entire  floor  of  the 
urethra  has  been  divided.  This  tractor  (exhibit- 
ing it)  which  he  devised  is  introduced.  It  enters 
the  bladder  very  easily,  and  after  it  enters  it  is 
dilated  with  a  definite  quantity  of  water,  and  it 
makes  a  soft  tractor,  making  elastic  pressure  from 
within  the  bladder.  It  is  a  practical  aid,  even  if 
not  needed  for  that  purpose,  in  checking  the 
oozing  after  you  have  enucleated  one  lobe  of  the 
prostate  and  are  working  on  the  remaining  por- 
tion.  When  you  relax  it  the  oozing  increases. 

This  method  of  operation,  of  course,  is  one 
which  perhaps  requires  a  good  deal  of  practice  to 
perform.  As  for  himself,  he  can  do  it  now  very 
quickly  and  more  surely  than  with  any  other 
method  of  prostatectomy,  and  he  thought  that  it 
is  a  long  while  since  he  has  taken  more  than  ten 


minutes  to  complete  the  operation ;  the  enuclea- 
tion and  treatment  of  the  bladder,  packing  the 
wound  and  being  ready  to  take  the  patient  from 
the  table,  certainly  always  in  15  to  20  minutes. 
That  is  undoubtedly  an  advantage  with  patients 
of  old  age. 

Dr.  Pilcher  spoke  of  the  preliminary  treat- 
ment. Dr.  Syms  makes  no  preliminary  topical 
treatment  of  these  patients  before  operation.  His 
routine  is  to  have  them  take  a  large  cathartic  two 
nights  before  operation,  so  that  the  bowels  will 
be  satisfactorily  emptied.  He  does  not  use  uro- 
tropin,  because  we  are  in  danger  of  having 
sloughing  in  using  that.  He  believed  that  is 
claimed  by  some  authors,  and  he  thought  it  pro- 
longed some  of  his  cases  where  used  as  a  routine. 

Dr.  Syms  had  encountered  several  cases  where 
acute  complete  retention  had  been  added  to  the 
chronic  impediment.  These  patients  when  they 
come  to  the  hospitals  have  already  established 
false  passages  from  attempts  at  catheterization 
made  outside  the  hospital,  and  he  thought  it  is 
safer  either  to  do  a  perineal  incision  and  drain- 
age, if  the  patient  is  in  extreme  condition,  and 
then  operate  in  two  stages  ;  i.  e.  remove  the  pros- 
tate after  the  bladder  has  been  emptied  and  the 
infection  has  been  taken  care  of.  He  had  done 
that  in  several  instances  with  very  gratifying 
results. 

As  to  the  use  of  the  cystoscope  before  opera- 
tion, he  thought  if  we  knew  these  patients 
have  prostatic  obstruction,  and  we  know  they 
have  residual  and  infected  urine,  or  one  of  the 
indications  for  operation,  that  we  need  no  more 
evidence  ;  the  introduction  of  a  cystoscope  through 
a  torturous  urethra  into  an  infected  bladder  is 
more  dangerous  than  the  removal  of  the  prostate. 

Dr.  G  R.  Fowler  appreciated  very  highly  the 
work  of  Dr.  Pilcher,  the  extremely  well  prepared 
study  of  the  subject  and  the  exceedingly  lucid 
presentation  of  it.  He  appreciated  that  as  much 
as  anything  he  had  listened  to  in  many  days, 
and  he  wanted  to  express  his  indebtedness  to  the 
gentlemen  who  had  come  from  the  adjacent  bor- 
ough to  favor  us  with  their  experience. 

With  the  exception  of  a  few  minor  and  unim- 
portant details,  the  operation  as  described  by  Dr. 
Pilcher,  is  the  one  which  he  practically  carried 
out,  and  in  his  cases  the  more  he  has  done  the 
operation  of  prostatectomy,  the  more  he  recog- 
nized the  advantages  of  the  perineal  method.  He 
attempted  in  his  first  cases  to  follow  out  the 
suprapubic  or  the  intravesical  method,  and  he 
must  say  that  he  failed  miserably,  although  he 
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removed  the  prostate  and  carried  on  the  operative 
procedure  in  a  rapid  and  satisfactory  manner. 
However,  he  abandoned  the  suprapubic  for  the 
perineal  method. 

His  first  perineal  prostatectomy  was  one  in 
which  a  fibrous  gland  existed,  such  as  Dr.  Pilcher 
had  illustrated,  and  this  was  a  very  unpromising 
case.  He  did  not  succeed  in  getting  out  the  whole 
prostate,  and  the  patient,  a  very  old  man,  died, 
and  that  has  made  his  mortality  of  prostatectomy 
by  the  perineal  route  much  more  than  it  would 
have  been  without. 

The  use  of  tractors  has  never  appealed  to  him. 
The  necessity  for  bringing  the  prostate  absolutely 
down  within  reach  before  incising  the  capsule 
has  not  been  necessary  in  his  experience,  although 
as  much  of  the  prostate  as  can  be  brought  within 
sight,  certainly  as  much  as  will  render  one's  ap- 
preciation of  the  line  of  section  of  the  capsule, 
ought  to  be  brought  into  sight,  and  from  that  time 
the  operation  must  be  carried  on  partly  by  sight 
and  partly  by  touch.  One  soon  gets  to  appreciate 
by  the  sense  of  touch  when  the  hypertrophied 
prostatic  tissue  is  being  shelled  out  and  when 
the  capsule  is  being  encroached  upon. 

The  method  of  incision,  to  his  mind,  made  a 
very  little  difference ;  if  one  makes  a  vertical  in- 
cision, one  can  retract  laterally ;  if  one  makes 
a  transverse  incision,  the  pulp  of  the  mass  must 
be  elevated  well  after  releasing  the  recto-urethral 
muscle. 

The  question  of  drainage  after  operation  is  of 
some  importance.  He  believed  drainage  should 
be  carried  on  for  as  short  a  time  as  possible,  and 
the  patient  should  be  gotten  out  of  bed  as  soon 
as  possible.  He  likewise  believed  that  packing 
the  wound  itself  for  an  operation  of  this  extent 
with  gauze  thoroughly  saturated  with  Peruvian 
balsam — that  has  been  his  favorite  method  of 
dressing  where  infection  is  to  be  feared  from 
neighboring  parts — then  removing  the  drainage 
after  forty-eight  hours  and  have  the  patient  sit 
up,  will  give  the  best  results  locally  and  generally. 

The  Doctor  said  he  thought  that  the  man  who 
discovered  the  surgical  capsule  of  the  prostate 
under  circumstances  of  enlargement,  and  that 
there  is  a  thickened  portion  of  it  comparatively 
limited,  which  is  a  result  of  a  condensation  of 
the  outer  portion  of  the  glandular  structure, 
where  it  comes  in  relation  with  its  true  anatomical 
capsule,  and  that  it  could  be  shelled  out,  thereby 
laying  the  foundation  for  what  has  become  one 
of  the  most  beneficial  and  successful  operations 
in  surgery,  deserves  well  of  his  fellow  men. 


THE  BROOKLYN  SURGICAL  SOCIETY. 

Regular  Meeting,  February  2,  1905. 

The  President,  Dr.  W.  B.  Brinsmade,  in  the 
Chair. 

intussusception. 

Dr.  A.  H.  Bogart  presented  a  patient,  age  11 
weeks,  female,  who  had  had  intussusception.  At  3 
p.  m.,  December  22.  this  patient,  who  had  re- 
cently recovered  from  an  attack  of  influenza,  was 
suddenly  seized  with  severe  cramp-like  pains  in 
the  abdomen ;  four  hours  later,  began  to  vomit 
and  continued  to  do  so  persistently.  During  the 
night  the  pains  continued  at  intervals  of  five  min- 
utes, and  were  accompanied  by  straining  and  the 
passage  of  small  quantities  of  mucus  and  blood. 
Repeated  attempts  with  enemata  failed  to  pro- 
duce a  normal  bowel  movement.  On  the  follow- 
ing morning  the  case  was  seen  in  consultation 
with  Dr.  V.  Gallagher,  who  had  diagnosed  the 
case  as  intussusception. 

Examination. — Patient  was  noticed  to  be  still 
suffering  from  pair,  at  intervals  of  about  five 
minutes,  as  indicated  by  its  cry,  and  drawing 
up  of  the  limbs.  Palpation  of  the  abdomen  re- 
vealed typical  sausage-shaped  tumor  in  the  left 
iliac  fossa,  and  upon  rectal  examination  the  de- 
scending mass  could  be  easily  felt. 

Operation. — Median  abdominal  incision  four 
inches  in  length.  The  invaginated  portion  of  the 
intestine  was  easily  located  and  brought  up  into 
the  wound.  Reduction  was  then  accomplished  by 
expressing  the  tumor  from  below.  There  being 
no  adhesions  reduction  was  easily  accomplished 
in  this  way.  The  intussusception  consisted  prin- 
cipally of  large  intestine,  beginning  at  and  in- 
cluding the  caecum,  appendix,  ascending,  trans- 
verse and  descending  colon,  well  down  into  the 
sigmoid  flexure.  Immediately  upon  reduction 
the  intestines  were  washed  with  hot  saline  solu- 
tion and  the  abdomen  closed  with  through  and 
through  sutures  of  silkworm  gut ;  no  attempt 
being  made  to  shorten  the  mysentery.  Patient 
suffered  comparatively  little  shock  from  this  oper- 
ation, which  lasted  about  twenty  minutes.  The 
bowels  moved  several  times  during  the  next 
twenty-four  hours,  but  the  baby  continued  to 
vomit  everything  taken ;  at  the  end  of  twenty- 
four  hours,  however,  this,  the  only  unpleasant 
symptom,  ceased,  and  patient  went  on  to  a  com- 
plete recovery. 

suppurative  cholecystitis  with  gangrene  of 
the  gall  bladder. 
Dr.  R.  S.  Fowler  presented  a  female  patient 
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whom  he  had  operated  on  at  the  German  Hos- 
pital August  25,  1904,  for  suppurative  cholecys- 
titis with  gangrene  of  the  gall  bladder.  She  gave 
the  following  history  :  Six  days  before  operation 
she  had  been  seized  with  sudden  pain  in  the  ab- 
domen over  the  region  of  the  gall  bladder.  This 
increased  in  severity  and  was  accompanied  by 
high  fever  and  by  chills.  When  the  speaker  saw 
lier  there  was  rigidity  and  marked  tenderness, 
but  a  tumor  could  not  be  made  out.  He  advised 
immediate  laparotomy,  which  was  done,  and  a 
gangrenous  gall  bladder  was  found  with  a  single 
stone  in  the  common  duct  as  the  cause  of  the 
obstruction.  The  gall  bladder  was  so  friable 
that  practically  it  came  away  in  his  hand  and 
without  any  dissection  except  where  it  was  at- 
tached to  the  liver.  There  was  a  good  deal  of 
bleeding,  which  was  stopped  by  the  thermo- 
cautery. Although  there  was  no  suture  placed 
upon  the  cystic  duct  (it  was  simply  packed), 
there  was  at  no  time  in  the  future  course  of  the 
case  any  discharge  of  bile  in  the  wound.  The 
wound  healed  in  a  few  weeks.  She  is  now  free 
from  any  of  her  pain,  but  there  is  a  separation 
of  the  rectus  at  the  site  of  the  incision — not  a 
hernia,  but  a  stretching  of  the  scar,  and  some 
tenderness  where  there  must  be  a  little  adhesion 
to  the  colon. 

HEMORRHAGIC   CYST   OF  OVARY   SIMULATING  EC- 
TOPIC PREGNANCY. 

Dr.  J.  A.  Lee  reported  the  case  of  a  married 
woman,  30  years  of  age,  whose  menstruation  had 
always  been  regular,  of  the  four  weekly  type, 
four  to  five  days  duration,  and  normal  in  quantity. 
Her  last  menstruation  was  about  two  months  be- 
fore she  came  under  observation.  The  patient 
had  been  losing  a  small  amount  of  blood  steadily, 
and  also  complained  of  occasional  pain  on  the 
left  side. 

The  vaginal  examination  revealed  a  uterus 
slightly  enlarged,  a  mass  on  the  left  side  and  a 
smaller  one  on  the  right  side. 

Operation  being  decided  upon,  the  uterus  was 
curetted.  Abdominal  section  was  then  made. 
The  left  tube  was  enlarged  in  the  central  portion 
and  adherent  to  the  left  ovary,  which  contained 
a  large  cyst.  The  tube  was  resected  close  to  the 
uterus  and  the  cystic  portion  of  the  ovary  was 
removed.  The  remainder  was  sutured  over  and 
fastened  to  the  broad  ligament.  On  the  right 
side  the  ovary  was  completely  displaced  by  a 
cyst,  and  was  as  large  as  an  orange  and  had 
moved  and  the  tube  not  interfered  with.  The 
uterus  was  suspended,  and  the  appendix  very  evi- 


dently being  diseased  was  removed.  Saline  irri- 
gation and  closure  of  the  abdomen  followed.  The 
convalescence  was  undisturbed.  Examination  of 
the  sac  showed  it  to  contain  a  laminated,  con- 
centric blood  clot. 

CONGENITAL  ABSCENCE  OF  UTERUS  AND  VAGINA. 
OPERATION. 

Dr.  J.  A.  Lee  reported  the  case  of  an  unmar- 
ried woman,  26  years  old,  who,  early  in  Octo- 
ber, 1903,  suffered  a  rather  severe  attack  of  rheu- 
matism, which  was  followed  by  rheumatic  endo- 
carditis. The  patient  was  still  under  treatment 
for  the  endocarditis,  when  in  November  she  de- 
veloped pain  and  tenderness  in  the  right  iliac 
region,  accompanied  by  nausea  and  vomiting,  her 
temperature  reaching  101.  There  was  evidently 
appendical  trouble,  mild  in  character,  which  on 
account  of  the  endocarditis  he  hoped  might  clear 
up  without  operation. 

Examination  revealed  an  extremely  well  nour- 
ished female,  the  distinctive  characteristics  of  sex 
being  specially  developed,  mammary  glands  and 
hips.  There  was  tenderness  over  the  appendix 
and  lower  down  on  the  right  side.  In  character 
the  patient  was  mild  mannered,  reserved  and  very 
tolerant  of  pain. 

At  this  time  the  reporter  obtained  the  follow- 
ing history.  Family  history  negative.  The  pa- 
tient was  a  strong,  healthy  child  up  to  her  fif- 
teenth year,  when  she  did  not  take  up  her  men- 
strual function.  At  this  age,  although  there  were 
no  specific  symptoms,  she  was  examined.  The 
physician  under  whose  care  she  fell  decided  that 
her  amenorrhea  was  of  vaginal  origin,  and  without 
making  a  bimanual  rectal  examination  under  an- 
esthesia, attempted  to  form  a  vaginal  canal  by 
plastic  work  on  the  tissues  between  the  urethra 
and  rectum.  In  less  than  a  half  inch  dissection  the 
bladder  was  opened,  and  as  a  result  of  several 
different  attempts  to  correct  the  difficulty,  the 
patient  still  has  a  vesico-perinal  fistula.  She  has 
had  absolutely  no  menstrual  crises,  and  the  mo- 
ther (an  intelligent  woman)  said  she  often 
searched  for  evidences  of  them. 

The  patient  had  a  severe  attack  of  scarlet  fever 
when  eighteen,  which  was  followed  by  dumbness 
for  several  months.  This  cleared  up  entirely. 
Several  mornings  of  each  week  for  years  the  pa- 
tient would  have  attacks  of  nausea  and  vomiting 
while  at  stool.  For  years  she  was  able  to  sleep 
only  for  a  few  hours  at  night,  and  sometimes  for 
weeks  would  lose  consciousness,  notwithstanding 
patient  was  well  nourished  and  healthy  in  ap- 
pearance.    This  completed  her  past  history. 
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After  several  days  of  expectant  treatment  with- 
out relief,  operation  was  advised  and  accepted. 
The  patient  was  taken  to  St.  Mary's  Hospital, 
and  on  November  14th  operated  on  by  Dr.  Lee. 

Upon  opening  the  peritoneum  over  McBur- 
ney's  point,  an  appendix  slightly  inflamed,  but 
bound  down  by  firm  adhesions,  was  found.  The 
appendix  was  freed,  resected  and  the  stump  in- 
verted. A  mass  was  found  in  the  region  of  the 
right  ovary,  and  the  incision  was  prolonged  suffi- 
ciently to  obtain  a  clear  view  of  the  abdominal 
cavity.  The  intestines  and  peritoneum  were 
healthy,  with  the  exception  of  a  large  number  of 
thin,  veil-like  adhesions,  sometimes  binding  dif- 
ferent coils  of  intestines  together,  again  binding 
intestines  to  the  parietal  peritoneum.  It  ap- 
peared that  the  adhesions  of  the  appendix  were 
an  exaggerated  type  of  these  same  peritoneal  and 
intestinal  adhesions.  As  many  of  these  adhesions 
as  possible  were  broken. 

In  the  pelvis  the  broad  ligaments  had  their 
natural  position,  and  behind  the  symphysis  in  the 
folds  of  the  broad  ligament  was  a  rudimentary 
uterus.  The  fundus  was  about  the  size  of  the 
tip  of  the  little  finger,  the  body  was  about  half 
an  inch  in  length,  gradually  fading  away  in  the 
broad  ligament.  On  either  side,  normal  in  po- 
sition, were  the  ovaries,  the  right  was  entirely 
destroyed,  its  substance  displaced  by  a  cyst  about 
the  size  of  a  russet  apple  and  containing  bloody 
serum.  This  cyst  was  so  tense  that  it  ruptured 
on  the  first  manipulation.  The  sac  was  resected. 
The  left  ovary,  larger  than  normal,  was  honey- 
combed with  a  number  of  small  cysts.  This  was 
removed.  The  abdomen  was  flushed,  and  the 
wound  closed  by  layer  sutures.  The  recovery 
was  uneventful.  The  patient  suffered  no  pain 
and  went  home  in  fifteen  days. 

Her  convalescence  was  rapid,  and  in  two  weeks 
she  was  able  to  take  walks  without  pain  or  dis- 
comfort. 

On  January  15,  1904,  Dr.  Lee  was  called  and 
found  the  patient  suffering  from  nausea  and  vom- 
iting, which  had  been  gradually  increasing  in 
severity  for  the  last  few  days.  At  the  time  he 
saw  her  she  was  unable  to  retain  any  food  at  all. 
She  complained  of  a  tightness  in  the  throat  on 
swallowing.    Her  pulse  was  weak  and  thready. 

In  the  next  few  days  every  known  medication 
by  the  mouth  proved  ineffectual.  The  patient  was 
again  removed  to  the  hospital  for  rectal  feeding 
and  hypodermic  medication,  as  by  this  time  ab- 
solutely nothing  was  retained  by  mouth.  A  diag- 
nosis of  hysteria  had  been  made,  but  considering 


the  possibility  of  trouble  from  old  abdominal  ad- 
hesions Dr.  Lee  asked  Dr.  Wood  to  see  the  case 
with  him.  The  diagnosis  was  confirmed,  and 
upon  the  advice  of  Dr.  Wood  the  patient  was 
given  five  minims  of  the  Liq.  Sodii  Arsenitis 
every  six  hours,  gradually  increasing.  She  had 
the  usual  rectal  feedings,  from  four  to  six  ounces 
only,  every  six  hours.  For  over  two  weeks  the 
patient  could  retain  absolutely  nothing  by  mouth. 
After  two  weeks  she  began  to  improve,  and  in 
four  weeks  from  date  of  entrance  the  patient  was 
eating  three  meals  a  day,  and  left  the  hospital 
in  excellent  condition  and  spirits. 

During  this  period  she  rarely  slept,  and  the  or- 
dinary hypnotics  had  no  effect  whatever.  The 
patient  remained  in  excellent  condition  except 
for  some  slight  recrudesences  of  the  endocardial 
and  rheumatic  trouble,  until  the  middle  of  May, 
when  she  suffered  again  from  vomiting.  This 
time  she  was  put  on  rectal  feeding  and  hypoder- 
mics of  arsenic  immediately.  Under  treatment 
she  rapidly  cleared  up.  On  several  occasions 
during  this  last  attack  the  arsenic  was  purposely 
withheld,  when  the  vomiting  would  recommence, 
to  be  checked  by  the  arsenic.  He  found  that 
seven  minims  of  the  Liq.  Sodii  Arsenitis  acted 
most  satisfactorily.  Since  then  the  patient  has 
been  in  fairly  good  health.  The  points  of  inter- 
est that  especially  appealed  to  Dr.  Lee  in  this  case 
were : 

1.  The  necessity  of  making  a  thorough  exam- 
ination under  an  anesthetic  in  supposed  congen- 
ital atresia  of  the  vagina. 

2.  The  peculiar  veil-like  adhesions  scattered 
throughout  the  abdomen. 

3.  The  vomiting  and  its  treatment. 

OESOPHAGEAL  POUCH. 

Dr.  W.  C.  Wood  read  a  paper  upon  the  above 
subject  and  presented  a  patient.  See  this  issue 
Brooklyn  Medical  Journal,  p.  189,  1905. 

Discussion. 

Dr.  J.  S.  Wight  said,  that  Richardson  in  the 
Annals  of  Surgery  in  May,  1900,  reported  56 
cases  of  oesophageal  pouch,  18  of  which  were 
operated  on  and  mostly  with  success.  Mr.  But- 
lin,  he  said,  remarks  that  the  symptoms  are  often 
mistaken  for  those  of  a  pouch  above  an  oesopha- 
geal stricture,  which  would  perhaps  account  for 
the  infrequency.  Dr.  Wight  said  there  is  an  opera- 
tion described  by  Jacobson,  not  mentioned  in  the 
paper,  of  invaginating  the  pouch,  making  the 
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incision  along  the  sterno  mastoid,  and  freeing 
it  and  invaginating  the  pouch,  and  removing  it, 
so  as  not  to  open  directly  into  the  oesophagus, 
except  through  the  removal  of  the  sac. 

As  to  the  use  of  the  X-rays  in  determining  the 
presence  of  the  pouch  and  its  location,  his  ex- 
perience has  been  that  in  all  work  in  the  stomach 
he  has  failed  to  locate  a  pouch  with  a  bismuth 
solution,  as  it  is  not  easy  to  introduce  the  bismuth 
solution  into  the  pouch.  A  flexible  metallic  cable 
passed  through  a  rubber  tube,  which  will  protect 
the  mucous  membrane,  is  a  very  valuable  means 
of  locating  a  pouch,  its  depth,  and  also  for  lo- 
cating the  stomach  and  its  curvatures. 

Dr.  W.  C.  Wood,  in  answer  to  a  question  as 
to  whether  there  might  not  have  been  a  stricture 
of  the  oesophagus  in  his  case,  said  that  at  times 
she  could  swallow  well,  while  at  others  not  at  all, 
and  this  fact  would  exclude  a  stricture. 

EXTENSIVE  ULCER  OF  LEG  WITH  SUCCESSFUL  SKIN- 
GRAFT. 

Dr.  J.  S.  Wight  reported  the  case  of  a  male 
age  25  years,  who  was  admitted  to  the  Long 
Island  College  Hospital  January  4,  1904.  The 
family  history  and  previous  personal  history  were 
negative.  Eight  months  earlier  he  was  kicked 
on  the  right  leg  by  a  horse  causing  a  wound 
over  the  tibia.  This  resisted  all  efforts  at  repair 
and  increased  in  size  till  the  day  he  entered  the 
hospital  when  examination  showed  a  large  ulcer 
of  the  right  leg  reaching  from  the  instep  upward 
for  eight  inches  and  completely  encircling  the 
leg  except  for  a  strip  of  skin  one  inch  wide  at 
the  back.  There  was  a  fusiform  mass  three 
inches  long  and  half  an  inch  thick  lying  over  the 
fibula  which  was  suspected  to  be  malignant.  A 
section  was  cut  from  this  mass  and  examined  by 
the  pathologist  who  reported  it  to  be  inflam- 
matory tissue.    Urine  analysis  was  negative. 

The  surface  was  treated  for  four  weeks  to 
secure  healthy  granulations  and  then  grafted 
after  the  Thiersch  method  without  success. 
March  8,  1904,  the  entire  surface  was  curretted 
free  from  granulations  leaving  the  fascia  bare. 
Thirty-two  grafts  of  various  sizes  were  placed  on 
the  oozing  area  and  fixed  in  position  with  the 
high  frequency  current.  A  dressing  of  carbol- 
ized  vaseline  5%  was  applied,  this  was  renewed 
in  three  days  and  every  other  day  thereafter. 
Twenty-eight  grafts  remained  fast  and  continued 
to  grow  covering  the  entire  wound  by  May  28, 
1904.  There  was  some  loss  of  the  new  skin  at 
three  points  leaving  wounds  about  half  an  inch 
in  diameter.    These  areas  repaired  and  broke 


down  again  under  the  pressure  of  the  bandages 
and  the  microbic  invasion.  Nov.  22,  1904,  repair 
wras  not  complete  and  the  original  method  of 
grafting  was  again  resorted  to.  This  was  suc- 
cessful. A  20%  solution  of  argyrol  has  been 
used  for  the  last  two  months  to  harden  the 
new  skin  with  the  most  satisfactory  result  so  that 
it  is  now  everywhere  tough  and  leathery. 

Successful  skin  grafting,  he  said,  depends  on : 

1.  A  firm  healthy  base. 

2.  Sterile  grafts. 

3.  A  denuded  surface. 

4.  Absolute  contact  throughout  by  pressure  or 
sealing  with  the  high  frequency  current. 

5.  Protection  against  microbic  invasion. 

6.  Toughening  of  the  newly  formed  surface 
to  protect  it  from  future  insults. 

Discussion. 

Dr.  W.  C.  Wood,  speaking  on  this  subject,  said 
it  was  one  that  interested  him  deeply.  In  1887, 
at  the  University  of  Edinburgh,  he  saw  Prof. 
John  Chiene  do  an  amputation  for  extensive  ulcer 
of  the  leg,  and  he  taught  at  that  time  that  any 
ulcer  that  extended  two-thirds  around  the  leg, 
while  it  could  be  healed  by  skin  graft  by  various 
methods,  would  certainly  return,  and  therefore 
was  better  treated  by  amputation,  and  it  was  said 
that  the  City  of  Edinburgh  furnished  laboring 
men,  whose  legs  had  been  amputated,  with  arti- 
ficial limbs. 

In  Bellevue,  Dr.  Wood  said,  they  tried  these 
fresh  grafts  for  ulcers  of  the  leg,  and  they  were 
able  to  succeed  fairly  well.  A  good  many  of  the 
ulcers  healed  up,  and  of  those  that  came  back 
after  some  months,  all  showed  that  the  ulcers  had 
broken  down.  It  is  possible  some  of  them  were 
permanently  cured,  but  he  had  never  seen  them. 
He  had  grafted  some  of  these  ulcers,  because 
the  patient  would  not  accept  the  advice  of  an 
amputation,  but  he  had  never  permanently  cured 
any  leg  where  the  ulcers  extended  two-thirds  or 
more  around  the  leg.  The  reason,  he  said,  is  this 
— the  new  vessels  cannot  develop  in  the  grafts, 
and  an  cedematous  condition  of  the  parts  be- 
low results,  so  that  the  ulcerative  process  usually 
starts  in  at  the  lower  edge  of  the  graft. 

The  method  of  fixing  grafts  by  electrical  cur- 
rents was  something  he  had  heard  of,  but  had  no 
experience  with.  It  might  open  a  better  field  for 
this  work. 

Dr.  J.  P.  Warbasse  said  his  experience  had 
been  similar  to  Dr.  Wood's   Within  the  past  two- 
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weeks  two  cases  of  this  sort  had  come  into  his 
hands.  In  one  of  them  he  did  an  amputation  of 
the  thigh.  In  the  other,  the  case  of  a  laboring 
man  who  had  been  in  two  of  our  hospitals  and 
unsuccessfully  grafted,  he  was  trying  a  more  con- 
servative course.  In  both  cases  a  large  ulcer  ex- 
tended from  the  ankle  to  the  knee.  In  the  second 
case  the  man  had  gone  back  to  work  repeatedly, 
but  he  was  compelled  to  give  up,  and  he  had 
come  to  the  speaker  for  amputation.  In  this  case 
Dr.  Warbasse  practiced  a  method  which  he  had 
used  successfully  on  two  other  cases.  Knowing 
that  these  grafts  broke  down  because  of  the 
meagreness  of  nourishment,  he  believed  that  that 
insufficient  nourishment  is  due  to  the  large 
amount  of  scar  tissue  under  the  skin.  Where 
granulations  have  existed  for  a  long  time,  he  said, 
we  find  deposits  of  fibrous  tissue;  and  when  he 
had  cut  into  old  ulcers  he  had  been  struck  by  the 
thickness  and  density  of  this  scar  tissue.  It  has 
been  very  evident  to  him  how  impossible  it  would 
be  for  healthy  skin  to  grow  upon  a  bed  which 
was  so  dense  with  scar  tissue,  and  which  was 
supplied  with  so  few  blood  vessels  to  nourish 
overlying  skin.  With  that  in  view,  some  years 
ago,  he  attempted  the  excision  of  these  ulcers, 
not  attempting  any  skin  graft  until  the  ulcer  had 
been  excised  completely  and  the  scar  tissue  re- 
moved. He  did  it  successfully  in  the  small  cases. 
In  this  instance,  which  he  was  speaking  of,  the 
man  came  for  amputation,  and  he  was  now  at- 
tempting to  preserve  his  limb.  Whether  he 
should  succeed  or  not  was  doubtful.  Two  weeks 
ago  he  removed  the  upper  half  of  this  ulcer  and 
cut  away  the  scar  tissue,  involving  a  thickness  of 
three-quarters  of  an  inch,  until  he  came  down 
to  soft,  well-nourished  structures.  Upon  that  he 
grafted.  In  a  few  days  he  expects  to  complete 
the  grafting.  If  this  is  successful  he  will  cut 
away  the  fibrous  bed  of  the  rest  of  the  ulcer  and 
repeat  the  operation.  He  reaffirmed  that  in  small 
ulcers  the  operation  had  been  successful.  It  was 
a  reasonable  procedure,  he  felt  sure ;  and  he  be- 
lieved that  some  of  these  legs  which  we  have  been 
in  the  habit  of  sacrificing  can  be  saved. 

Dr.  C.  P.  Gildersleeve  agreed  in  the  advice 
given  by  Drs.  Wood  and  Warbasse,  but  he 
thought  we  ought  to  make  quite  a  distinction  be- 
tween the  origin  of  the  ulcers,  e.g.,  an  ulcer  such 
as  described  by  Dr.  Wight,  purely  traumatic  and 
quite  likely  to  happen  in  a  perfectly  healthy  sub- 
ject, will  respond  to  local  treatment  very  much 
better  than  an  ulcer  of  the  same  dimensions  oc- 


curring from  constitutional  causes.  He  thought 
it  a  waste  of  time  in  the  large  ulcers,  to  skin- 
graft  or  treat  in  any  other  way  than  by  amputa- 
tion, after  they  have  existed  a  certain  time ;  but 
those  of  traumatic  origin,  he  thought,  stand  a 
very  much  better  chance  of  success  by  local 
treatment. 

Dr.  J.  S.  Wight  said  his  experience  has  been 
that  the  fibrous  tissue  should  be  cut  away  reach- 
ing down  to  the  fascia  and  that  a  firm  base  is 
required  for  all  grafts ;  that  the  ordinary  gran- 
ulation tissue,  which  appears  healthy,  does  not 
give  as  good  results  as  a  base  as  the  fascia  itself. 
The  superficial  tissues  are  destroyed  and  per- 
manently, he  believed,  as  was  said,  and  the  best 
we  can  hope  for  in  these  extensive  cases  is  a 
period  of  not  much  under  a  year  before  they  are 
firm  and  the  tissues  ready  to  stand  the  wear  and 
tear  of  the  work  of  a  laboring  man.  Even  then, 
pressure,  irritation  and  microbic  invasion  are  the 
common  sources  of  their  recurrence,  and  if  they 
start  again  they  will  go  right  on  unless  treated 
in  the  same  way  that  they  were  originally.  He 
concurred  in  the  opinion  expressed  that  an  am- 
putation is  better  for  a  working  man  than  a 
grafted  leg. 

TRAUMATIC  INTRACRANIAL  HEMORRHAGE,  DEATH. 

Dr.  J.  S.  Wight  reported  the  case  of  a  man, 
age  52  years,  a  grocer,  with  a  good  family  and 
previous  personal  history,  who  was  thrown  from 
his  carriage.  He  fell  on  his  head,  and  received  a 
large  scalp  wound  on  the  right  side  of  his  fore- 
head, and  a  small  one  about  the  middle  of  the 
forehead.  He  remained  unconscious  from  the 
stunning  effect  of  the  injury  for  a  few  minutes, 
was  taken  to  the  hospital  in  the  ambulance,  the 
wounds  were  sewed  up,  dressings  applied,  and 
he  was  allowed  to  go  home  in  a  carriage.  He 
was  seen  that  day  by  his  family  physician,  who 
found  him  suffering  from  partial  loss  of  sensation 
of  the  lower  extremities,  their  movements  slow 
and  showing  great  exertion,  temperature  sub- 
normal, pulse  about  normal.  The  following  day 
the  temperature  rose  to  99 0  and  the  pulse  be- 
came fuller,  there  was  some  vomiting  and  severe 
frontal  headache.  Left  hemiplegia  was  present, 
but  very  little  marked.  The  hemiplegia  disap- 
peared and  the  wounds  healed  up  so  that  he  left 
his  bed  at  the  end  of  three  weeks,  showing  ver- 
tigo, irritability,  partial  anaesthesia,  and  some 
muscular  weakness.  At  the  end  of  two  months 
he  did  some  light  work.  Muscular  weakness  con- 
tinued to  increase,  marking  a  return  of  the  left 
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hemiplegia;  pain  in  the  head  became  more  severe, 
vertigo  more  pronounced,  so  that  his  wife  was 
obliged  to  follow  his  movements  about  the  house 
to  prevent  his  falling,  avoiding  this  accident  on 
several  occasions  by  prompt  action. 

Three  and  a  half  months  after  the  accident  he 
became  so  much  worse  that  he  was  obliged  to 
take  to  bed  again.  The  speaker  saw  him  in  con- 
sultation two  weeks  later  and  recorded  the  fol- 
lowing facts  :  Coma,  but  removed  his  limbs  free- 
ly when  disturbed,  and  complained  of  pain  in  his 
head  when  aroused.  Respiration  stertorous  and 
slow,  pulse  60,  temperature  99  1-50  per  rectum. 
Tongue  swollen  and  coated,  and  was  protruded 
straight  out.  The  pupils  were  insensitive  and 
somewhat  dilated.  He  was  voiding  faeces  and 
urine  in  bed.  There  was  no  reaction  to  the  needle 
prick.  The  grasp  of  both  hands  was  feeble.  There 
were  rigidity  and  muscular  twitchings  of  the  ex- 
tremities, and  paralysis  was  more  marked  on  the 
left  side.  Urine  analysis  was  negative.  A  diag- 
nosis of  hemorrhage  and  compression  was  made 
and  operation  advised,  which  was  refused.  He 
grew  steadily  worse,  general  paralysis  became 
fully  developed,  and  he.went  into  deep  coma  and 
died  thirteen  days  later. 

Post-mortem  examination  showed  a  large, 
curved  scalp  wound,  with  a  radius  of  about  two 
inches,  and  its  highest  point  about  three  inches 
above  the  nasion,  extending  from  the  middle  of 
the  forehead  into  the  right  temporal  fossa;  a 
small  curved  scalp  wound,  about  %  °f  an  incri 
long,  situated  one  inch  above  the  nasion, 
and  ]4  of  an  inch  to  the  left  of  the  middle  of  the 
forehead.  No  atheroma  of  the  vessels.  Fracture 
of  the  outer  table  and  slight  depression  of  the 
inner  table  of  the  frontal  bone  at  the  site  of  the 
small  scalp  wound ;  some  discoloration  of  the 
bone  resembling  necrosis.  Removal  of  the  cal- 
varium  showed  the  depression  of  the  inner  table 
to  be  slightly  to  the  right  of  the  longitudinal 
sinus.  The  right  cerebral  hemisphere  was  cov- 
ered by  an  encysted  clot  of  blood  extending  from 
the  seat  of  fracture  along  the  sagittal  mid  plane 
for  4%  inches,  measuring  2^/4  inches  at  its  widest 
point,  and  depressing  the  cerebral  cortex  an  inch 
and  a  half.  This  came  from  a  pial  hemorrhage 
that  had  broken  into  the  arachnoid  cavity.  It 
had  its  origin  in  a  venous  tributary  near  the  de- 
pressed inner  table,  where  there  was  evidence  of 
recent  bleeding.  The  clot  itself  showed  different 
stages  of  coagulation  corresponding  to  successive 
accumulations  of  blood.  The  fourth  ventricle 
contained  a  small  amount  of  cerebro  spinal  fluid. 
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The  Vice-President,  J.  O.  Polak,  M.D.,  in  the 
Chair. 

paper:  the  pelvic  conditions  of  primiparae 
when  they  are  discharged  from  the 
physician's  immediate  care, 
by  dr.  a.  m.  judd. 
Discussion. 

Dr.  C.  Jewett  said  it  is  very  true  we  do  not 
see  most  of  our  hospital  cases  after  two  weeks. 
This  is  a  matter  that  is  compelled  by  the  necessi- 
ties of  hospital  economy.  Yet  it  is  entirely  wrong 
for  the  obstetrician  to  assume  the  responsibility 
of  quitting  his  patient  at  the  end  of  two  weeks. 
The  obstetrician  in  private  practice  follows  his 
cases  for  at  least  four  weeks,  often  still  longer. 
The  period  of  involution  is  six,  sometimes  ten 
weeks,  and  it  is  the  duty  of  the  obstetrician  to 
keep  his  patient  under  observation  for  that  en- 
tire period. 

The  doctor  thought  that  the  conditions  Dr. 
Judd  found  are  the  inevitable  sequences  of  labor. 
They  are  obstetric  wounds  which  had  not  had 
time  to  heal  at  the  end  of  two  weeks.  He  would 
find  a  very  different  state  of  affairs  after  two  or 
three  months. 

The  time  required  for  restoration  of  hypertro- 
phied  and  wounded  pelvic  structures  after  labor 
will  vary  materially  in  different  cases.  We  re- 
cognize that  fact  in  following  the  involution  of 
the  uterus,  and  it  is  equally  true  of  the  condition 
of  other  pelvic  structures.  He  had  frequently 
noted  in  certain  cases  that  the  results  of  primary 
reparative  operations  were  unsatisfactory  when 
examined,  say  four  weeks  after  operation,  but 
were  often  found  quite  satisfactory  when  re-ex- 
amined a  few  months  later.  This  is  evidence  of 
what  is  possible  by  way  of  spontaneous  restora- 
tion of  the  pelvic  structures. 

To  repair  all  mucus  and  even  many  deeper 
tears  of  the  cervix  and  the  minor  tears  of  the 
vagina,  immediately  after  labor  would  surely 
be  a  mistake.  It  is  not  only  unnecessary,  but  it 
may  be  mischievous.  The  cervix  is  more  or  less 
torn  in  every  labor,  yet  most  of  these  tears  are 
harmless,  and  when  left  to  themselves  do  not  call 
for  secondary  operation. 

The  doctor  could  sympathize  wholly  with  the 
remarks  about  the  duty  of  the  obstetrician  to 
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leave  his  patient  in  as  good  condition  as  he  found 
her  if  possible.  But  nothing  is  to  be  gained  by 
trying  to  do  impossible  things,  and  nothing  by 
supplanting  Nature  when  she  is  competent,  espe- 
cially when  such  interference  involves  risk  of 
infection.  Pelvic  floor  injuries  are  best  repaired 
immediately,  as  a  rule.  When  the  patient  is  in 
bad  condition,  the  attendants  exhausted,  or  the 
laceration  complicated,  the  work  may  be  post- 
poned till  a  day  or  two  later.  Union  is  obtained 
by  suturing  at  any  time  within  a  week  or  more, 
before  granulation  is  too  far  advanced.  For 
many  years  he  has  practiced  repair  from  one  to 
several  days  after  labor  in  hospital  cases  for  the 
purpose  of  bringing  them  before  the  medical 
class.  Equally  good  results  had  been  obtained 
in  all  such  operations  done  within  the  first  seven 
days  or  more. 

When  granulation  was  well  established  the 
wounds  were  freshened  by  the  use  of  a  gauze 
sponge.  Infected  wounds,  of  course,  were  left 
unclosed.  In  immediate  operations  on  the  pelvic 
floor  lateral  retractors  help  materially  in  display- 
ing the  extent  and  character  of  the  injury. 

Satisfactory  suture  of  the  cervical  wounds  di- 
rectly after  labor,  when  they  require  suture  at 
all,  is  difficult  and,  except  when  demanded  for 
hemostasis,  immediate  suture  is  unwise.  The 
most  serious  objection  to  immediate  suture  is  the 
danger  of  infection  and  this  danger  is  not  much 
diminished  by  waiting  a  few  days. 

The  risk  of  infection  is  greater  the  higher  in 
the  birth  canal  the  interference  is  practiced.  It 
is  insignificant  at  the  vaginal  orifice,  by  no  means 
so  at  the  cervix.  The  local  and  the  general  resist- 
ance is  at  a  minimum  at  the  completion  of  labor 
and  the  resorptive  activity  at  a  maximum.  The 
invasion  of  any  portion  of  the  uterus  at  this  junc- 
ture cannot  wholly  be  freed  from  risk  of  infec- 
tion, even  by  the  most  rigid  aseptic  precautions. 
Suture  of  the  cervix  during  any  period  of  early 
involution,  I  have  learned  to  my  sorrow,  is  not 
entirely  safe.  Very  "rarely  the  necessities  of  the 
individual  case,  other  than  hemorrhage,  may  per- 
haps justify  the  risk. 

Dr.  Keenan  thought  that  the  care  and  atten- 
tion of  our  patients  after  confinement  was  always 
of  moment.  It  is  well,  therefore,  from  time  to 
time  to  have  our  attention  directed  to  the  details 
of  the  puerperal  state.  The  regular  examination 
at  stated  intervals  will  frequently  disclose  con- 
ditions such  as  retroversion,  sub-involution,  and 
the  like,  which  a  moderate  amount  of  care  at  the 
time  will  cure,  whereas,  if  allowed  to  go  un- 


treated, later  on,  extensive  and  even  dangerous 
operations  may  be  necessary.  Too  often,  espe- 
cially in  the  poorer  class  of  our  patients,  are 
these  precautions  neglected.  He  believed,  how- 
ever, that  some  things  the  doctor  found,  as  Dr. 
Jewett  had  stated,  are  the  natural  result  of  labor. 
He  noticed  in  the  reading  of  the  paper  that  the 
erosions  occurred  more  frequently,  and  were  de- 
cidedly more  marked,  in  those  cases  which  were 
torn,  and  that  would  lead  him  to  suppose  that 
these  erosions  were  not  what  we  would  call  real 
erosions,  but  were  simply  granulation  tissue 
which  had  not  as  yet  healed.  After  a  time  the 
epithelium  would  become  flattened,  and  of  the 
same  nature  as  the  epithelium  in  the  rest  of  the 
vagina  or  cervix. 

Dr.  R.  H.  Pomeroy  said  that  the  essence  of 
this  paper  is  a  review  and  some  fresh  observa- 
tions on  conditions  which  may  be  considered 
normal  in  post-partum  involution.  We  had 
not  gained  very  much  in  the  way  of  an  in- 
centive to  do  differently  than  it  is  usually 
understood  the  careful  obstetrician  will  do  in  the 
care  of  his  patient.  The  matter  of  chief  impor- 
tance is  a  question  as  to. what  we  shall  do  in  in- 
stitutional treatment.  In  outside  cases  under  the 
care  of  the  general  practitioner,  who  is  expected 
to  do  a  large  amount  of  work  and  assume 
an  unmerciful  amount  of  responsibility  in  the 
puerperium  of  a  patient  for  a  ridiculous  compen- 
sation, he  was  inclined  to  think  that  patients  as  a 
rule  get  more  than  their  money*s  worth. 

What  recommendations  or  advice  should  be 
given  to  or  impressed  upon  patients  when  they 
leave  the  immediate  obstetrical  service  in  insti- 
tutions, and  whether  they  should  be,  if  possible, 
turned  over  to  the  gynecological  department  of 
the  same  institution  for  further  attention,  involv- 
ing the  difficulties  of  the  care  of  the  child  and 
the  difficulties  of  persuading  the  patient,  in  order 
to  restore  them  to  a  more  normal  condition,  seem 
to  be  the  points  at  issue.  These  remarks  the  doc- 
tor said,  were  not  meant  as  criticism  of  the  paper, 
which  is  an  imperative  reminder  that  the  involu- 
tion period  is  a  long  and  not  a  short  one. 

Dr.  L.  G.  Langstaff  was  inclined  to  believe 
this  is  a  matter  of  importance,  that  patients  do 
leave  our  hands  and  do  get  out  of  our  view  much 
too  early.  One  difficulty  in  regard  to  attending  to 
these  troubles  that  follow  labor  would  be,  that 
we  can  not  get  the  patient  to  return  to  us ;  that 
we  can  not  get  them  to  pay  as  much  attention 
to  these  conditions  as  we  believe  they  deserve, 
and  so  they  neglect  themselves  as  much  as  we 
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may  seem  to  neglect  them.  He  believed  many 
of  these  minor  tears — lacerations  of  the  mucous 
membrane  above  the  perineum — escape  our  no- 
tice. He  remembered  a  short  time  ago  his  atten- 
tion was  called  to  a  quite  severe  one,  from  the 
amount  of  hemorrhage  which  occurred,  while  the 
uterus  was  contracted,  and  he  found  a  large 
lateral  tear  of  the  mucous  membrane,  which  other- 
wise would  have  gone  unnoticed,  as  the  perineum 
was  intact. 

There  is  one  other  thing  about  being  careful 
with  these  patients  and  watching  the  condition 
after  labor,  and  that  is  that  when  we  discover 
these  minor  troubles  and  inform  the  patients,  we 
involve  ourselves  in  criticism.  It  requires  a  good 
■deal  of  resolution  to  draw  the  patients'  attention 
to  them  or  give  these  troubles  the  care  they  should 
have. 

Dr.  W.  B.  Chase  said  that  the  paper  had  been 
an  interesting  exhibit  of  the  conditions  which  a 
careful  observer  shows  to  patients  at  the  end  of 
two  weeks.  If  he  understood  the  writer  of  the 
paper  correctly,  his  proposition  was  that  he  rec- 
ommended the  repair  of  all  of  these  lacerations, 
both  perineum  and  cervix,  before  the  twelfth  day. 
He  took  it  that  this  resume  was  given  from  an 
observation  of  patients  who  stayed  in  the  hospital 
twelve  days.  Then,  again,  the  doctor's  proposi- 
tion was  this :  he  would  recommend  within  the 
first  two  or  three  days  the  repair  of  all  lacera- 
tions, except  the  cervix,  which  would  be  repaired 
before  she  went  out. 

Dr.  Chase  said  it  was  a  pretty  nice  question 
to  decide  in  these  institutional  cases  just  where 
•cur  attention  should  leave  off.  Formerly  the  in- 
clination was,  as  far  as  the  soft  parts  of  the  vagina 
and  the  perineum  were  concerned,  to  operate  im- 
mediately ;  now  there  seems  to  be  a  disposition 
to  wait  a  day,  or  two,  or  three,  and  he  saw  no 
objection  to  it,  because  the  line  of  laceration  is 
more  plainly  marked  after  a  period  of  a  few 
hours  than  at  any  time.  On  the  other  hand,  he 
had  seen  cases,  because  of  inflammatory  action 
beginning  at  the  time,  in  which  there  was  dis- 
tortion of  the  soft  parts,  which  failed  to  unite. 

Of  course,  all  of  us,  he  said,  would  repair  a 
laceration  of  the  cervix  which  involved  hemor- 
rhage, no  matter  whether  at  the  time  of  labor 
or  subsequently.  He  was  inclined  on  general 
principles  to  believe  that  a  laceration  of  the  cervix 
is  better  done  at  a  period  of  several  weeks  than 
at  a  shorter  time,  and  he  had  a  great  faith  in  the 
power  of  nature  to  correct  these  minor  lacerations 
or  tears,  because  we  find  few  of  them  at  a  more 


remote  period.  At  the  same  time,  careful  ob- 
servation leads  us  to  the  conclusion,  that  many 
of  us  have  overlooked  these  minor  tears,  and 
patients  have  passed  out  of  our  observation  with 
these  present,  because  after  a  period  of  two  or 
three  months,  we  are  not  likely  to  find  raw  sur- 
faces, except  the  everted  portions  of  the  cervix, 
or  sometimes  deep  lacerations  in  the  soft  struc- 
tures, where  the  urine  has  come  in  contact  and 
may  have  interfered  with  healing. 

One  thing  surprised  him  in  the  doctor's  state- 
ment— that  was  the  depth  of  the  uterus.  It  did 
not  seem  to  him  that  in  his  observations  he  found 
such  a  large  proportion  with  a  uterus  which 
measured  about  the  normal  depth  of  2l/2  inches. 
The  remarkable  showing  in  these  24  cases  was, 
that  all  but  three  or  four  of  them  showed  at  a 
period  only  two  weeks  after  confinement  a  depth 
of  2l/z  inches. 

Dr.  Carroll  Chase  thought  we  might  more 
willingly  get  our  patients  to  stay  in  bed  long 
enough  following  confinement  by  telling  them 
frankly  the  reasons  why  they  should ;  and  that 
while  they  perhaps  would  not  feel  any  immediate 
bad  effects  from  getting  up  too  soon,  they  might 
be  wondering  what  was  the  matter  with  them  a 
year  or  two  hence. 

He  believed  that,  with  certain  exceptions,  the 
best  time  to  repair  tears  of  the  pelvic  floor  was  im- 
mediately after  delivery.  A  rather  peculiar  case 
showing  an  exception,  was  one  of  edema  of  the 
soft  parts  in  a  woman  with  eclampsia  in  which 
an  immediate  repair  with  perfect  co-aptation 
had  to  be  done  over  a  few  days  later  as  the 
sutures  became  loose  and  the  surfaces  did  not 
meet  because  of  the  swelling  subsiding. 

He  said  another  condition  which  had  not  been 
mentioned,  making  immediate  repair  of  perineal 
tears  desirable,  was  the  retraction  of  the  torn 
muscles  of  the  pelvic  floor,  which  sometimes 
made  perfect  muscular  co-aptation  difficult  after 
even  a  very  few  days. 

Dr.  J.  O.  Polak  spoke  in  regard  to  the  imme- 
diate repair  of  the  cervix  after  labor.  He  had 
had  two  rather  bitter  experiences  from  following 
intermediate  repair  of  cervix,  as  was  advocated 
some  years  ago  by  Dr.  Dickinson.  He  had  had 
two  cases  of  plegmasia  alba  dolens  follow  prompt- 
ly the  repair  of  these  lesions,  one  of  which  ter- 
minated fatally.  Both  of  these  patients  had 
gone  through  a  normal  puerperium  and  were  re- 
paired at  the  time  Dr.  Dickinson  advocates,  i.e., 
the  eighth  day.  The  puerperium  up  to  this  time 
was  absolutely  normal  and  the  conditions  were 
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very  much  as  Dr.  Judd  has  described :  bilateral 
laceration  of  the  cervix,  some  little  erosion  on 
the  anterior  lip — the  anterior  lip  will  naturally 
get  the  greatest  amount  of  erosion,  because  it  is 
subjected  to  the  greatest  amount  of  traumatism. 
Within  two  days  after  the  repair  of  these  cervices 
these  women  developed  phlebitis,  and  one  ended 
fatally. 

Following  a  large  number  of  these  cases  that 
have  not  had  immediate  repair,  for  periods  of  six 
to  eight  weeks  after  labor  it  is  surprising  to  see 
how  these  cervices  heal,  i.e.,  the  eroded  surface 
disappears,  the  uterus  retracts,  the  cervix  goes 
through  its  involution,  and  tears  that  looked  at 
two  weeks  and  at  three  weeks  as  significant,  at 
six  to  eight  weeks,  under  a  speculum  examina- 
tion, were  insignificant. 

Dr.  Polak  has  adopted  the  plan  with  his  private 
patients  that  they  must  have  local  treatment  after 
confinement.  He  insists  that  from  the  time  they 
get  out  of  the  house  they  should  be  treated  once 
or  twice  a  week  for  a  period  of  six  weeks.  A 
little  local  blood-letting  by  boroglyceride  tam- 
pons has  a  happy  effect  on  the  local  conditions. 
It  clears  up  the  erosions  and  leucorrhea  that  Dr. 
Judd  speaks  of.  Dr.  Polak  asked  how  would  Dr. 
Judd  determine  that  the  discharge  is  normal ; 
some  cases  were  described  as  leucorrheal  and 
some  as  a  normal  discharge. 

One  other  point  had  impressed  the  Doctor: 
Dr.  Judd  reported  three  cases  of  stellate  lacera- 
tion in  uninterfered-with  labor.  This  is  a  lacera- 
tion that  he  had  not  supposed  occurred,  as  often 
in  normal  labors,  and  most  of  Dr.  Judd's  cases 
were  comparatively  short-time  labors. 

Dr.  Jewett  was  glad  to  hear  Dr.  Polak  speak 
of  his  cases  of  infection.  Infection  he  had  looked 
upon  as  one  of  the  chief  dangers  of  primary  cer- 
vical repair,  a  matter  which  has  not  been  men- 
tioned by  most  writers  and  speakers  on  this  ques- 
tion. A  few  years  ago  he  repaired,  three  days 
after  labor,  a  cervix  which  had  been  torn  in  a 
previous  labor.  The  woman  developed  a  phleg- 
masia alba  dolens,  which  he  ascribed  to  his  inter- 
ference. 

Dr.  A.  M.  Judd,  concluding,  said  that  he  was 
perfectly  well  aware  that  the  normal  period  of 
involution  is  six  weeks.  He  had  also  spoken  of 
what  Nature  has  done  for  people.  He  remem- 
bered Jacobi  saying  if  it  was  not  for  Nature  help- 
ing the  doctors  out,  they  would  fare  badly  in  any 
case. 

He  was  told  by  a  gentleman  in  the  lying-in 
hospital  with  regard  to  these  mucous  tears,  that 


they  repaired  there  all  mucous  tears  of  one-half 
inch.  Probably  all  had  seen  these  lacerations 
that  occured  in  the  mucous  membrane  and  some 
of  them  are  pretty  large.  He  would  compare 
leaving  these  mucous  tears  or  sewing  them  up 
to  the  difference  between  letting  a  wound  heal 
by  granulation  and  getting  primary  union.  They 
certainly  did  interfere  with  involution.  He  has 
examined  in  private  many  cases,  and  always  has 
the  patients  return  once  in  two  weeks  at  least 
after  labor  for  three  or  four  months,  and  he  knew 
that  a  great  many  of  them  had  recovered  abso- 
lutely. At  the  same  time  there  are  many  of  them 
where  the  cervix  does  not  recover,  and  he  thought 
that  you  get  a  better  cervix  for  subsequent  labors 
and  a  more  elastic  cervix  on  an  early  repair  than 
you  do  from  allowing  a  cervix  to  go  for  six 
months  to  a  year  when  it  becomes  cystic,  and  the 
result  of  the  repair  is  not  as  good  in  his  obser- 
vation as  it  is  after  being  done  early. 

In  regard  to  the  reasons  that  are  given :  As 
Dr.  Langstaff  says,  it  requires  some  moral  cour- 
age to  tell  a  patient  that  she  has  got  a  tear,  be- 
cause if  you  say  they  are  torn  they  have  a  great 
deal  of  suspicion  of  your  ability. 

As  to  the  question  of  Dr.  Polak  in  regard  to 
what  he  would  regard  as  a  normal  discharge  and 
what  a  leucorrheal,  he  simply  had  made  the  dis- 
tinction from  observation.  All  these  cases  have  a 
slight  discharge  at  the  end  of  two  weeks,  and  if  it 
was  a  whitish  discharge  which  was  not  sufficient 
if  they  were  sitting  up  or  standing  to  soil  the 
clothing,  and  they  would  not  have  to  wear  a  nap- 
kin, he  would  call  it  a  normal  discharge.  The 
others  being  in  excess,  he  called  abnormal. 

In  answer  to  a  question  as  to  whether  any 
bacteriological  examination  had  been  made,  Dr. 
Judd  replied  that  there  had  not  been  any. 


At  the  recent  meeting  of  the  Suffolk  County 
Medical  Society,  Dr.  Overton,  on  behalf  of  the 
late  Dr.  Miller's  family,  of  Brookhaven,  present- 
ed the  Society  with  Dr.  Miller's  old  wooden  med- 
icine chest,  carried  by  him  on  his  professional 
rounds.  Many  of  the  medicines  he  used  are  still 
in  the  chest,  wrapped  in  old  pieces  of  paper.  The 
chest  itself  and  the  method  of  carrying  medicine 
both  offer  a  decided  contrast  to  the  medicine  case 
of  to-day.  Dr.  Miller  was  born  April  16,  1784,. 
and  died  May  17,  1863. 
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ADULTERANTS  IN  FOOD. 


A  difference  just  as  wide  as  that  between  hon- 
esty and  dishonesty  separates  the  manufacturer 
who  adds  a  cheap  foreign  substance  to  a  food 
product  for  his  own  gain  and  the  other  who  adds 
a  foreign  substance  to  improve  its  quality.  Both 
methods,  nevertheless,  furnish  adulterated  prod- 
ucts. 

There  is  likewise  a  difference  clearly  appreci- 
ated between  adulterants  of  foods  which  are 
inimical  to  health  and  those  which  are  merely 
diluents.  The  point  at  issue  between  Dr.  Wiley 
of  the  Agricultural  Department  at  Washington 
and  the  manufacturers,  concerns  the  placing  of 
a  label  upon  manufactured  products  which  attests 
the  contents  of  each  package.  Such  a  label  would 
enable  the  consumer  to  judge  whether  the  adul- 
terant employed  were  harmful  or  innocuous. 

It  is  not  surprising  that  the  manufacturers  op- 
pose a  change.  In  some  cases  no  harm  results 
from  adulteration  of  food  products.  In  many 
cases  it  is  probable  that  the  adulterated  rather 
than  the  pure  article  is  preferred  by  the  con- 
sumer. 

On  the  other  hand,  it  would  appear  that  only 
benefit  would  pertain  to  the  honest  manufacturer 
once  the  public  had  become  accustomed  to  labeled 
products.  A  vast  opportunity  for  "blends"  in 
other  products  besides  teas  and  coffees  would  at 
once  be  presented. 

The  fight  against  adulteration  should  unques- 
tionably be  continued,  if  for  no  other  reason, 


that  absolutely  harmful  substances,  like  wood 
alcohol,  for  example,  may  be  effectually  pro- 
scribed from  food  products. 


THE  DISPOSAL  OF  GARBAGE. 


The  inauguration  of  daily,  instead  of  the  pre- 
viously less  frequent,  collections  of  Brooklyn's 
kitchen  refuse,  will  make  for  healthfulness  as  well 
as  comfort. 

We  are  compelled  to  admit  to  our  confreres  of 
other  cities  that  heretofore  only  three  or  four 
times  a  week  has  this  attention  been  bestowed 
upon  us.  There  has  nevertheless  been  a  steady 
improvement  of  late  years  in  the  matter  of  the 
disposal  of  Brooklyn's  refuse.  It  is  no  longer 
dumped  into  the  rivers  or  harbor.  The  greater 
part  of  the  garbage  of  Greater  New  York  is  now 
conveyed  by  boat  to  Barren  Island  where  it  is 
incinerated  and  the  greater  part  of  the  residue 
utilized  in  the  manufacture  of  a  valuable  fertilizer. 
This  is  probably  the  best  means  at  present  avail- 
able for  its  disposal ;  though  the  facilities  should 
be  enlarged,  there  or  elsewhere.  Temporary  in- 
convenience, it  may  be,  is  caused  to  the  residents 
of  near-by  beaches,  but  the  odors  at  times  there 
noticeable  are  from  the  chimneys  only  and  not 
from  the  decomposing  material  itself  and  it 
may  be  a  relief  to  those  annoyed  to  know  that 
smoke  however  unpleasant  is  incapable  of  convey- 
ing the  germs  of  disease. 

It  is  likely  that  a  number  of  incinerating  plants 
each  disposing  of  the  garbage  collected  nearest  it 
might  be  superior  to  a  single  plant.  The  collected 
materials  should  be  received  in  a  less  fermented 
and  consequently  less  offensive  condition. 

Some  cities  adopt  a  method  of  collecting  the 
cans  along  with  the  contents,  the  former  then  be- 
ing sterilized  with  steam  before  returning  them  to 
householders.  This  has  some  advantages  but  it 
is  of  questionable  application  here.  Other  cities 
convey  their  garbage  farther  beyond  the  city 
limits  before  incinerating. 

A  perfect  method  of  the  disposal  of  garbage  is 
a  municipal  problem  still  imperfectly  solved  and 
can  perhaps  be  met  by  no  rules  of  general  appli- 
cation, each  city  and  town  having  varying  con- 
ditions to  be  met. 

As  to  the  daily  collection  of  refuse,  physicians 
will  bestow  upon  it  their  hearty  approval,  house- 
holders will  be  delighted  with  the  possibility  of 
being  freed  from  noisome  smells,  and  only  the 
janitors  will  object. 
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OBITUARIES. 


RICHARD  HENRY  SULLIVAN,  M.  D. 

Dr.  Sullivan  was  born  in  Brooklyn  in  1854,  the 
son  of  James  and  Catherine  Sullivan,  and  was 
educated  at  Seton  Hall,  Brooklyn,  graduating  in 
the  class  of  1874.  His  medical  education  was 
obtained  at  the  University  of  the  City  of  New 
York,  receiving  the  degree  of  M.D.  in  1883. 
During  his  professional  life  he  was  in  practice  in 
this  city. 


Richakd  Henry  Sullivan  M.D. 


Dr.  Sullivan  was  a  member  of  the  Medical 
Society,  County  of  Kings,  from  1895,  Kings 
County  Medical  Association  and  The  Associated 
Phvsicians  of  Long  Island.  A  member  of  the 
Twenty-Third  Regiment,  Company  G,  and  the 
Veteran  Association  of  the  same,  De  Witt  Clin- 
ton Council,  No.  419,  R.  A.,  Columbia  Council, 
No.  14,  Loyal  Association,  Columbus  Immediate 
Relief  Association,  Union  League  Club,  and  the 
Church  of  Our  Lady  of  Victory.  He  married 
Mary  Keely,  daughter  of  P.  C.  Keely,  of  Brook- 
lyn.   One  child,  Mary  Sullivan,  was  born. 

William  Schroeder,  M.D., 

Chairman  of  Hist,  Com. 


HUGO  W.  J.  H.  KOETHE,  M.D. 

Dr.  Koethe  was  born  in  Deutz  Prussia  on  Feb- 
ruary 29,  1852,  and  died  in  Brooklyn,  N.  Y., 
March  16,  1905.  His  father  was  William  Koethe, 
M.D.,  and  his  mother  Juliana  Berker,  both  of 
Germany.  Dr.  Hugo  Koethe  was  married  on 
June  6,  1885,  to  Anna  Riedel.  One  child  was 
born,  Werra  Koethe. 

Dr.  Koethe  was  educated  in  the  Gymnasium 
and  Universities  of  Germany.  His  medical  edu- 
cation was  under  the  direction  of  his  father,  from 
1869-71  at  the  University  of  Bonn,  1871-73  Univ. 
of  Halle.  He  received  the  degree  M.D.  from  the 


Hugo  W.  J.  H.  Koethe,  M.O. 


Univ.  of  Erlangen  in  1874.  He  served  as  interne 
in  several  hospitals  in  Halle  and  Erlangen  and 
in  1875  practiced  for  a  short  time  in  Liepsic,  Ger- 
many, accepting  a  position  as  surgeon  in  the 
North  German  Lloyds  service,  remaining  until 
1884,  in  which  year  he  began  the  practice  of 
medicine  in  Brooklyn.  The  doctor  held  the  posi- 
tion of  Medical  Examiner  for  the  Metropolitan 
and  the  Massachusetts  Benefit  Life  Insurance 
Company.  He  was  a  member  of  the  Medical  So- 
ciety, County  of  Kings,  1894-1905,  German  Med- 
ical Society  of  New  York  City,  1887-1905. 

William  Schroeder,  M.D., 
Chairman  of  the  Hist.  Com. 
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MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 

is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  9th  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 

Dr.  Morris  G.  White  has  removed  to  98  Gates 
Avenue. 

Dr.  A.  J.  Capron  has  removed  to  the  Long 
Island  State  Hospital,  Kings  Park,  Long  Island. 

Dr.  George  D.  Hamlin  has  removed  to  1260 
Pacific  Street. 

Dr.  Julien  W.  Russell  has  removed  to  6  Plaza 
Street. 

Dr.  George  H.  Cruikshank  announces  the  re- 
moval of  his  office  to  140  Sixth  Avenue. 

Dr.  William  C.  Braislin  announces  his  removal 
to  556  Washington  Ave. 

Dr.  R.  C.  F.  Combes  writes  that  his  Brooklyn 
office  will  be  closed  from  May  first  to  November 
first,  but  that  he  can  be  reached  by  'phoning  139 
Flushing  or  143  J,  Far  Rockaway. 

Dr.  J.  Bertram  Dowd  announces  the  removal 
of  his  office  to  Fort  Hamilton  Parkway  and  Forty 
Second  Street. 

Dr.  Walter  B.  Chase  has  removed  his  office  to 
1045  Prospect  Place,  corner  Kingston  Avenue. 
Mrs.  Chase  and  daughter  will  spend  several 
months  in  travel  and  recreation. 

The  marriage  of  Dr.  Paul  Monroe  Pilcher  and 
Miss  Mary  Finley  took  place  at  Montclair,  N.  J., 
April  26,  1905. 

Dr.  Emilie  C.  Schirmer  announces  that  he  will 
give  his  entire  attention  to  the  study  of  pathology, 
bacteriology  and  clinical  microscopy. 

The  Board  of  Estimate  has  recently  appropri- 
ated $35,000  to  enable  the  Health  Department  to 
make  a  sanitary  census  of  the  city  for  the  pur- 
pose of  learning  the  name  and  physical  condition 
of  every  inhabitant  of  the  five  boroughs.  This 
has  long  been  a  pet  scheme  of  Dr.  Darlington. 
The  only  and  last  census  of  this  character  was 
in  1895,  and  carried  out  by  the  police.  This  time 
one  hundred  and  fifty  doctors,  employes  of  the 
Health  Board,  will  do  the  work.  It  is  estimated 
that  there  are  275,000  houses  to  be  inspected.  A 
card  is  being  prepared  which  will  contain 
questions  to  be  filled  out  by  or  for  every  person 
in  the  city.  The  questions  will  cover  the  physical 
condition  of  each,  especially  with  reference  to  con- 
tagious diseases.  From  the  result,  Dr.  Darling- 
ton says  that  it  will  be  possible  to  figure  accu- 


rately the  death  rate,  a  thing  now  impossible,  and 
to  determine  the  comparative  rates  for  different 
races.  He  expects  to  find  out  also  just  what 
regions  have  been  most  afflicted  by  each  particular 
kind  of  disease,  and,  as  the  physical  conditions 
of  the  city  will  also  be  investigated,  to  determine 
largely  what  conditions  are  responsible  for  many 
diseases. 

In  the  Anatomical  Department  of  Long  Island 
College  Hospital,  Professor  Campbell  has  recently 
inaugurated  a  course  in  clay  mouldings  in  which 
the  students  reproduce  in  clay,  models  of  the 
bones,  brain  and  other  viscera.  This  innovation 
is  in  line  with  the  latest  methods  of  teaching  an- 
atomy and  is  being  adopted  by  the  leading  med- 
ical colleges  of  America. 

An  examination  for  Veterinary  Surgeon,  grade 
of  First  Lieutenant,  Troop  C,  was  held  April 
first.  This  is  the  first  examination  held  for  such 
a  position  in  the  National  Guard.  The  questions 
on  the  examination  paper  are  interesting. 
Anatomy : 

Describe  the  carpal  bones. 

What  muscles  comprise  the  shoulder? 
Physiology : 

Derine  physiology. 

What  is  meant  by  endosmosis  ? 
Materia  Medica : 

What  is  a  diuretic?  Mention  three  drugs  of 
this  class. 

What  is  a  diaphoretic?    Mention  three  drugs 
of  this  class. 
Surgery : 

In  what  condition  is  trephining  indicated? 

In  what  intestinal  disease  is  tapping  indicated? 
At  what  point  is  the  operation  performed? 
Practice  of  medicine : 

What  is  the  treatment  of  pulmonary  hem- 
orrhage ? 

Technical  examination  for  position  of  veteri- 
nary surgeon : 

What  is  the  duty  of  the  veterinary  surgeon  at 
"Stable  Call  ?" 

What  ordinary  rules  of  hygiene  should  be 
prescribed  as  to  stables? 

Should  a  horse  be  bathed? 

Should  a  horse  be  given  water  when  he  is 
warm  ? 

Why  is  indigestion  more  dangerous  in  the 
animal  than  in  man?. 

In  purchasing  horses  for  the  cavalry  service, 
what  condition  besides  soundness  should  be  con- 
sidered ? 

How  long  should  marches  be? 

State  the  amount  and  time  for  watering  and 
feeding  horses. 
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When  should  oats  be  condemned? 
State  the  effects  of  feeding  wheat,  rye,  bran 
and  corn. 

Discuss  glanders;  its  cause,  local  manifesta- 
tions, tests  for  infecti  treatment  of  living  and 
of  dead  animals,  treatment  of  a  stable  infected 
with  this  disease. 

Besides  the  written  questions  given  there 
was  an  oral  examination  upon  the  following  sub- 
jects as  provided  for  in  State  Regulations : 

A.  Knowledge  of  the  English  language. 

B.  Geography,  particularly  of  the  State  of  New 
York. 

C.  Arithmetic. 

D.  History,  particularly  of  the  United  States. 

A.  Camp  Hygiene  and  the  hygiene  of  the 
horse. 

B.  Horsemanship. 

C.  Duties  of  the  Veterinary  Surgeon. 

Candidate:  Roscoe  R.  Bell,  D.V.S.  (Magill 
University),  7th  Ave.  and  Union  Street,  Brook- 
lyn. 

Examining  Board:  Colonel  George  Ryerson 
Fowler,  Surgeon  National  Guard ;  Major  Henry 
P.  de  Forest,  -Surgeon  13th  Regiment,  H.  A. ; 
First  Lieutenant  Albert  F.  Brugman,  Ass't  Sur- 
geon 2nd  Battery. 

The  Suffolk  County  Medical  Society  will  hold 
its  annual  meeting  at  the  Griffin  House,  River- 
head,  Tuesday,  April  27,  1905,  from  10.30  to 
2.30.  The  following  programme  will  be  pre- 
sented: Long  Island  Appendicitis,  Dr.  Ernest 
Gallant,  Manhattan;  A  Sketch  of  the  Life  of 
Dr.  Miller,  Dr.  Frank  Overton,  Patchogue ;  Sar- 
coma of  the  Spinal  Cord  :  Report  of  a  Case  ;  Au- 
topsy, Dr.  W.  H.  Ross,  Brentwood.  Secretary, 
Dr.  P.  Van  Benschoten  Fowler,  Centre  Moriches. 

In  response  to  frequent  inquiries  as  to  where 
certified  milk  may  be  had,  the  Milk  Commission 
issues  the  following  list  of  dealers  from  whom  it 
may  be  ordered : 

Alex.  Campbell  Milk  Co.,  802  Fulton  St. ;  H. 
S.  Chardavoyne,  406  Court  St. ;  Diamond  Dairy 
Co.,  Sixth  Ave.  and  Pacific  St. ;  W.  M.  Evans, 
250  Hewes  St. ;  Isaac  W.  Rushmore,  100  Atlantic 
Ave.;  Taylor  Plate  Milk  Co.,  202  Fifth  Ave.; 
The  Empire  State  Dairy  Co.,  502  Broadway. 


BOOK  REVIEWS. 


Textbook  of  Human  Physiology  :  Including  Histology 
and  Microscopical  Anatomy,  with  Especial  Reference 
to  the  Practice  of  Medicine.  By  Dr.  L.  Landois. 
Tenth  Revised  and  Enlarged  Edition.  Edit,  by  Albert 
P.  Brubaker,  M.D.  Transl.  by  Augustus  A.  Eshner, 
M.D.  Phil.,  P.  Blakiston's  Son  &  Co.,  1904.  102  pp. 
8  vo.    Price  :  Cloth,  $7.00. 

Landois'  Physiology  is  so  well  known  to  the  medical 
profession  that  this  recent  English  edition  of  it  is  sure 
to  be  welcomed  by  progressive  practitioners.  The  ar- 
rangement and  scope  of  its  contents  is  similar  to  that 
of  previous  editions,  yet  every  chapter  gives  evidence 
of  careful  revision,  and  it  contains,  besides  the  strictly 
physiological,  a  considerable  amount  of  physical,  chem- 
ical, and  morphological  data  having  physiological  sig- 
nificance. That  a  sound  knowledge  of  physics,  chemis- 
try, and  morphology  is  pre-requisite  for  the  compre- 
hension of  physiology  is  generally  admitted,  and  though 
most  text-book  writers  take  for  granted  the  possession 
of  such  knowledge,  Professor  Landois  has  preferred  to 
supply  the  essential  data.  A  characteristic  of  the  book, 
and  one  that  especially  recommends  it  to  the  general 
practitioner,  is  the  prominence  given  in  its  pages  to  the 
application  of  physiologic  facts  and  principles  to  path- 
ology and  the  more  practical  branches  of  medicine. 
Another  characteristic  is  the  incorporation  of  separate 
sections  dealing  with  comparative  physiology,  and  with 
the  history  of  the  subject. 

It  is  not  a  mere  elementary  text-book  of,  nor  an 
elaborate  scientific  treatise  on,  physiology,  but  rather  a 
handy  reference  manual,  containing  a  very  large  amount 
of  reliable,  and  well  classified  data.  In  the  opinion  of 
the  reviewer  it  is  the  most  useful  manual  of  physiology 
for  the  busy  general  practitioner  published  in  English, 
and  is  also  a  very  useful  reference  book  for  under- 
graduate students  of  medicine. 

The  translators,  as  well  as  the  publishers,  deserve 
congratulations  for  the  thoroughness  of  their  work; 
but,  above  all,  Professor  Landois  has  earned  the  esteem 
of  teachers  of  physiology  not  merely  by  the  labor  he 
bestowed  on  the  original  compilation  of  the  work,  but 
also,  and  especially,  by  that  involved  in  its  many  care- 
ful revisions.  J-  C.  C. 

Medical  Diagnosis.  A  Manual  for  Students  and  Prac- 
titioners. By  Austin  W.  Hollis,  M.D.  Philadelphia 
and  New  York.  Lea  Bros.  &  Co.,  1905.  319  pp.  8  vo. 
Price:  Cloth,  $1.00.    {The  Medical  Epitome  Series.) 

This  manual,  which  belongs  to  the  Medical  Epitome 
Series,  is  a  particularly  valuable  book  of  its  kind.  With 
a  compact  style  and  simple  arrangement  the  author  has 
presented  in  the  space  of  300  pages  a  view  of  the  large 
subject  of  medical  diagnosis  which  is  remarkable  both 
for  comprehensiveness  and  fulness  of  detail.  Student 
and  practitioner  will  find  it  a  useful  book  to  have  at 
hand  for  ready  reference,  and  the  physician  who  thor- 
oughly assimilates  its  contents  will  be  well  equipped  to 
diagnose  any  diseases  he  is  likely  to  meet.  Compara- 
tively little  space  is  given  to  the  subject  of  general 
diagnostics,  but  the  different  diseases,  taken  up  in  the 
order  of  their  natural  grouping,  are  described  clearly 
and  succinctly  from  the  point  of  view  of  their  symp- 
toms, absolute  and  differential.  Particularly  clear  and 
graphic  is  the  description  of  the  physical  signs  which 
point  to  disease  of  the  chest.  There  are  a  few  well 
chosen  illustrations.  E.  E.  C. 
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ORIGINAL  ARTICLES. 


CYSTS  OF  THE  BREAST.* 


BY  WALTER  C.   WOOD,  M.D. 

The  improved  prognosis  in  cases  of  malignant 
mammary  disease,  that  has  followed  the  more 
radical  and  systematic  surgery  now  in  vogue  for 
these  conditions,  has  aroused  well-merited  en- 
thusiasm. 

This  same  enthusiasm,  however,  has  induced 
extensive  operations  on  the  breast  which  have  not 
always  been  warranted  by  the  pathological  find- 
ings. Chronic  mastitis,  cystic  adenomata,  and 
even  cysts  inducing  an  unreasonable  fear  of  car- 
cinoma in  future  years  have  been  treated  with 
the  thoroughness  demanded  for  that  very  fre- 
quent condition.  It  seems  as  if  the  aversion  to 
removal  of  a  breast  on  the  part  of  the  patient 
should  receive  more  consideration,  and  should 
induce  conservative  surgery  unless  the  indica- 
tions for  radical  work  are  definite,  although  the 
mortality  of  the  greater  operation  can  usually  be 
disregarded. 

Concerning  the  occurrence,  diagnosis  and 
treatment  of  one  of  these  minor  conditions,  viz., 
cysts,  I  desire  to  call  your  attention. 

The  cystic  degeneration  of  solid  tumors,  or 
cystic  tumors,  is  not  under  consideration  except 
from  the  point  of  view  of  diagnosis. 

Cysts  of  the  mammary  gland  can  well  be  classi- 
fied into  those  arising  from  the  ducts,  and  those 
arising  in  the  connective  tissue. 

The  duct  cysts  can  be  further  divided  into 
those  that  appear  as  single  cysts,  and  those  that 
are  multiple. 

The  nature  of  these  single  cysts  depends  on 
whether  the  gland  is  functionating. 

A  single  duct  cyst  in  a  functionating  gland, 
viz.,  a  galactocele,  is  the  first  type  to  be  consid- 
ered. Although  a  galactocele  originates  during 
pregnancy,  or  lactation,  it  may  remain  long  after 
that  event,  and  thus  mislead  the  observer.  The 
cause  is  some  obstruction  to  the  duct  near,  or  at, 

*Read  at  the  April  meeting  of  the  Brooklyn  Pathological 
Society. 


the  nipple.  This  obstruction  may  be  a  congenital 
defect  in  the  patency  of  the  duct,  or  a  stricture 
of  the  duct  from  injury  or  slight  inflammation. 
Warren  reports  a  case  where  a  puppy,  used  as  a 
breast  pump,  injured  the  nipple.  I  saw  a  recent 
case  that  developed  at  the  time  of  weaning;  yet 
they  are  more  apt  to  occur  at  the  beginning  of 
lactation.  The  onset  is  rapid.  The  cyst  is 
formed,  as  a  rule,  very  superficially,  and  projects 
from  the  gland  like  a  knob.  There  is  little  or  no 
tenderness.  They  are  apt  to  be  small,  like  a 
pigeon's  egg,  and  seldom  larger  than  a  hen's  egg. 
Yet  five  quarts  of  milk  have  been  drawn  with  a 
trocar,  and  Scarpa  related  a  case  which  contained 
nearly  ten  pounds  of  fluid.  Cooper  was  the  first 
to  notice  that  the  lump  increased  in  size  during 
the  act  of  suckling.  The  contents  vary.  A  newly 
formed  glactocele  contains  fluid  milk.  Older 
ones  contain  curds,  or  inspissated  fat,  like  butter, 
or  serum  with  cholesterin  crystals.  A  very  old 
one  may  shrink  and  harden,  become  surrounded 
by  fibrous  tissue;  and  the  London  Hospital  Mu- 
seum contains  such  a  specimen  removed  under 
the  diagnosis  of  scirrhus.  A  few  cases  are  on 
record,  where  a  collection  of  caseating  milk  has 
been  found  in  connection  with  a  cystic  adenoma, 
or  carcinoma. 

While  the  usual  type  is  superficial,  it  is  said 
that  this  cyst  has  also  been  found  within  the 
gland,  and  has  existed  in  more  than  one  place — 
even  four  being  reported  in  the  same  breast. 

Diagnosis. — A  swelling  forming  quickly  in  a 
parturient  woman,  having  cystic  rather  than  in- 
flammatory characteristics,  is  in  all  probability  a 
milk  cyst.  The  history  of  such  a  formation,  even 
in  a  patient  who  has  not  been  pregnant  for  years, 
points  in  the  same  way.  Gross  says,  that  an  old 
galactocele,  when  palpated,  may  retain  the  im- 
pression of  the  fingers  like  putty  or  a  fecal  im- 
paction. An  exploration  puncture,  alone,  will 
make  the  diagnosis  positive. 

Treatment. — Incision,  with  packing  so  as  to 
insure  healing  from  the  bottom,  is  the  proper 
treatment.  During  lactation,  unless  the  cyst  is 
increasing  definitely  in  size,  operation  can  be  de- 
ferred until  lactation  is  over. 
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The  second  type  of  cyst  is  the  single  cyst  in 
a  non-functionating  gland.  These  cysts  usually 
lie  near  the  nipple,  and  it  is  one  of  their  charac- 
teristics that  they  vary  in  size  coincident  with 
the  intermittent  discharge  of  their  contents  from 
the  nipple.  They  are  small,  because  they  are 
prone  to  such  a  discharge.  Such  a  case,  which 
is  typical,  was  recently  under  my  care.  The  pa- 
tient noticed  a  hard,  painless  lump  about  one  inch 
from  the  nipple.  While  palpating  it,  a  discharge 
of  clear  serum  came  through  the  nipple.  For 
six  months,  she  noticed  several  times  a  week  that 
her  clothing  would  be  stained  by  a  clear  fluid, 
and  that  the  lump  would  be  present  or  absent  on 
different  occasions.  Then  after  handling  it  one 
day  a  bloody  color  appeared  in  the  discharge. 
This  blood-stained  serum  alternated  with  the 
clearer  fluid  on  the  various  days.  Soon  a  low- 
grade  infection  developed,  and  the  discharge  be- 
came seropurulent.  At  last  the  septic  conditions 
increased  sufficiently  to  give  pain,  so  that  the 
small  lump  was  removed.  It  consisted  of  a 
thickened  duct  with  the  seropurulent  fluid. 

These  cysts  have  a  varying  clinical  course. 
Sometimes,  after  discharging  more  or  less  "fre- 
quently, they  collapse  completely  and  do  not  re- 
fill ;  thus  attaining  an  apparently  spontaneous 
cure. 

Some  of  these  single  duct  cysts  never  discharge 
from  the  nipple,  and  thus  continue  to  increase  in 
size,  although  the  growth  is  .  slow — a  pint  and  a 
half  being  the  largest  case  I  have  seen  recorded. 

These  duct  cysts  are  prone  to  the  development 
of  intracystic  papillomatous  growths,  which  more 
or  less  completely  fill  the  cyst.  Unless  it  is  no- 
ticed that  these  growths  do  not  penetrate  the 
wall  and  are  entirely  intracystic,  such  a  cyst  may 
be  mistaken  for  a  cystic  degeneration  of  a  tumor. 
The  fluid  in  such  a  cyst  is  apt  to  be  green,  black 
or  brown — due  to  old  hemorrhage  from  the  pa- 
pilloma. These  papillomatous  growths  are,  I 
take  it,  similar  to  those  appearing  on  the  walls 
of  ovarian  cysts,  or  on  mucous  surfaces,  viz.,  the 
bladder,  which,  perhaps  more  than  any  other 
benign  growth,  have  a  tendency  to  malignant  de- 
generation. 

The  diagnosis  of  a  duct  cyst  that  discharges 
from  the  nipple  is  easy.  If  no  discharge  is  pres-, 
ent,  aspiration  is  necessary  for  diagnosis.  Tf  the 
fluid  is  clear,  the  cyst  can  be  incised,  cauterized, 
and  healed  from  the  bottom. 

If  it  is  not  clear,  and  the  papillomata  are  found, 
the  cyst  should  be  excised,  or,  in  cases  well  de- 
veloped, the  safer  course  is  removal  of  the  mam- 
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mary  gland.  This  does  not  mean  the  radical 
operation  of  extirpation  of  axillary  contents,  pec- 
toral muscles,  etc. 

The  multiple  duct  cysts  also  follow  two  types. 

The  first  variety  is  a  sequela  of  uncured, 
chronic  interstitial  mastitis.  As  is  well  known, 
this  condition  may  involve  a  single  lobule  of  one 
breast,  but  more  often  exists  to  a  greater  or  less 
extent  in  both  breasts.  In  common  with  other 
interstitial  connective  tissue  inflammation  there 
is  a  tendency  to  contraction.  This  contraction 
results  in  the  closure  of  the  ducts  in  many  places 
throughout  the  gland,  so  that  multiple  occlusion 
cysts  are  formed.  These,  at  first,  are  small  in 
size,  hard  to  the  touch,  and  easily  moved  under 
the  examining  finger.  If  a  thin  patient,  it  is 
noted  that  there  are  very  many  such  nodules 
throughout  the  whole  gland ;  yet  where  the  orig- 
inal inflammation  has  been  confined  to  a  single 
lobule,  the  cystic  condition  may  also  be  limited 
and  not  diffuse.  The  preceding  mastitis  may  have 
been  insidious  in  character  and  have  given  no 
frank  symptoms.  As  time  passes,  one  or  more 
of  the  cysts  is  apt  to  enlarge  so  as  to  reach  the 
size  of  a  walnut,  or  even  an  egg,  and  give  a 
definite  hard  lump  that  does  not  fluctuate,  but 
presents  many  of  the  features  of  a  solid  tumor. 
Inasmuch  as  the  preceding  mastitis  may  have 
resulted  in  a  contraction  of  the  nipple  and  also 
in  slight  involvement  of  the  axillary  glands,  the 
case  may  suggest  a  malignant  disease.  Yet  a 
more  careful  examination  will  show  the  presence 
of  many  smaller  lumps  in  the  same  breast ;  while 
it  is  well  known  that  carcinoma  is  always  a  single 
tumor  in  the  mammary  gland.  It  is  also  to  be 
noticed  that  the  skin  is  not  in  any  way  involved 
in  this  condition,  and  its  movements  over  these 
cystic  lumps  is  in  no  way  restricted.  Most  of  the 
patients  that  I  have  seen  have  been  unmarried, 
or  sterile  women  approaching  the  menopause.  It 
is  said  that  some  of  these  cysts  may  develop  pa- 
pillary, intracystic  growths,  but  I  have  not  seen 
this  type.  A  few  of  these  cases  have  developed 
that  rare  variety  of  carcinoma  known  as  duct 
cancer,  which,  although  from  the  microscopic 
standpoint  is  malignant,  yet  shows  little  or  no 
tendency  to  return.  I  recall  a  patient  from  whom 
I  removed  both  breasts  for  cystic  disease,  several 
vears  ago,  where  one  was  reported  by  an  expert 
pathologist  to  be  duct  cancer  and  the  other  showed 
no  such  degeneration. 

Diagnosis. — In  these  cases  diagnosis  is  usually 
easv,  vet  in  the  less  common  type  involving  only 
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part  of  one  breast,  it  may  need  confirmation  by 
the  aspirating  syringe. 

Treatment. — It  seems  to  me  that  these  cases 
require  the  removal  of  the  mammary  gland  alone, 
but  not  the  radical  operation  for  carcinoma.  I 
have  removed  many  such  mammary  glands  by 
the  Thomas  incision  along  the  lower  border  of 
the  breast,  enucleating  the  gland  from  behind  and 
often  leaving  the  nipple.  The  cosmetic  effect 
does  not  annoy  the  patient,  and  I  have  never  seen 
malignant  disease  develop  subsequent  to  such 
conservative  procedures. 

The  second  type  of  multiple  duct  cysts  is  not  al- 
ways differentiated  from  the  cystic  disease  just 
described.  However,  it  seems  to  the  writer  to  be  a 
physiological  process  and  not  a  pathological 
lesion.  If  the  breasts  of  aged  women  are  ex- 
amined, they  will  almost  universally  be  found  to 
contain  a  large  amount  of  very  small  nodules  the 
size  of  a  pea,  which  show  little  or  no  tendency  to 
increase  in  size.  In  old  age,  the  parenchyma  of 
the  gland  is  absorbed,  leaving  distorted  and 
shrunken  lacteal  ducts.  As  a  result  of  this 
shrinking  process,  some  of  the  smaller  ducts  are 
cut  off,  leaving  slightly  dilated  tubules  contain- 
ing dark  colored,  thick  fluid.  While  it  is  possible 
that  one  or  more  of  these  cysts  may  enlarge,  yet 
such  is  not  the  rule.  It  is  probably  wise  to  re- 
frain from  subjecting  these  aged  women  to  any 
surgical  treatment,  unless  definite  evidence  of 
growth  takes  place. 

There  is  another  type  of  cysts  that  seems  to 
have  no  connection  with  the  ducts,  yet  the  origin 
of  which  is  obscure.  Clinically,  however,  they 
seem  a  distinct  variety.  Shields  considers  that 
they  arise  in  the  connective  tissue  spaces  of  the 
gland.  These  occur  in  younger  women,  and  are 
single  as  a  rule ;  although  two  have  been  found 
in  the  same  breast.  They  give  no  history  of  hav- 
ing discharged  from  the  nipple,  nor  of  any  pre- 
vious mastitis.  They  are  deeply  situated  in  the 
gland,  are  globular  in  shape,  hard  to  the  touch, 
giving  no  evidence  of  fluctuation  nor  tenderness. 
They  have  thin  walls,  and  no  papillary  intracystic 
growths.  If  aspirated,  they  entirely  collapse;  so 
that  on  palpation.,  all  evidence  of  their  presence 
disappears.  1  have  done  a  radical  operation  on 
such  a  breast,  believing  that  I  was  dealing  with 
a  malignant  growth,  and  only  realizing  the  mis- 
take after  section  of  the  gland.  The  absence  of 
multiple,  minute  masses  in  the  same  gland,  as 
well  as  in  the  opposite  breast,  will  distinguish 
them  from  the  cystic  degenerated  breast  with  one 
or  two  of  the  cysts  enlarged  more  than  the  rest. 


The  treatment  of  these  cases  is  exceedingly 
simple.  If  on  aspiration  alone,  the  cyst  entirely 
disappears,  and  if  the  contents  is  a  clear  fluid, 
thus  excluding  papillary  intracystic  growths,  it 
may  confidently  be  expected  that  the  cyst  will  not 
refill.  R.  Abbe  writes  very  enthusiastically  on 
this  simple  method  of  treating  these  cysts,  and 
says  that  the  prognosis  is  excellent.  If,  however, 
the  cyst  does  not  entirely  collapse,  nor  the  fluid 
prove  to  be  clear,  it  is  wise  to  open  the  breast 
from  beneath — removing  it,  or  not, as  is  necessary. 

In  closing,  I  desire  to  emphasize  the  English 
rule,  that  seems  to  be  more  honored  by  us  in  the 
breach  than  in  the  observance,  viz.,  always  as- 
pirate a  non-ulcerating  breast  enlargement  before 
doing  a  modern  radical  extirpation.  I  do  not 
advocate  temporizing  with  any  breast  enlarge- 
ment. Such  a  course  is  too  common,  and  is  the 
cause  of  many  deaths  and  much  discredit  to  "the 
profession.  Yet  all  breast  surgery,  and  especially 
the  modern  radical  extirpations,  should  be  con- 
trolled and  justified  by  the  exact  lesions  present. 


OBSERVATIONS  ON  THE  DIAGNOSIS  OF  CARCINOMA 
VENTRICULI.* 


BY  HENRY  G.   WEBSTER,  M.D. 

My  excuse  in  presenting  a  paper  on  this  sub- 
ject must  be  found  in  the  interest  that  attaches 
to  the  determination  of  a  most  insidious  disease 
that  often  baffles  the  most  expert,  and  the  early 
diagnosis  of  which  is  of  such  paramount  im- 
portance to  the  patient.  In  point  of  fact,  the 
growth  usually  reaches  a  large  size  before  its 
existence  is  suspected.  One  reason  for  this  is 
found  in  the  fondness  of  the  general  public  for 
treating  their  own  gastric  ailments  with  the  pro- 
prietary preparations  that  have  multiplied  so 
rapidly  of  late,  but  we  must  confess  that  a  ten- 
dency on  the  part  of  the  medical  profession  to 
treat  gastric  disorders  with  too  little  seriousness, 
and  the  failure  to  establish  a  correct  diagnosis 
accounts  in  a  large  part  for  the  ill  success  in  treat- 
ment. 

Carcinoma  may  attack  the  stomach  in  one  of 
three  clinical  forms — scirrhus,  medullary  and 
adenocarcinoma.  Their  proportion  may  be  stated 
as  6  to  4  to  1  in  the  order  named.  Of  these, 
scirrhus  causes  infiltration,  with  pyloric  stenosis, 
the  medullary  ulcerates  and  holds  the  pylorus 
patent,  while  hour-glass  contraction  of  the 
stomach  is  more  apt  to  be  due  to  adenocarcinoma. 

*  Read  before  the  Associated  Physicians  of  Lopr  Island,  Jan- 
uary 28,  igos. 
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The  frequency  of  carcinoma  may  be  estimated 
in  this  country  by  the  statistics  of  Johns  Hopkins, 
Massachusetts  General  and  Montreal  General 
Hospitals,  where  it  embraced  respectively  1.7%, 
1%  and  .57%  of  all  medical  cases  admitted.  As, 
however,  the  diagnosis  was  not  substantiated  by 
operation  or  necropsy  in  every  instance,  these  per- 
centages are  possibly  too  high.  Heredity  and 
environment  play  some  part  as  causative  factors, 
as  does  direct  traumatism.  Fenwick  found  a 
family  history  of  carcinoma  in  13%  of  all  cancer 
i;3ses,  and  in  6%  of  the  gastric  cases,  while  in  his 
private  practice  the  percentage  increased  to  16, 
the  smaller  proportion  in  hospital  patients  being 
due  to  ignorance  of  their  forbears.  There  is  no 
doubt  that  residence  in  certain  districts,  and  even 
in  certain  houses,  sometimes  acts  as  a  predispos- 
ing cause.  The  fact  that  cancer  often  has  its 
starting  point  in  an  old  gastric  ulcer,  and  not 
infrequently  has  foreign  bodies,  such  as  fish 
bones  and  bits  of  oyster  shell,  imbedded  in  its 
substance,  indicates  the  causative  relation  of 
trauma.    Of  occupation  I  shall  say  nothing. 

The  onset  of  the  disease  is  usually  insidious. 
There  are  on  record,  nevertheless,  a  number  of 
well-marked  cases  in  which  the  onset  was  sud- 
den, simulating  acute  gastritis,  with  pain,  vomit- 
ing and  rapid  emaciation ;  or  there  may  be  only 
epigastric  pain ;  or  in  rare  instances  the  first 
symptom  is  profuse  hematemesis.  Any  of  these 
varieties  may  follow  exposure,  indiscretions  of 
diet  or  acute  disease,  such  as  "grippe."'  Such 
cases  may  be  put  down  at  about  10%. 

The  classical  picture,  however,  is  one  of  slow 
onset.  Pain  is  frequent.  About  14%  (Fenwick, 
Osier  and  McCrea)  of  the  cases  are  painless,  or 
there  is  so  little  that  it  does  not  attract  attention 
as  a  symptom.  It  is,  in  the  early  stages  of  the 
disease,  experienced  after  eating,  sometimes  in- 
tensified by  food,  probably  from  direct  mechani- 
cal irritation ;  or  in  some  cases  by  the  presence  of 
oxy-butyric  acid,  and  is  sometimes  relieved  by 
eructations  of  gas.  If  the  growth  is  at  the  cardia 
the  pain  is  apt  to  appear  at  once  after  eating, 
if  in  the  body  of  the  viscus,  somewhat  later,  while 
in  pyloric  cancer  it  is  delayed,  or  may  appear  as 
a  sense  of  fulness  developing  into  pain.  Local- 
ization by  such  subjective  sensations  must  not  be 
regarded  too  seriously,  as  they  are  often  falla- 
cious. As  the  growth  increases  the  pain  appears 
independent  of  the  ingestion  of  food,  and  when 
dilatation  has  occurred  and  the  relations  of  the 
organ  are  consequently  disturbed  the  situation  of 
the  growth  does  not  seem  to  hold  the  same  re- 


lation to  the  question  of  pain,  which  may  then 
be  referred  to  the  epigastrium,  right  hypochon- 
drium,  or  even  to  the  umbilical  or  hypogastric 
region.  It  is  stated  that  cancer  of  the  body  of 
the  stomach  is  referred  to  the  epigastrium  or 
hypochondrium,  while  cancer  of  the  cardia  affects 
the  chest,  throat  or  sternum.  The  posterior  wall, 
when  diseased,  refers  pain  to  the  back.  In  pylo- 
ric contraction  the  point  may  be  in  the  chest, 
under  the  mamma,  or  between  the  scapulae.  The 
pain  grows  more  intense  as  ulceration  advances. 
I  quote  the  following  conclusions  from  Fenwick : 

1.  Some  degree  of  pain  is  present  in  85%  of 
all  cases. 

2.  The  milder  form  usually  arise  from  flatu- 
lence, while  the  more  severe  are  due  to  infiltra- 
tion and  destruction  of  the  gastric  tissues. 

3.  Pain  after  food  is  a  prominent  symptom  in 
38%,  and  is  almost  invariably  associated  with 
ulceration  of  the  morbid  growth. 

4.  Severe  or  constant  pain  occurs  in  48%  of 
all  cases.  If  it  arises  at  an  early  stage  of  the 
complaint,  the  walls  or  curvatures  are  usually 
affected ;  but  as  a  late  phenomenon  it  is  often 
due  to  implication  of  the  peritoneum,  or  to  metas- 
tatic growths  in  neighboring  viscera. 

5.  Its  locations  and  radiations  vary  with  the 
situation  and  extent  of  the  disease. 

Vomiting  is  almost  always  present  at  one  time 
or  another.  If  stenosis  exists,  the  vomitus  con- 
sists of  the  food  that  has  been  taken  into  the 
stomach  many  hours  previous,  often  in  an  un- 
changed condition.  Sometimes  it  is  only  mucus, 
partly  what  has  been  secreted  by  the  stomach  it- 
self and  partly  what  has  been  swallowed.  Hem- 
orrhage is  frequent  (almost  constant  in  the  form 
of  capillar}'  oozing),  and  it  is  this  constant  loss, 
which  can  often  be  detected  in  the  fasting  stom- 
ach, that  accounts  for  the  rapid  cachexia. 

Xausea,  flatus,  pyrosis,  constipation,  heart- 
burn and  coated  tongue,  loss  of  flesh  and 
strength,  are  all  generally  recognized.  Two 
symptoms  not  usually  mentioned,  but  often  pres- 
ent, are  fever  and  urinary  changes.  Fever  is 
constantly  present,  according  to  Fenwick.  in  15% 
of  all  cases,  and  is  occasional  in  17%  more.  The 
chart  is  remarkably  like  that  of  chronic  pulmo- 
nary tuberculosis,  possibly  from  septic  absorption 
from  the  ulcerating  surface. 

Of  the  urine,  it  may  be  noted  that  the  amount 
is  regularly  lessened — 15  to  30  ounces  per  diem — 
with  a  corresponding  diminution  of  urea.  It  has 
been  claimed  that  a  urea  output  of  15  grammes 
with  a  chronic  stomach  disturbance  is  sufficient 
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proof  of  the  existence  of  carcinoma.  At  any 
rate  a  large  excretion  is  strong  evidence  against 
cancer.  Some  time  since,  during  the  prepara- 
tion of  an  article  for  the  Methodist  Hospital 
Reports,  I  had  occasion  to  tabulate  some  350 
urinalyses,  at  which  time  I  was  impressed  by  the 
frequency  with  which  carcinoma  cases  presented 
hyaline  casts  in  the  urine.  Inquiry  since  then 
tends  to  confirm  this  observation,  and  I  am  con- 
vinced that  it  is  a  valuable  confirmatory  sign  in 
patients  with  gastric  cancer,  while  absence  of 
casts  does  not  speak  against  malignancy.  Ace- 
tone, indican  and  albumoses  are  frequently 
present. 

Direct  examination  of  the  patient  may  reveal 
a  dilated  stomach,  possibly  peristaltic  movements, 
engorged  superficial  veins,  retraction  of  the  um- 
bilicus, or  a  tumor.  In  some  instances,  even  dur- 
ing the  early  part  of  the  disease,  metastases  are 
found  in  the  skin,  though  this  argues  in  favor 
of  sarcoma  rather  than  carcinoma.  With  care- 
ful palpation  a  tumor  may  be  appreciable,  espe- 
cially if  it  be  situated  on  the  anterior  surface  or 
along  the  greater  curvature.  In  thin  patients 
enlarged  glands  may  be  detected  about  the  coe- 
liac  axis. 

In  determining  the  existence  of  a  gastric  tu- 
mor it  must  be  remembered  that  the  excursion 
of  the  pylorus  is  in  a  line  connecting  the  seventh 
right  costochondral  joint  with  the  left  pubic  spine. 
The  fundus  may  be  so  low  as  to  adhere  to  the 
uterus,  as  in  one  of  my  cases.  Osier  claims  the 
presence  of  a  palpable  tumor  in  76%  of  his  cases. 
Some  tumors  of  the  lesser  curvature  become  pal- 
pable after  inflation.  In  examining,  a  light 
touch  is  preferable,  especially  in  percussing,  for 
a  light  stroke  brings  out  a  dull  note,  while  a 
strong  one,  by  eliciting  the  vesiculo-tympanitic 
resonance  of  the  stomach  obscures  the  true  tone. 
Further  it  must  be  remembered  that  the  appar- 
ent and  real  dimensions  of  a  tumor  are  dispro- 
portionate, the  latter  being  often  twice  the  for- 
mer. Therefore  a  palpable  tumor  must  be  far 
advanced.  Tenderness  is  suggestive,  being  often 
the  only  symptom  elicited  by  palpation. 

Examination  of  the  gastric  contents  withdrawn 
after  a  test  meal— Ewald's  or  Boas' — should 
show  after  1  to  1^2  hours  little  of  the  ingested 
food,  and  free  and  combined  hydrochloric  acid, 
maltose  and  its  precursors,  peptone  and  para- 
peptone,  pepsin  and  rennet  ferment  and  no  lactic 
acid.  The  differential  diagnosis  is  said  to  rest 
on  an  abscess  of  free  HC0  and  an  excess  of  lac- 
tic acid  in  cancer,  and  consequently  the  evidences 
of  suppressed  or  retarded  digestion — unchanged 


food,  the  remains  of  former  meals,  sarcinae,  tor- 
ulae,  etc.  The  microscope  may  also  show  blood 
and  scraps  of  tissue  containing  portions  of  the 
growth,  or,  as  Hemmeter  has  demonstrated, 
cells  showing  atypical  mitoses,  and  the  Boas- 
Oppler  bacillus.  Free  HQ  is  absent  in  89% 
diminished  or  irregularly  present  in  9.7%,  and 
excessive  in  1.3%.  Lactic  acid  is  present  in 
about  90%  of  all  cases,  the  absence  of  hydro- 
chloric acid  being  a  contributing  cause  for  its 
presence,  as  are  pyloric  stenosis  and  consequent 
stagnation.  It  is  therefore  present  in  some  cases 
of  stenosis  with  dilatation  of  benign  origin. 

I  am  disposed  to  regard  blood  in  the  stomach 
contents  as  most  important.  It  is  not  sufficient 
that  its  presence  be  demonstrated  once,  but  that 
it  be  identified  in  repeated  examinations  of  the 
stomach  both  full  and  fasting.  Such  constant 
small  leakage  is  often  insufficient  to  cause  melena 
and  can  only  be  recognized  by  chemical  tests  such 
as  Weber's  or  Teischman's.  Experience  leads 
me  to  favor  the  former  as  a  routine  in  all  gastric 
analyses.  Its  technic  requires  mixing  1  or  2  cc. 
of  the  unfiltered  contents  with  an  equal  amount 
of  glacial  acetic  acid,  then  adding  tincture  of 
guiac,  which  must  be  freshly  prepared,  and  a 
few  drops  of  ozonated  turpentine — fat  oil.  A 
blue  color  indicates  blood. 

Cachexia  is  fallacious.  While  some  patients 
present  early  the  peculiar  sallow  appearance  so 
characteristic  of  malignancy  elsewdiere,  it  is  not 
uncommon  to  see  the  victims  of  well  advanced 
carcinoma  showing  a  good,  even  a  rosy  color. 
Two  cases  of  carcinoma  at  the  cardia  showed  this 
condition  in  marked  degree,  one  dying  of  ex- 
tension of  the  disease  only  three  months  later. 

Diagnosis  from  gastric  ulcer. — This  condition 
is  probably  the  one  most  difficult  to  differentiate 
from  carcinoma,  especially  as  the  latter  is  often 
engrafted  upon  the  former,  and  as  in  a  few  in- 
stances cancer  fails  to  show  increased  lactic  and 
diminished  hydrochloric  acid,  but  the  contrary 
— hyperchlorhydria — which  is  apt  to  accompany 
simple  ulcer.  If  the  pain  be  accurately  circum- 
scribed, and  especially  if  there  be  a  definite  point 
of  tenderness  in  the  epigastrium,  or  one  pos- 
teriorly to  the  left  of  the  eleventh  or  twelfth 
dorsal  vertebra,  we  may  reasonably  suspect  ulcer. 
Ilematemesis  alone  is  not  a  reliable  symptom,  as 
it  appears  in  about  40%  of  all  cancer  cases  and 
may  not  appear  at  all  in  simple  ulcer.  However, 
sudden,  profuse  or  repeated  hematemesis  is  sug- 
gestive of  ulcer,  as  is  a  rapid  rallying  from  the 
resulting  anemia.  Ulcer  is  more  common  in 
women  under  30. 
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Chronic  gastritis  may  simulate  cancer.  Its 
course  is  less  active,  hemorrhage  is  rare,  and  then 
only  specks  of  blood  appear,  lactic  acid  is  not 
present  and  appropriate  treatment  effects  a  cure. 
Cachexia  is  not  marked  and  no  tumor  presents. 

In  pernicious  anemia  hemanalysis  shows 
2,000,000  erythrocytes  or  less,  high  hemoglobin 
percentage,  infrequent  leucocytosis  and  megalo- 
blasts,  against  more  than  2,000,000  red  cells,  and 
average  of  10,000  leucocytes  and  low  hemoglobin 
content  for  cancer. 

Pancreatic,  hepatic,  duodenal,  mesenteric, 
omental  and  intestinal  tumors,  while  they  may 
simulate  a  gastric  cancer,  should  be  capable  of 
differentiation  after  a  chemical  examination  of 
the  stomach  contents. 

162  Halsev  Street. 


THE  CAUSES  OF  FEMORAL  PHLEBITIS 


BY   CHARLES  H.   GOODRICH,  M.D. 

When  we  consider  the  comparative  infre- 
quency  of  phlebitis  or  thrombo-phlebitis  of  the 
femoral  vein  and  its  tributaries,  its  position  in 
our  pathology  may  not  seem  of  great  impor- 
tance, but  if  we  contrast  with  this  the  occasional 
discouraging  surprise  with  which  it  strikes  the 
physician  or  surgeon,  the  severe  pain,  protracted 
discomfort,  and  disability  suffered  by  the  patient, 
and  the  possibility  of  tragedy  where  all  seemed 
hopeful  before  its  inception,  its  importance  ex- 
pands. Add  to  this  the  fact  that  all  writers  agree 
as  to  the  relative  obscurity  of  its  etiology,  that 
no  methods  of  treatment  have  been  generally  ac- 
ceptable and  satisfactory  and  we  find  an  interest- 
ing field  for  study. 

The  causes  of  femoral  phlebitis  should  be  di- 
vided into  two  parts,  first  part  dealing  with  gen- 
eral causes  of  phlebitis ;  part  second  with  causes 
specific. 

That  thrombosis  of  the  veins  without  inflam- 
mation may  occur  without  bacterial  complicity 
is  readily  granted.  Phlebitis,  or  thrombo-phlebitis, 
on  the  contrary,  has  of  late  years  been  more  fre- 
quently considered  as  associated  with,  and  to 
some  extent,  caused  by  microbic  activity.  None 
will  dispute  the  bacterial  origin  of  suppurative 
phlebitis,  that  variety  starting  from  close  prox- 
imity to  an  infected  wound  or  abscess  and  lead- 
ing in  many  cases  to  pyaemia,  or  in  cases  where 
such  an  inflammation  is  a  secondary  feature  of 
pyaemia  or  septicaemia. 

Regarding  the  so-called — and  badly  called— 
"simple"  phlebitis,  however,  divers  arguments 
have  been  offered  pro  and  con,  but  the  literature 


of  the  decade  offers  so  many  pro-bacterial  opin- 
ions, reinforced  by  bacteriologic  reports,  that  our 
faith  in  the  occurrence  of  non-infective  phlebitis 
must  almost,  if  not  quite  perish.  Vaquez1  and 
Widal2  were  the  leaders  in  indicating  the  infec- 
tious nature  of  phlebitis.  Laveran  found  strep- 
tococci in  the  blood  of  a  fatal  case  of  epidemic  in- 
fluenza with  femoral  thrombo-phlebitis.  Hau- 
shalter3  and  Ouervain  found  typhoid  bacilli  and 
common  colon  rods  in  the  venous  walls  and  in 
the  thrombi  of  typhoid  cases,  and  only  in  the 
thrombosed  portions  of  the  vessels.  Quervain 
found  bacilli  in  the  pus  of  an  abscess  surround- 
ing the  popliteal  artery  and  vein.  Tubercule 
bacilli  in  cases  complicating  phthisis  have  been 
demonstrated.  In  puerperal  phlebitis  strepto- 
cocci and  other  pyogenic  bacteria  have  indicated 
the  microbic  origin  of  the  condition.  Even  in 
cases  complicating  cachectic  diseases,  as  car- 
cinoma and  leucocythemia,  bacilli  have  presented 
themselves  in  the  inflammatory  products  and  in 
the  walls  of  the  veins. 

Still  there  remain  men  of  large  experience, 
careful  observers,  who  profess  to  be  skeptical 
regarding  the  infectious  nature  of  at  least  certain 
forms  of  so-called  "simple"  phlebitis.  In  1895, 
there  occurred  a  learned  discussion  in  the  Ob- 
stetric Society  of  London,  where  the  weight  of 
opinion  was  against  the  septic  causation  of 
phlegmasia  post-puerperal,  notwithstanding  the 
vigorous  presentation  of  Widal's  experiments 
and  observations.  Clark,4  of  Philadelphia,  ex- 
cepts the  cases  following  abdominal  section  and 
has  constructed  an  ingenious  theory  to  substan- 
tiate his  belief.  This  will  be  taken  up  later  in 
our  paper. 

Dodwell5  regards  the  phlebitis  complicating 
phthisis  as  primarily  a  thrombosis,  the  phlebitis 
being  secondary  and  incidental  to  the  general  in- 
fection of  the  body  common  to  the  late  stages  of 
tubercular  disease.  Some  regard  the  chlorotic 
cases  as  non-infective. 

The  writer,  however,  claims  that  we  are  jus- 
tified in  considering  that  all  cases  are  caused,  at 
least  in  part,  by  bacteria  when  we  recall,  first,  the 
bacteriologic  reports  from  many  sources.  Sec- 
ond, the  effect  on  the  general  circulation,  far 
more  profound  than  the  mere  obstruction  would 
impose.  Further  ground  for  this  position  will 
be  found  when  we  take  up  the  consideration  of 
the  specific  causes  of  this  malady. 

GENERAL  CAUSES   (OTHER  THAN  MICROBIC)  : 

I.  Slowing  of  the  blood-current  may  be  a  fac- 
tor in  causing  phlebitis,  especially  as  exemplified 
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in  the  case  of  low  fevers,  endocarditis,  cachectic 
conditions,  and  in  persons  long  confined  in  bed 
from  any  cause.  Furthermore,  I  would  suggest 
the  influence  on  the  speed  of  the  blood  exerted 
by  prolonged  anesthesia  or  by  true  surgical  shock. 

Yet  the  proportion  of  cases  of  phlebitis  where 
this  causative  factor  could  be  even  suspected  is 
hardly  more  than  a  majority,  and  a  considerable 
percentage  occur  when  the  circulation  has  seemed 
satisfactory.  Virchow  held  for  many  years  that 
all  cases  were  caused  by  lowering  the  blood- 
pressure  and  disposed  of  them  under  the  caption 
of  "marantic-thrombi." 

2.  Allied  to  this  first  cause  is  the  flexion  of 
joints.  We  find  that  the  majority  of  all  cases  of 
phlebitis  occur  primarily  in  (a)  the  femoral  just 
below  Poupert's  ligament;  (b)  in  the  popliteal 
vein  behind  the  knee;  (c)  in  the  basilic  vein. 
Thus  we  may  assume  that  a  large  vein  is  predis- 
posed to  inflammation  when  it  is  so  situated  as  to 
be  often  compressed  by  the  naturally  frequent 
flexion  of  a  joint,  this  pressure  retarding  the 
blood  current. 

3.  Fixations  of  venous  walls  to  fascial  layers 
or  to  periosteum  may  play  important  parts  in  pre- 
disposing to  thrombo-phlebitis,  and 

4.  The  presence  of  numerous  valves  of  the 
veins  have  been  given  credit  for  a  minor  influ- 
ence. Both  of  these  conditions  may  form  reasons 
why  inflammations  of  the  common  femoral,  its 
tributaries,  and  its  continuations,  the  external  and 
common  iliacs,  are  more  frequent  than  any  other 
phlebites. 

5.  Von  Recklinghausen11  has  held  that  the 
slowing  and  irregularity  of  the  blood-current 
does  not  so  much  predispose  to  thrombosis  as  the 
whirlpool  or  eddying  movement  which  must  take 
place  in  the  blood  where  one  current  is  injected 
into  another  at  right  angles,  or  against  the 
stream,  slowing  the  periphery  of  the  blood. 

6.  Varicose  veins,  with  their  relaxed  walls  and 
diminished  blood  pressure,  are  favorable  sites 
and  evident  causes  of  inflammation. 

7.  Weakened  heart  action  and  (8)  a  contract- 
ed arterial  system  should  be  enumerated  among 
the  general  causes.  Indeed,  these  may  be  im- 
portant elements.  Notwithstanding  the  above 
enumerations,  "The  consensus  of  opinion  is  op- 
posed to  the  belief  that  any  mechanical  interfer- 
ence with  the  blood-speed  or  blood-pressure  con- 
stitute sufficient  causes  for  phlebitis,  or  even 
thrombosis"  (Welch).7 

9.  Hereditary  predisposition  may  be  rated  as 
a  possible  cause.    RousseP  reports  cases  occur- 

*  All  puerperal . 


ring  in  a  mother  and  two  daughters.*  Paget  also 
mentions  an  instance  to  which  we  soon  refer. 
We  are  told  that  others  have  been  reported,  but 
our  study  has  not  revealed  them. 

10.  Toxins,  products  of  remote  processes  of 
inflammation,  are  credited  with  causing  chemi- 
cal changes  in  the  endothelial  lining  of  veins, 
which  may  diminish  the  normal  influence  toward 
maintaining  the  fluidity  of  the  blood.  This  may 
be  followed  by  accumulations  of  fibrin  and 
thrombosis.  Thus  may  be  formed  a  very  suita- 
ble culture-bed  for  alert  bacteria.  Welch  has 
seen  nodular  deposits  of  lymphoid  tissue  in  the 
intima  with  and  without  necrosis,  and  this  in 
some  cases  where  bacteria  were  not  demonstra- 
ble.   This,  he  argues,  supports  the  toxin  idea. 

11.  Age  seems  to  exert  no  influence  in  the 
etiology  of  femoral  phlebitis,  save  that  many 
more  cases  of  the  diseases  or  conditions  causa- 
tive occur  in  active  adult  life. 

1 2.  Occupation  has  seemed  to  be  a  factor.  The 
majority  of  medical  cases  reported  have  occurred 
in  persons  whose  work  compelled  standing  or 
walking  most  of  the  time. 

SPECIFIC  CAUSES. 

These  will  naturally  be  classified  as  medical 
and  surgical,  with  obstetric  cases  included  under 
the  latter. 

MEDICAL  CAUSES. 

1.  Typhoid  fever.  Ever  since  Bretenneau  in 
181 3  described  typhoid  as  a  distinct  form  of  feb- 
rile disease,  the  femoral  vein  and  its  tributaries 
have  been  recognized  as  occasional  complicating 
factors.  We  now  know  that  what  has  been  called 
"obstruction"  and  "thrombosis,"  is  phlebitis  with 
thrombosis.  It  usually  occurs  in  the  left  fem- 
oral, sometimes  in  the  right,  and  not  infrequent- 
ly in  both  veins.  Often  the  most  violent  inflam- 
mation is  limited  to  the  internal  saphenous,  less 
commonly  to  the  external.  The  most  recent  and 
satisfactory  demonstrations  tend  to  establish  the 
dictum  that  here  the  primary  lesion  is  an  en- 
dophlebitis,  caused  by  the  typhoid  bacillus,  and 
the  thrombosis  occurs  as  a  result  of  alterations 
in  the  intima,  which  give  rise  to  the  formation  of 
thrombotic  masses.  In  these  thrombi  typhoid 
bacilli,  comon  colon  bacilli  and  streptococci  pyo- 
genes have  been  demonstrated. 

The  first  and  the  last  have  been  found  in  the 
intima  and  media  of  veins  involved.  Murehison 
tells  us  that  the  frequency  of  the  trouble  in  ty- 
phoid patients  is  about  1  per  cent.  De  Costa9 
observed  thirty  cases  among  the  soldiers  treated 
at  the  Pennsylvania  Hospital  in  the  autumn  fol- 
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lowing  the  Spanish-American  war,  about  thirty 
per  cent,  of  cases  treated.  Eighteen  of  these  oc- 
curred after  convalescence  was  established. 
Nearly  all  the  balance  began  late  in  the  course 
of  the  fever.  The  astonishing  frequency  may  be 
accounted  for  by  the  constant  upright  position 
necessary  in  the  soldier's  life.  Relaxation  of  the 
venous  trunks  in  the  lower  extremities  might 
thus  very  well  be  caused.  Yet,  De  Costa  be- 
lieves that  excessive  virulence  of  infection  op- 
erated largely.  Several  of  these  cases  suffered 
from  double  femoral  phlebitis.  One  was  pre- 
ceded by  erysipelas  (location  not  recorded)  and 
parotid  abscess.  Another  had  just  recovered 
from  a  double  epididymitis.  In  this  series  no 
deaths  were  noted. 

2.  Pneumonia. — Whether  or  not  the  diplococ- 
cus  pneumoniae  is  the  definite  exciting  cause  in 
these  cases  is  not  proven.  Streptococci  have 
been  demonstrated  in  the  walls  of  the  veins  and 
in  the  thrombi.  The  onset  is  invariably  after 
defervesence,  although  Katz10  reports  one  case 
occurring  on  the  day  of  the  crisis.  Laache11  re- 
ports a  case  of  pleuro-pneumonia  followed  by 
left  femoral  and  saphenous  phlebitis.  This  case 
is  cited  because  many  authors  mention  that  pleu- 
ritic pain  usually  precedes,  by  a  day  or  two,  fem- 
oral phlebitis  from  any  cause. 

Nourse's12  case  followed  left  lobular  pneu- 
monia in  a  woman  of  thirty-six  years,  and  was 
also  left  sided.  This  patient  had  suffered  from 
varicose  veins  in  each  of  six  pregnancies,  and 
once  had  "phlegmasia."  Kob13  reports  an  in- 
stance of  death  frqjn  embolism  of  pulmonary  ar- 
tery twenty-three  days  after  onset  of  phlebitis 
of  the  right  femoral  and  tributaries.  Here  the 
first  evidences  of  the  process  were  in  the  external 
saphenous,  and  later  in  superior  veins,  a  tumor 
appearing  in  the  region  of  junction  of  internal 
saphenous  and  femoral.  Death  was  preceded  by 
sudden  fainting  and  a  few  moments  of  labored 
breathing. 

Porte14  reports  right  femoral  phlebitis  in  a 
female  of  forty-eight  after  right  apical  pneu- 
monia. The  femoral  invasion  was  followed  in 
a  few  days  by  a  sudden  dyspnoea,  fainting,  rapid, 
irregular  pulse  and  exceedingly  high  tempera- 
ture, succeeded  by  death.  Autopsy  revealed  a 
hepatized  right  apex,  entire  obliteration  of  in- 
ternal saphenous  and  arterial  obliteration  at  the 
base  of  left  lung.  There  was  also  a  clot  adherent 
to  the  tricuspid  valve. 

De  Costa  reports  three  cases.  In  each  case 
left  lower  lobe  was  involved  in  pneumonia.  One 
case  developed  phlebitis    in    both  femorals  in 


fourth  week,  far  along  in  convalescence.  An- 
other in  left  and  the  third  in  right.  All  recov- 
ered but  resolutions  were  tedious.  Lee  Dicken- 
son has  reported  seven  cases,  the  account  of 
which  I  have  been  unable  to  locate.  Post-pneu- 
monial  phlebitis  seems  more  prone  to  fatality 
than  that  following  other  medical  diseases.  Our 
study  has,  however,  been  too  limited  by  the  in- 
frequent writings  on  the  subject  to  permit  of  the 
making  of  comparative  tables  of  any  value. 

3.  Epidemic  Influenza. — One  of  the  earliest 
cases  reported  from  this  cause  was  that  of  Dau- 
riac,  of  Bordeaux,  in  1841.  It  developed  toward 
the  end  of  the  course  of  the  primary  disease. 
Clutton,10  in  1898,  reported  seven  cases,  all  be- 
ginning before  convalescence  was  established, 
the  latest  case  having  its  onset  three  weeks  after 
the  initial  symptoms.  He  argues  that  the  oc- 
currence of  phlebitis  may  be  a  guide  to  correct 
diagnosis  in  many  obscure  cases.  This  seems  un- 
reasonable because  ( 1 )  phlebitis  is  caused  by 
so  many  diseases;  (2)  even  in  these  cases  its 
appearance  is  often  very  late.  In  all  I  have 
found  thirty-four  cases  of  "grippe"  phlebitis  in 
the  literature. 

4.  Acute  Articular  Rheumatism  causes  phle- 
bitis of  the  femoral  vein  and  its  tributaries.  Gar- 
nier17  reported  two  cases,  both  especially  inter- 
esting because  a  complicating  endocarditis  pre- 
ceded the  venous  inflammation  in  each  case. 
Both  recovered.  One  suffered  from  basilic 
phlebitis  in  the  same  (left)  side  after  the  femoral 
inflammation  was  well  under  way.  The  same 
writer  collects  twenty-four  cases  from  literature. 
Of  these  cases,  thirteen  had  primarily  developed 
endocarditis,  and  eleven  pleurisy  with  pneumonia 
or  pulmonary  congestion.  These  seem  to  his 
mind  to  bear  some  causative  relation  to  the  phle- 
bitis. He  believes  that  the  infection  of  the 
venous  tunic  occurs  either  from  direct  infection 
of  micro-organisms  floating  in  the'blood,  or  from 
minute  infectious  fragments  sent  along  the  cir- 
culation from  heart  valves  or  from  pulmonary 
capillaries.  He  lays  great  stress,  however,  on 
the  predisposing  influences  of  the  slowing  of 
blood-current  and  the  abnormal  proportion  of 
fibrin  in  the  blood  of  rheumatic  patients.  All 
cases  in  his  series  occurred  in  persons  compelled 
by  their  occupation  to  stand  nearly  or  quite  all 
their  working  hours. 

Combcmalc  and  Herin18  record  a  case  preced- 
ing an  attack  of  rheumatism  and  diminishing 
rapidly  as  the  outbreak  of  the  latter  became 
typical. 
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5.  Gout  has  been  etiologically  associated  with 
phlebitis,  especially  of  the  femorals,  for  many 
decades.  Such  a  phlebitis  may  complicate  the 
commonest  gouty  inflammation,  that  of  the  foot, 
or  may  occur  without  this  in  patients  having 
gouty  diathesis.  It  is  very  apt  to  be  of  symmet- 
rical type.  Sir  James  Paget19  long  ago  called 
attention  to  its  tendency  to  occur  in  patches.  He 
also  remarked  its  frequent  recurrence  in  the 
same  subject  and  that  a  strong  hereditary  pre- 
disposition is  often  found.  One  of  his  patients 
recalled  seven  relatives  who  had  previously  suf- 
fered attacks,  including  his  father,  mother,  and 
maternal  grandmother,  two  uncles  and  two  cous- 
ins. Paget's  essay  on  Gouty  Phlebitis  is  the  best 
literature  on  this  subject  which  I'have  been  able 
to  find. 

6.  Pulmonary  Tuberculosis. — Most  commonly 
in  this  disease  phlebitis  is  a  late  complication  in 
chronic  cases,  but  occasionally  is  seen  in  the 
acute  forms.  It  almost  invariably  shows  its  first 
evidence  in  the  lower  leg,  the  pain  and  oedema 
gradually  creeping  upward. 

Dodwell,5  in  his  most  careful  study,  considers 
that  here  the  thrombosis  precedes  actual  inflam- 
mation, chiefly  because  the  swelling  precedes  the 
pain,  vein  tenderness  and  increased  fever  by  sev- 
eral days.  There  is  less  tenderness  than  in  the 
average  cases.  Dodwell  does  not  doubt  exist- 
ence of  true  phlebitis  in  these  cases  as  some  ob- 
servers have  done,  and  accounts  for  slight  or  ab- 
sent inflammatory  symptoms  by  the  fact  that 
"The  asthenic  condition  of  phthisical  patients 
diminishes  the  reaction  to  severe  lesions." 
Vaquez20  tells  us  of  a  case  of  non-obliterating 
phlebitis  of  both  sides,  especially  severe  on  the 
left.  In  this  case  also  the  first  sign  was  peri- 
malleolar  oedema.  Shooting  pains  in  legs  fol- 
lowed. Death  from  primary  disease  came  be- 
fore resolution  of  veins.  Clots  filled  the  pop- 
liteal veins,  and  the  vasa  vasorum  were  obliter- 
ated. In  one  case  Vasquez  found  tubercule  ba- 
cilli without  other  bacteria  in  phlebitic  thrombi 
of  left  femoral  and  profunda  veins,  but  most  fre- 
quently streptococci  or  other  pyogenic  organ- 
isms were  demonstrable. 

7.  Syphilitic  Phlebitis  occurs  in  two  classes — 
(Henzard)  (a)  acute  cases  accompanying  the 
secondary  stage,  and  (b)  chronic  cases,  with 
multiple  gummata  of  venous  wall,  or  a  general 
sclerotic  process.  Proeksch,21  of  Bonn,  in  1898 
culled  one  hundred  and  seven  cases  from  the  lit- 
erature. He  divides  them  into  intra-parenchy- 
matous  and  extra-parenchymatous  classes. 

8.  Scarlatina  is  recorded  by  many  text-book 


writers  as  a  cause  of  phlebitis.  The  only  case 
found  in  literature  occurred  in  the  veins  of  the 
upper  extremity  and  brain. 

9.  Chlorosis  (anemia  of  young  women)  is  not 
very  infrequently  complicated  by  phlegmasia 
alba  dolens.  The  cases  reported  have  all  been 
extremely  anemic.  Rockstro22  observed  three 
cases  in  virgins,  two  of  eighteen  years  and  one 
of  twenty-one.  They  all  suffered  severe  pain 
with  rapid  weak  pulses  and  high  temperatures. 
One  case  followed  immediately  after  an  attack  o.. 
dry  pleurisy.  Multiple  attacks  of  faintness  pre- 
ceded phlebitis  in  one  case.  In  Herman's25  case 
haemoglobin  was  reduced  to  48  per  cent.,  and  red 
blood  cells  to  two  and  a  quarter  million.  She 
made  very  poor  recovery,  some  degree  of  oedema 
persisting.  No  pelvic  lesion  existed.  Both  lower 
extremities  were  involved.  Mowat's23  case  in 
a  virgin  of  eighteen  relapsed  several  months 
after  apparently  complete  recovery.  Kidd24  found 
that  his  patient  who  had  had  three  attacks  of 
diminishing  intensity,  was  rapidly  and  favorably 
influenced  by  the  treatment  of  the  anemia  (right 
side) . 

10.  Typhus  fever  may  be  followed  by  femoral 
phlebitis.  As  far  back  as  1.831,  Prof.  Laurie,  of 
Glasgow,  recorded  his  own  case.  Paget  quotes 
from  a  personal  letter  from  Laurie  received  in 
1S58  concerning  it. 

11.  Gonorrheal  cases  are  comparatively  rare, 
but  cases  are  recorded  by  Martel  and  Perrin. 

Causes  mentioned  in  various  works,  but  case 
examples  of  which  I  have  been  unable  to  find, 
are : 

12.  Dysentery. 

13.  Variola. 

14.  Suppurative  tonsillitis  (or  peri-tonsillitis). 

15.  Measles. 

16.  Asiatic  Cholera. 
17  Relapsing  Fever. 

18.  Primary  Endocarditis. 

19.  Carcinoma. 

20.  Leucocythemia. 

In  concluding  this  discussion  of  the  medical 
causes,  I  would  call  your  attention  to  these 
points  :  ( 1 )  The  left  femoral  is  the  vein  of  least 
resistance;  (2)  the  frequency  with  which  sec- 
ondary pleurisy  or  endocarditis  precedes  femoral 
phlebitis;  (3)  that  contribution  of  detailed  re- 
ports, with  bacteriologic  observations,  whenever 
they  are  possible,  are  greatly  needed  in  our 
literature. 

Before  considering  the  various  surgical  causes 
of  femoral  phlebitis  we  should  recall  that  the 
left  femoral  vein  and  its  tributaries  are  involved 
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more  frequently  than  the  right  in  the  approx- 
imate proportion  of  four  to  one.  The  reasons 
commonly  assigned  are : 

1.  The  greater  length  of  the  left  common  Iliac 
vein. 

2.  The  greater  obliquity  of  the  left  common 
Iliac  vein. 

3.  The  pressure  of  the  right  common  Iliac 
artery,  which  lies  in  front  of,  and  in  the  dorsal 
position  of  the  body,  upon  the  left  common  Iliac 
vein. 

4.  The  pressure  of  the  Sigmoid  colon,  espe- 
cially when  loaded  with  faeces  or  distended  with 
gas. 

SURGICAL  CAUSES. 

1.  Varicose  veins  are  in  some  cases  the  only 
evident  cause.  Extreme  forms  of  inflammation 
are  often  encountered  in  this  class,  and  the  re- 
sult may  be  an  increase  in  the  size  and  number  of 
varicosities  or  more  or  less  fibrous.  Shiels20 
relates  an  interesting  case  in  a  physician  past 
middle  life.  The  patient  had  suffered  from  vari- 
cose veins  for  thirty  years  and  had  long  worn 
an  elastic  stocking.  When  first  examined  after 
the  onset  of  inflammation  there  was  great  oedema 
of  entire  lower  limb  and  a  vascular  tumor  about 
the  size  of  a  hen's  egg  just  below  the  knee. 
Against  Shiel's  advice  he  insisted  on  attending 
his  large  practice  in  spite  of  severe  pain.  After 
several  weeks  he  displayed  a  complete  cure  of  his 
varicosities,  the  veins  having  become  fibrous 
cords.  I  have  observed  three  cases  of  phlebitis 
in  varicose  veins,  without  this  benificent  result. 

2.  Infected  wounds  and  abscesses  in  proximity 
to  the  veins  are  not  only  frequent  causes  of  phle- 
bitis, but  by  so  infecting  the  venous  tracts  may 
produce  pyaemia.   On  the  other  hand 

3.  Pyaemia  of  remote  origin  may  number 
phlebitis  among  its  subsidiary  pathologic  pro- 
cesses. 

In  these  cases  we  naturally  expect  the  suppu- 
rative variety.  One  such  case  came  under  my 
care  about  two  years  ago.  Dr.  Stephen  Lutz,  in 
a  recent  personal  conversation,  mentioned  the 
occurrence  of  a  suppurative  phlebitis  of  the  right 
lower  extremity  following  about  two  weeks  after 
operation  for  mastoid  disease  and  brain  ab- 
scess. Two  suppurating  foci  developed,  one  at 
ankle  and  one  in  upper  thigh. 

4.  Puerperal  cases  have  been  recognized  under 
various  names  as  far  back  as  one  reading  will 
permit  us  to  search.  Even  now  the  term  "Phleg- 
masia Alba  Dolens''  is  the  favorite.  Here  we 
must  forcibly  reiterate  our  belief  in  the  infective 
origin  of  the  process.    It  is  interesting  to  note 


the  fact  that  the  obstetricians  who  regularly  use 
the  strictest  aseptic  precautions  are  among  those 
who  insist  upon  the  infectious  nature  of  "phleg- 
masia," and  who  state  that  "in  spite  of  efforts 
to  conduct  labors  in  a  thoroughly  aseptic  man- 
ner infection  must  have  entered  the  veins." 
Ahlfeld  thinks  that  the  cases  may  be  caused  by 
streptococci  which  he  states  are  "probably  pres- 
ent in  all  vaginae."  This  view  is  hard  to  accept 
because  of : 

1.  The  varying  degree  of  general  infection. 

2.  The  varying  degree  of  venous  infection 
even  where  general  involvement  of  veins  of 
lower  extremity  exists. 

3.  The  small-  proportion  of  cases  which  go  on 
to  suppuration. 

4.  The  large  variety  of  bacteria,  the  existence 
of  which  has  been  demonstrated  in  the  female 
genital  tract. 

Moreover,  many  writers  feel  certain  of  the 
antiseptic  properties  of  the  acid  vaginal  mucus, 
and  consider  that  more  than  ordinary  injury  or 
infection  is  necessary  in  order  to  transform  the 
vagina  into  a  culture-bed. 

The  consensus  of  opinion  on  the  mode  of  infec- 
tion in  puerperal  cases,  briefly  expressed,  is  that 
any  pathogenic  bacteria  may  infect  coagulae  in 
mouths  of  the  veins  at  the  placental  site.  From 
this  point  the  inflammation  of  venous  walls  ex- 
tends by  way  of  the  uterine  plexus  to  internal 
iliac  vein,  to  common  iliac  vein,  and  thence  by 
retrogressive  trend  to  external  iliac,  the  femoral 
and  its  tributaries.  (I  mention  the  "uterine 
plexus"  as  distinguished  from  pampiniform 
plexus  as  specified  by  many  writers  because  the 
former  is  the  direct  channel.  The  pampiniform 
plexus  empties  into  the  inferior  vena  cava  on 
the  right  and  into  renal  vein  on  the  left,  thus 
making  a  longer  route  to  iliac  and  femoral  veins. 
Moreover  it  is  the  uterine  veins  which  receive 
the  original  infection.) 

Several  contributing  causes  of  puerperal  phle- 
bitis may  be  enumerated,  such  as : 

1.  Post-partum  hemorrhage. 

2.  Accidental  hemorrhage. 

3.  Placenta  praevia. 

4.  Useless  douches  soon  after  delivery. 

5.  Incomplete  contractions  of  uterus  after  de- 
livery, permitting  accumulation,  retention,  de- 
composition and  infection  of  clots. 

6.  Intra-uterine  manipulation. 

7.  Retention  of  fragments  of  placenta  or  mem- 
branes. 

8.  Supernumerary  placentae. 
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These  cases  may  or  may  not  be  associated  with 
peri-venous  suppuration  notwithstanding  the 
general  impression  prevailing  that  puerperal 
cases  are  non-suppurative.  One  of  the  most 
presented  by  our  own  Dr.  Raymond.-7  Three 
carefully  reported  cases  of  the  purulent  class  is 
collections  of  pus  were  evacuated,  one  in  the 
thigh,  one  at  the  knee,  and  one  at  the  ankle.  The 
course  was  one  of  extreme  prolonged  general 
sepsis,  but  terminated  in  recovery.  Hunter29 
relates  a  non-suppurating  case  beginning  only 
three  days  after  normal  labor  (an  early  onset), 
with  the  sudden  development  of  motor  aphasia 
and  right  hemiphegia  on  the  fourth  day  followed 
by  death  (cerebral  embolism).  In  this  case  there 
was  no  cardiac  lesion.  His  patient  had  used  her 
sewing  machine  excessively  for  several  days  just 
preceding  her  accouchement.  Kortright30  men- 
tioned two  cases,  in  both  of  which  labor  was  com- 
plicated by  hemorrhage,  one  accidental,  the  other 
post-partum.  Lange  and  Delatour's28  case  fol- 
lowed normal  labor  aseptically  conducted.  On- 
set in  right  femoral  occurred  on  sixth  day.  On 
the  ninth  day,  after  a  pronounced  chill,  followed 
by  renewed  rise  of  temperature,  a  gangrenous 
section  of  cervix  was  excised.  On  the  twenty- 
second  day  the  left  lung  became  infected  (by 
infarct).  vSeveral  days  of  extreme  pyrexia  were 
followed  by  gradual  '  improvement  until  the 
thirty-sixth  day  when  left  femoral  phlebitis  de- 
veloped On  the  fifty-seventh  day  a  renewal  of 
pulmonary  inflammation  necessitated  early  ex- 
ploration of  king,  where  an  abscess  was  found 
and  its  contents  evacuated.  After  this  the  pa- 
tient progressed  admirably  for  three  weeks,  then 
perished  from  double  pneumonia,  due  probably 
to  new  infarcts.  Hirst"  states  that  several  cases 
in  his  experience  have  begun  as  thromboses,  re- 
ceiving infection  secondarily.  He  does  not  elu- 
cidate how  he  knows  this,  nor  whence  came  the 
secondary  infection. 

POST-OPERATIVE  FEMORAL  PHLEBITIS. 

Amazingly  successful  as  the  surgical  work  of 
the  past  decade  has  been,  post-operative  femoral 
phlebitis  has  occasionally  arisen,  discouraging 
the  surgeon  and  annoying  and  endangering  the 
patient.  Nor  does  it  usually  obtain  in  those  des- 
perate cases  where  we  might  expect  the  worst 
of  any  kind  of  trouble.  On  the  contrary  it  is  so 
often  associated  with  so-called  "clean  cases"  of 
abdominal  section  aseptically  conducted  under 
ideal  conditions,  and  where  evidences  of  other  in- 
fectious processes  are  entirely  absent ;  with  com- 
paratively minor  operations ;  with  operations,  the 
fields  of  which  are  anatomically  remote  from  the 


femoral  veins,  that  many  observers  have  been 
casting  about  for  a  satisfactory  non-infectious 
etiology.  Although  the  evidences  of  infection 
of  the  veins  are  so  often  present  and  no  satisfac- 
tory non-infectious  theory  is  at  hand,  contrib- 
uting causes  of  a  non-infectious  nature  can  be 
offered. 

1.  Whereas  an  abnormal  amount  of  C02  in 
the  blood  increases  its  coagulability,  and  such  an 
increase  predisposes  to  thrombosis,  cyanosis  dur- 
ing anesthesia  may  contribute  a  share  of  the 
cause  in  many  post-operative  cases.  Thus  ni- 
trous-oxide gas  may  be  a  predisposing  factor. 
It  was  administered  in  an  unusual  case,  to  be  re- 
ported in  detail  presently,  as  well  as  in  others 
which  I  will  mention.  In  response  to  a  question 
along  this  line,  Dr.  Delatour  thought  that  the 
proportion  of  his  cases  had  been  greatest  among 
those  to  whom  nitrous-oxide  had  been  admin- 
istered. He  also  recalled  a  case  following  ex- 
treme cyanosis  during  etherization. 

I  would  suggest  that,  in  our  operating  rooms 
where  records  of  anesthesia  are  kept,  an  account 
of  the  presence  or  absence  of  cyanosis,  its  degree 
and  duration,  be  noted,  in  order  to  determine  its 
measure  of  influence  in  these  cases,  unusual  as 
they  may  seem.  Strauch,  of  Moscow,  had  three 
cases  develop  in  eight  patients  who  were  ether- 
ized, and  leaps  to  the  conclusion  that  ether  is  a 
cause  of  phlebitis  and  therefore  forswears  its 
use. 

2.  Since  my  thought  has  been  especially  di- 
rected in  this  line  I  have  observed  the  tendency 
to  pressure  over  the  femorals  exerted  by  the 
lower  bound  edge  of  the  long  abdominal  binder, 
especially  when  this  is  drawn  tightly  backward 
by  the  perineal  straps.  This  might  impede 
venous  return. 

3.  Strauch32  believes  that  when  the  Trendel- 
enberg  position  is  maintained  by  traction  against 
the  leg  flexed  at  the  knee,  that  the  fascia  lata  is 
made  very  tense  and  that  the  femorals  are  com- 
pressed. This  he  offers  as  a  cause  of  thrombo- 
phlebitis. At  the  flexure  of  the  knee  direct  pres- 
sure might  obtain.  (  Many  of  the  newer  operat- 
ing tables  are  provided  with  shoulder  supports 
which  relieve  the  traction  on  lower  extremities.) 

4.  The  Lithotomy  position  may  sometimes 
cause  so  acute  a  flexion  of  thigh  on  pelvis 
that  the  femoral  vein  may  be  angulated  sharply 
over  Poupart's  ligament.  This,  if  prolonged, 
might  entail  venous  retardation.  So  much  for 
theoretical  contributing  causes. 

In  looking  over  the  various  theories  of  a  non- 
infectious etiology  for  femoral  thrombo-phlebitis 
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one  is  so  supported  as  to  demand  consideration. 
J.  G.  Clark*  proposes  this  law :  "That  the  usual 
femoral  thrombo-phlebitis  which  occurs  as  a  se- 
quel to  coeliotomy  is  non-infectious,  originating 
from  a  primary  thrombosis  of  the  deep  epigastric 
veins,  which  is  slowly  propagated  along  the  line 
of  the  vessel  until  it  reaches  the  external  iliac 
vein,  where  it  gives  rise  to  a  retrogressive 
thrombus  in  the  femoral  vein."'  He  claims  that 
the  pressure  of  retractors,  the  friction  of  manip- 
ulations in  the  delivery  of  abdominal  and  pelvic 
tumors  or  diseased  organs,  or,  in  cases  of  ventral 
suspension  of  the  uterus,  the  inclusion  in  deep 
sutures,  so  injure  the  venous  walls  as  to  en- 
courage the  production  of  a  non-infectious 
thrombus  which  extends  as  he  states  in  his 
"law."   As  bases  for  his  theory  he  offers: 

1.  Von  Recklinghausen's  whirlpool  theory,  al- 
ready mentioned,  pertinent  because  of  the  right 
or  obtuse  angles  made  by  the  deep  epigastrics 
where  they  empty  into  the  external  iliac  veins. 

2.  Late  development  of  femoral  lesion  (the 
average  day  of  onset  in  his  forty-one  cases  being 
the  fifteenth). 

3.  Absence  of  other  infectious  processes,  or 
lack  of  coincidence  in  time  where  other  infections 
obtained. 

4.  Predominance  of  surgically  clean  cases. 

5.  Absence  of  fatality  in  forty-one  cases. 

6.  Operations  on  uterine  appendages  of  one 
side  may  be  followed  by  lesion  of  femoral  vein 
of  the  other  side. 

7.  The  fact  that  plastic  operations  on  the  va- 
gina, cervix  or  perineum  are  practically  never 
followed  by  femoral  phlebitis. 

8.  The  fact  that  rectal  operations  are  never 
followed  by  femoral  phlebitis. 

Clark's  law  on  its  face,  certainly  appears  to  be 
reasonable.  Whatever  our  convictions  we  can- 
not dispose  of  it  without  adequate  contrary  evi- 
dences. Such  do  not  exist  in  literature  nor  does 
my  experience  supply  them.  Yet  believing  firmly 
that  the  entrance  of  bacteria  into  veins  is  a  "sine 
qua  nou"  in  phlebitis,  I  must  offer  whatever  con- 
troverts a  non-infectious  theory. 

1 .  At  the  outset  none  will  dispute  that  a  blood- 
clot,  an  ideal  culture  medium,  can  be  infected  by 
a  smaller  number  and  less  active  bacteria  than 
tissues  possessing  resistive  power.  Hence  the 
possibility  of  infection  in  abdominal  and  pelvic 
veins  during  operation  may  be  very  great.  That 
the  epigastrics  may  be  so  infected,  and  by  highly 
attenuated  germ-life,  I  doubt  not. 

2.  Experience  with  suppurative  phlebitis  fol- 
lowing labor  usually  show  also  the  same  tardy 
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onset  and  slow  advance,  which  Clark  calls  cor- 
roborative proofs  of  his  law. 

3.  In  these  same  cases  (puerperal)  suppura- 
tive phlebitis  occurs  without  other  evidences  of 
infection  as  in  post-operative  cases,  also  non-sup- 
purating phlebitis  where  a  septic  metritis  pre- 
cedes. 

4.  Femoral  phlebitis  does  occur  after  rectal 
operations.  Such  a  case  came  under  my  obser- 
vation in  August,  1903.  The  patient  was  an 
intellectual  woman  of  forty-one  years  whose 
duties  did  not  require  her  to  stand  upon  her 
feet  most  of  the  time  {qui  vide  supra).  Persist- 
ent suffering  for  three  years  due  to  anal  fissure 
culminated  in  so  painful  an  attack  that  she  finally 
consented  to  operation,  although  frightfully  pre- 
judiced against  sphincteric  dilation  by  medical 
and  lay  friends.  Anesthesia  was  obtained  by 
nitrous  oxide  and  continued  with  ether.  The 
fissure  which  lay  at  the  base  of  a  marginal  hem- 
orrhoid, had  been  transformed  at  its  upper  angle 
into  a  granuloma  or  irritable  ulcer.  Hemorrhoid 
and  ulcer  were  ligated  with  silk  and  removed. 
Operation  consumed  fourteen  minutes.  It  was 
performed  as  aseptically  as  might  be  in  this  re- 
gion after  careful  cleansing  of  rectum.  She  re- 
acted slowly,  the  pulse  remaining  weak  and 
thready.  The  usual  rectal  pain  annoyed  for 
forty-eight  hours.  Except  for  a  fever  of  1  to 
lYz0  F.,  and  some  hypogastric  distress,  the  first 
five  days  were  uneventful.  On  the  fifth  day  she 
complained  of  pain  in  the  left  thigh,  most  intense 
over  the  region  of  Scarpa's  triangle.  The  pain 
increased  with  concomitant  restlessness  until  the 
fourth  day  of  the  phlebitis  when  she  became  de- 
lirious. Even  in  her  delirium  her  sufferings  were 
as  severe  as  I  have  ever  seen.  Pain  extended 
down  under  side  of  thigh  to  knee,  behind  knee 
to  calf,  and  finally  (please  note)  progressed  up- 
ward into  left  iliac  region.  Her  temperature 
ranged  from  1010  to  1030  F.,  for  seven  days, 
then  gradually  fell,  striking  normal  in  the  morn- 
ing twelve  days  after  onset  and  in  the  evening 
five  days  later.  Pulse  during  febrile  course  was 
no  to  130,  gradually  falling  as  temperature  re- 
ceded, but  not  reaching  normal  for  many  weeks 
after  convalescence  was  established.  Restless- 
ness was  extreme  during  entire  period  of  pyrexia 
and  to  obtain  the  ideal  quiet  was  impossible. 
Oedema  became  evident  in  foot  on  the  sixth  day, 
and  was  largely  confined  to  foot,  ankle  and 
lower  two-thirds  of  leg.  Urine  was  scanty,  of 
high  specific  gravity,  and  contained  a  trace  of 
albumen  once  during  the  violence  of  attack.  On 
the  eighth  day  a  superficial  ovoid  ulceration  ap- 
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pcared  over  lower  third  of  calf.  This  was  three 
inches  long  and  one  and  three-quarter  inches 
wide.   There  was  no  pressure  at  this  point. 

There  was  no  suppuration.  Recovery  was  very 
slow,  and  at  last  report  (after  four  months) 
there  persisted  slight  oedema  and  much  aching 
at  times,  apparently  not  depending  on  the  amount 
of  walking  done.  The  rectal  post-operative  con- 
ditions were  most  satisfactory.  The  ligature 
came  away  on  the  fifth  day,  and  the  anus  was 
unusually  free  from  discharge  at  all  times. 

Certain  as  I  am  of  the  aseptic  care  exercised, 
I  am  sure  that  infection  must  have  taken  place, 
traveling  along  from  the  network  of  veins  forming 
the  inferior  hemorrhoidal  plexus,  into  the  internal 
pudic,  thence  to  internal  iliac  and  so  downward 
through  external  iliac  femoral,  and  most  of  its 
tributaries.  The  seat  of  greatest  inflammatory 
violence  was  undoubtedly  in  the  common  femoral 
and  internal  saphenous  veins,  and  the  only  com- 
pletely obstructing  thrombosis  in  the  popliteal. 

The  course  above  traced  is  reasonable  when 
we  remember  the  slight  fever  and  the  hypogas- 
tric distress  which  preceded  the  femoral  invasion 
by  three  days.  I  have  thus  included  the  features 
of  this  case  which  seemed  unusual,  and  those 
which  have  a  bearing  on  the  etiology.  No  rectal 
case  is  found  in  recent  literature,  but  I  recently 
questioned  Dr.  C.  B.  Kelsey  by  letter  concern- 
ing femoral  phlebitis  following  rectal  operations. 
He  has  had  one  case.  To  quote  from  his  re- 
sponse :  "That  was  an  old  lady  upon  which  I 
did  linear  cauterization  for  combined  hemor- 
rhoids and  prolapsus.  The  thrombosis  came  on  in 
the  night  about  one  week  afterwards  and  was 
fatal  in  about  a  fortnight,  suddenly,  from  cere- 
bral embolism,  we  supposed."' 

5.  The  post-operative  cases  which  interest  the 
general  surgeon  most  of  all  are  those  following 
procedures  for  the  cure  of  apendicitis.  My  ex- 
perience in  this  class  is  limited  to  two  cases. 
Both  were  instances  of  acute  suppurating  ap- 
pendicitis, operated  upon  during  attacks.  The 
onsets  were  on  the  sixth  and  seventh  day  re- 
spectively. In  both  the  left  lower  extremity  was 
involved.  One  case  was  severe,  the  other  mild. 
Both  recovered.  Both  were  anesthetized  with 
ether.  It  is  in  these  cases  of  all  abdominal  ones, 
that  Prof.  Clark's  "Deep  epigastric  law"  does 
not  seem  satisfying,  for  the  reason  that  appen- 
dectomy by  certain  routes  must  almost  certainly 
avoid  chances  of  injury  to  the  deep  epigasftric 
vein.  In  one  of  my  cases  it  was  severed,  as  the 
oblique  incision  was  long  and  free  access  to  pel- 
vis was  necessary.    Yet  in  using  the  inter-mus- 


cular incision  of  Dr.  McBurney  there  could 
hardly  be  a  possibility  of  such  injury  or  even  or- 
dinary pressure.  In  my  second  case  this  was 
used  and  in  all  four  of  Dr.  Delatour's  cases 
(which  follow)  the  inter-muscular  separation 
had  been  done.  He  also  informs  me  that  he  has 
never  seen  a  case  following  the  use  of  the  vertical 
incision  at  the  margin  of  rectus  muscle.  Dr.  Dela- 
tour  has  favored  me  with  the  facts  in  four  cases : 

1.  Male,  adult.  Non-suppurating  appendi- 
citis. Operation  followed  by  pneumonia,  and 
later  by  right  femoral  phlebitis.  This  patient 
was  deeply  cyanotic  under  ether.  (In  this  case 
the  pneumonia  may  have  caused  phlebitis). 

2.  Female,  daughter  of  Case  1.  Typical  ap- 
pendectomy for  endo-appendicitis.  Ether  anes- 
thesia.   Left  femoral  phlebitis. 

3.  Male,  adult.  Acute  suppurative  appendi- 
citis. Nitrous  oxide  and  ether  used.  Post-oper- 
ative pneumonia  followed  quickly  by  double 
femoral  phlebitis. 

4.  Female,  adult.  Acute  endo-appendicitis. 
Nitrous  oxide  and  ether  anesthesia.  Pleurisy  of 
left  side  on  third  day.  Left  femoral  phlebitis  on 
the  fifth  day. 

All  recovered. 

Two  of  Clark's  cases  wer  in  this  class.  Both 
were  operated  upon  for  clnonic  recurrent  ap- 
pendicitis during  intervals,  under  ether  anes- 
thesia. One  suffered  from  shock  and  had  ab- 
dominal pain  and  distension  on  the  second  day. 
In  both,  the  left  femorals  were  involved  and  the 
phlebitis  was  of  a  mild  degree.  The  type  of  the 
incision  is  not  mentioned. 

Halsted  found  four  instances  of  left  femoral 
phlebitis  in  131  cases.  Three  of  these  were  of 
chronic  recurrent  type  and  the  appendectomy 
was  performed  between  attacks. 

Vanderveer33  relates  one  case,  left-sided,  fol- 
lowing removal  of  appendix  during  interval. 

As  the  veins  of  the  appendix  and  its  mesentery 
empty  into  the  ileo-colic  which  terminates  in  the 
superior-mesenteric  vein,  it  is  difficult  to  deter- 
mine any  intra-abdominal  route  by  which  venous 
infection  can  extend  toward  the  thigh.  Yet  if,  in 
the  following  Clark's  anatomical  suggestion,  we 
consider  the  superficial  epigastric  vein,  and  both 
circumflex  iliac  veins,  we  may  find  direct  venous 
tracts  along  which  inflammation  may  seek  the 
femoral. 

Of  the  other  operations  which  have  been  fol- 
lowed by  femoral  phlebitis,  hysterectomy  leads 
in  frequency.  In  Clark's  series  these  were  eigh- 
teen in  number.  Vanderveer33  reports  one  and 
St  ranch32  one. 
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Then  follow  in  order : 

Removal  of  ovarian  cysts. 

Removal  of  one  or  both  ovaries. 

Ventral  suspension  of  uterus  (only  cases  were 
reported  by  Clark). 

After  the  following  operations  one  instance  of 
femoral  phlebitis  has  occurred. 

r.  Removal  of  double  haemato-salpinx  (Dr. 
Delatour's  case)  right-sided  femoral  phlebitis. 

2.  Removal  of  angeioma  of  liver  (Vander- 
veer).33 

3.  Nephrorrhaphy  (Clark).4 

4.  Gastroenterostomy. 

5.  Incision  of  lumbar-abscess  under  nitrous 
oxide  anesthesia.  In  this  case  other  evidences  of 
sepsis  had  existed  for  four  weeks  preceding 
operation.    (Personal  observation.) 

6.  Radical  cure  of  inguinal  hernia  (Bassini's 
operation.  (Westbrook.)34 

In  conclusion  : 

1.  As  we  look  over  the  procedures  causing 
post-operative  phlebitis  we  are  impressed  with 
the  reasons  for  considering  the  superficial  and 
deep  epigastric  veins,  and  perhaps  the  circumflex 
iliac  veins,  as  leaders  in  the  inflammatory  pro- 
cession, in  some  cases,  and  yet 

2.  There  must  be  other  routes. 

3.  Bacteriologic  studies  in  this  class  of  cases 
have  not  been  made,  nor  can  they  be  often  fol- 
lowed in  the  future.  Rut  when  we  recall  that  in 
every  class  of  phlebitis  cases  which  have  been 
studied  by  the  bacteriologist,  pathogenic  bacteria 
have  been  demonstrated,  can  we  scoff  at  the  idea 
(if  infection  in  post-operative  instances? 

280,  Park  Place. 
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THE  URIC  ACID  DIATHESIS  IN  CHILDREN. 


BY  ROBERT  TAYLOR  WHEELER,  M.D. 

Text-books  and  literature  dealing  with  pedi- 
atric subjects  contain  very  little  in  regard  to  the 
role  uric  acid  plays  in  the  diseases  of  children  or 
concerning  the  differences  in  symptomatology  in 
uricacida?mia  in  childhood  and  adult  life. 

There  are  probably  many  reasons  for  this, 
among  which  may  be  mentioned  the  fact  that  up 
to  a  comparatively  recent  period  the  number  of 
diseases  of  children,  known  absolutely  to  depend 
on  the  presence  of  an  excess  of  uric  acid  in  the 
system,  have  been  relatively  very  small  when  com- 
pared with  other  infantile  disorders.  However, 
with  closer  laboratory  experiments  recently  made 
to  determine  the  rise  and  fall  of  the  uric  acid  tide 
before,  during  and  after  certain  bodily  disturb- 
ances, we  are  inclined  to  attribute  to  this  form  of 
faulty  metabolism  a  greater  list  of  diseases  than 
formerly. 

The  questions  arise : — How  great  a  part  does 
heredity  play  in  this  class  of  diseases  ?  And,  again, 
Is  there  such  a  thing  as  the  uric  acid  diathesis  ? 

Many  observers,  even  those  who  lay  great  stress 
on  uric  acid  as  a  cause  of  disease,  deny  the  exist- 
ence of  an  uric  acid  diathesis,  claiming  that  the 
condition  is  wholly  an  acquired  one,  and  due  only 
to  a  faulty  dietery,  but  it  seems  to  the  writer  that 
while  it  may  be  admitted  that  a  con- 
tinued diet  too  rich  in  the  nucleins  may  pro- 
duce symptoms  of  uric  acid  poisoning  in  one  child, 
yet  another  child  may  live  on  this  same  diet  and 
in  the  same  environments  as  the  first  without  ap- 
parent impairment  in  health. 

This  brings  us  back,  then,  to  the  differences 
in  the  power  of  oxidation  of  ingested  food  shown 
by  two  different  individuals,  and  here  is  where 
heredity  plays  its  part. 

The  difference  in  the  individual  ability  to  prop- 
erly carry  on  this  process  of  oxidation  can  be 
probably  laid  to  the  difference  in  the  construction 
of  the  nerve  centres  governing  metabolism,  and 
through  them  to  the  activity  of  the  secretions  of 
the  ductless  glands  which  recent  investigation 
has  shown  to  have  much  to  do  with  the  oxidizing 
power  of  the  blood. 

Sajous,  who  has  been  doing  such  excellent  work 
in  the  physiology  of  what  he  is  pleased  to  term 
the  adrenal  system  —  consisting  of  the  anterior 
pituitary  body  (the  governing  centre  of  the  sys- 
tem) the  thyroid  gland  and  the  adrenals — reaches 
the  conclusion  that  the  adrenal  secretion  is  the 
oxidizing  principle  of  the  blood  plasma,  and  that 
the  purin  bases  are  converted  through  this  prin- 
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ciple  into  uric  acid.  Now,  if  we  admit  that  hered- 
itary influences  affect  the  construction  of  the 
nervous  system  governing  metabolism  then  it 
seems  only  reasonable  that  we  should  speak  of  a 
uric  acid  diathesis. 

In  using  the  term,  uricacidaemia,  in  this  paper, 
I  intend  it  to  include  not  only  uric  acid  but  all 
the  purin  bases,  xanthine,  hypoxanthine,  guanin, 
adenin,  etc.,  the  intermediate  products  of  the  oxi- 
dation of  nuclein,  uric  acid  being  the  most  highly 
oxidized. 

Now,  what  are  the  principal  manifestations  of 
uricacidaemia  in  children? 

If  we  accept  Haig's  classification  of  diseases, 
depending  upon  an  excess  of  uric  acid  in  the 
system  as  collaemic  or  arthritic,  the  collaemic  in- 
cluding those  due  to  uric  acid  floating  free  in  the 
blood,  and  the  arthritic  including  those  due  to  the 
deposit  of  uric  acid  or  the  acid  urates  in  the  joints 
and  fibrous  structures  of  the  body,  we  would  say 
that  in  children  the  diseases  of  the  collaemic  type 
greatly  predominate.  Principal  among  these  lat- 
ter disorders  may  be  mentioned  migraine,  convul- 
sions, chorea,  epilepsy,  mental  sluggishness,  al- 
buminuria and  asthma.  Among  the  diseases  of 
the  arthritic  type  are  rheumatism,  gout  (rarely), 
adenoids,  naso-pharyngeal  catarrh,  chronic  bron- 
chitis and  eczema. 

The  reason  for  the  preponderance  of  collaemic 
disorders  in  children  is  easy  to  see.  With  their 
very  active  bodily  metabolism  and  rapidity  of  oxi- 
dation, due  to  their  play  in  the  open  air,  and  with 
their  powers  of  elimination  unhampered  by  faulty 
kidney  action,  as  it  often  is  in  adults,  the  excess 
of  uric  acid  and  purin  bases  do  not  remain  long  in 
the  system  but  produce  their  transient  effects 
while  passing  through  the  blood,  and  are  then 
excreted.  There  is,  then,  generally  no  storing  up 
of  the  uric  acid  in  the  liver  and  spleen  as  is  the 
case  later  in  life. 

If,  however,  the  rules  of  dietary  are  violated 
day  after  day,  or  metabolism  reduced  by  some 
intercurrent  disease,  then  we  may  get  a  storing 
up  of  uric  acid  with  development  of  diseases  of 
the  arthritic  type. 

The  difference  between  a  child  and  an  adult 
in  the  power  of  quickly  clearing  the  blood  of  uric 
acid  is  well  shown  in  a  case  of  migraine.  In  a 
child  the  headache  is  not  as  apt  to  be  so  severe 
as  in  the  adult,  and  if  a  brisk  mercurial  purge 
is  given  at  the  onset  the  child  may  be  well  again 
in  a  few  hours,  while  the  adult,  under  the  same 
active  treatment,  will  retain  his  headache  for  at 
least  twenty-four  to  forty-eight  hours. 


The  earliest  stage  in  infancy  in  which  we  have 
to  deal  with  a  condition  due  to  uric  acid  is  in  the 
uric  acid  infarcts  of  the  kidney  of  the  newly- 
born.  This  condition  is  probably  present  more  or 
less  in  all  new-born  children,  but  while  it  ordi- 
narily gives  rise  to  no  serious  symptoms,  yet  in 
children  of  a  gouty  ancestry  these  infarcts  may 
give  rise  to  pathological  changes  in  the  kidney. 
Lorenze,  of  New  York,  reported  two  such  cases 
lately.  In  the  first  the  child  showed  the  brick-dust 
stains  on  the  napkin  from  the  first.  Accompany- 
ing this  was  pain,  fever  and  gastric  disturbances, 
the  urine  became  scantier  every  day,  and  in  a 
week  the  child  died.  The  second  child  in  the  same 
family  began  to  run  the  same  course  the  first  week 
of  life,  but  finally  recovered  after  the  use  of  the 
alkalies.  Both  father  and  mother  had  rheumatic 
histories. 

During  infancy  uricacidaemia  is  not  of  frequent 
occurrence,  due,  of  course,  to  the  nuclein  free 
diet,  but  later  in  childhood,  when  meat  soups, 
coffee  and  tea,  are  given  freely  we  begin 
to  get  first  the  disease  of  the  collaemic  type,  and 
later  those  of  the  arthritic. 

Girls  suffer  more  than  boys  from  these  dis- 
orders, due  to  their  comparative  physical  inactiv- 
ity. The  children  of  the  rich  develop  these  dis- 
orders much  more  than  the  children  of  the  poor, 
being  reared  in  luxury  and  allowed  too  much 
strong  coffee,  tea,  rich  soups,  and  an  excessive 
amount  of  meat.  They  are  housed  too  much. 
Music,  French  and  German  lessons  keep  them  in- 
doors when  they  should  be  playing  in  the  open 
air. 

As  a  type  of  such  a  child  will  be  found  anemic, 
subject  to  headaches — of  the  persistent  or  mi- 
grainous type  —  capricious  in  appetite,  perhaps 
over  weight  for  its  age,  but  with  flabby  flesh,  cir- 
culation poor,  extremities  cold,  nervous  in  speech 
and  manner,  and  sometimes  showing  choreiform 
movements.  This,  too,  is  a  class  of  cases  which, 
although  anemic,  bear  iron  badly. 

Drummond,  in  the  Lancet,  1897,  describes  an 
aggravated  condition  of  uricacidemia  in  the  young. 
"  In  some  cases,"  he  says,  "there  is  a  persistent 
headache  in  the  frontal  or  vertical  region,  loss  of 
appetite,  constipation,  anemia  and  loss  of  flesh. 
The  temperature  of  the  body  is  low,  and  for  sev- 
eral weeks  at  a  time  may  remain  below  normal. 
The  heart  action  varies.  It  is  sometimes  rapid 
but  more  often  slow. 

Tt  is  not  uncommon  to  have  a  pulse  of  forty  or 
fifty,  although  the  patient  is  nervous  in  manner. 
The  pulse  tension  is  raised. 
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The  hands  and  feet  are  generally  cold.  The 
fingers  are  white  at  times,  suggesting  Raynaud's 
disease. 

In  some  cases  sudden  attacks  of  giddiness  occur 
which  are  difficult  to  distinguish  from  slight  epi- 
leptiform seizures.  The  knee  jerk,  as  a  rule,  is 
distinctly  lessened  and  may  be  absent. 

A  sluggish  habit  of  mind  and  body  may  be 
noted  along  with  other  character  traits  foreign  to 
the  patient." 

This  same  author  notes  a  case  of  a  girl  sixteen 
years  of  age,  where  the  symptoms  were  as  stated 
above,  and  the  diagnosis  lay  between  hysterical  or 
neurotic  abeyance  of  function  and  uricacidemia. 
The  examination  of  the  urine  gave  a  clue  to  the 
correct  diagnosis. 

The  sp.  gr.  was  1030,  albumen  a  trace,  uric  acid 
0.106.  Total  amount  of  uric  acid  excreted  in 
twenty-four  hours,  twenty-five  grains  or  upward 
of  three  times  the  normal  amount. 

Holt,  in  discussing  cases  in  which  uric  acid  is 
thrown  down  in  the  form  of  crystals  in  the  urine, 
or  the  well-known  brick  dust  deposit,  says  :  "  This 
condition  is  rather  one  in  which  the  solvent  power 
of  the  urine  for  uric  acid  is  much  reduced.  Such 
urine,  as  a  rule,  is  highly  colored,  strongly  acid, 
and  may  have  a  high  specific  gravity. 

This  condition  is  also  dependent  upon  a  dis- 
turbance of  nutrition,  and  one  which  is  most  fre- 
quently associated  with  the  gouty  diathesis. 

It  is  not  very  common  in  children,  except  in 
those  of  gouty  antecedents,  and  is  usually  asso- 
ciated with  some  other  disturbance  of  nutrition — 
often  of  digestion." 

The  so-called  "day-terrors"  of  children  is  an- 
other condition  due  to  collemia,  and  may  be 
classed  with  the  paroxysmal  neuroses,  migraine 
and  petit  mal.  This  condition  will  often  alternate 
with  migraine  in  the  same  patient,  and  like  most 
other  diseases  under  discussion  in  this  paper  is 
found  in  children  who  are  nervous  and  excitable 
and  come  of  rheumatic  parents,  who  have  also 
produced  weak-minded  or  epileptic  children. 

In  children  of  susceptible  nervous  systems  con- 
vulsions may  take  the  place  of  an  attack  of  mi- 
graine, in  fact,  this  may  be  said  to  be  the  rule  in 
very  young  children. 

In  chorea  we  have  a  disease  now  admittedly 
closely  allied  to  rheumatism,  and  if  we  acknowl- 
edge uric  acid  as  the  sole  or  even  a  predisposing 
cause  in  the  latter,  we  must  give  it  the  same 
weight  as  a  cause  in  the  former. 

Concerning  the  relationship  between  chorea  and 
rheumatism,  Holt,  from  personal  observation,  has 


noted  in  over  50  per  cent,  of  his  cases  a  rheumatic 
parentage,  and  further  states :  "  If  cases  of  chorea 
are  followed  for  several  years,  it  is  surprising  to 
note  how  the  evidences  of  the  rheumatic  diathesis 
develop  the  longer  the  cases  are  followed." 

Herter  and  Smith,  who  have  made  a  study  of 
the  urine  in  chorea,  found  that  in  very  many 
cases  there  was  an  excessive  elimination  of  uric 
acid,  but  the  conclusion  they  draw  from  their  ex- 
periments is  that  this  is  neither  the  cause  nor  the 
effect,  but  that  it  shows  a  profound  disturbance 
of  nutrition  of  which  the  choreic  movements  are 
but  another  manifestation. 

Haig's  theory  of  the  causation  of  chorea  is  that 
the  innumerable  small  granules  of  colloid  uric  acid 
floating  in  the  blood  clog  up  the  minute  blood 
vessels  of  the  brain. 

Epilepsy  is  another  disease  in  which  the  in- 
fluence of  uric  acid  is  regarded  by  some  observers 
as  at  least  a  partial  factor  in  causation.  In  in- 
vestigating the  urine  in  epilepsy,  Haig  found  that 
for  several  hours  before  the  attack  the  excretion 
of  uric  acid  was  greatly  reduced,  while  during  the 
attack  the  amount  was  in  excess  of  normal,  and 
this  amount  gradually  was  reduced  after  the  at- 
tack until  the  normal  was  reached. 

Herter  and  Smith,  in  similar  experiments, 
found  no  excessive  excretion  of  uric  acid  during 
attacks  of  grand  mal,  but  Haig  ascribes  the  differ- 
ences in  findings  to  the  fact  that  the  investigators 
took  too  large  a  quantity  of  urine  and  too  long 
after  the  attack,  making  a  mixed  urine  of  that 
containing  a  diminished  secretion  just  before,  and 
that  of  the  increased  secretion  during  the  attack, 
thus  striking  a  normal  balance.  In  petit  mal  how- 
ever, Herter  and  Smith  found  a  distinct  relation 
between  the  excretion  of  uric  acid  and  the  cause 
of  the  seizures  and  treatment  by  milk  diet  greatly 
reduced  the  frequency  of  attacks. 

Albuminuria  may  be  a  symptom  due  to  uric- 
acidemia. With  a  more  careful  examination  of 
the  urine  in  children  of  late  we  find  albuminuria  a 
more  common  condition  than  was  formerly 
thought.  It  is  very  common  at  puberty,  and 
found  more  constantly  in  boys  than  in  girls.  It 
very  often  follows  an  attack  of  migraine,  and  is 
due  to  the  increased  blood  pressure  incident  to 
the  collaemia. 

Asthma  is  a  condition  which  is  comparable  to 
an  attack  of  migraine  in  the  suddenness  of  its  on- 
set. In  children,  asthma  runs  somewhat  of  a  dif- 
ferent course  than  in  the  adult.  It  never  occurs  as 
an  independent  condition,  but  may  precede,  ac- 
company or  follow  a  bronchial  catarrh. 


June,  1905 


BROOKLYN  MEDICAL  JOURNAL. 


237 


The  same  thing  in  regard  to  parentage,  etc., 
may  be  said  about  asthma  as  in  the  other  diseases 
mentioned. 

Among  the  diseases  of  the  arthritic  type,  rheu- 
matism is  the  most  prominent. 

This  is  probably  a  disease  of  complex  etiology, 
and  although  the  tendency  of  the  day  is  to  class 
it  among  the  germ  diseases,  nevertheless  I  think 
we  cannot  rule  out  uric  acid  as  a  predisposing 
cause.  The  writer  ventures  the  theory  that  ex- 
posure to  cold  throws  down  the  excess  of  uric  acid 
in  the  blood  into  the  joints  and  tendon  sheaths, 
then  with  a  lessened  resistance  of  the  tonsils  or 
naso-pharyngeal  mucous  membrane  a  port  of  entry 
is  given  to  a  micrococcus  which  may  be  normally 
present  and  harmless  in  the  oval  cavity,  but  which 
becomes  active  in  the  blood  with  the  production 
of  toxins  causing  symptoms  of  chills,  fever  and 
inflammation  of  the  joints. 

On  the  face  of  the  results  of  the  present  study 
of  rheumatism  we  cannot  ignore  the  theory  of 
germ  causation. 

On  support  of  this  latter  theory  I  can  cite  a 
case  of  my  own  in  which  a  woman  developed 
acute  articular  rheumatism  two  weeks  after  her 
confinement.  She  nursed  her  baby  during  its 
continuance  with  the  result  that  the  latter  de- 
veloped the  same  condition  with  subsequent  en- 
docarditis, from  which  it  died  six  months  later. 
No  other  theory  than  that  of  toxaemia  due  to 
germ  infection  could  account  for  a  case  of  this 
kind. 

However,  this  does  not  exclude  uricacidaemia 
as  a  predisposing  cause,  whatever  may  be  the 
associated  factors. 

True  gout  is  a  disease  almost  unknown  in 
childhood,  although  occasionally  an  isolated  case 
is  reported ;  nor  from  our  knowledge  of  the 
anatomy  and  physiological  processes  in  child- 
hood would  we  expect  this  condition. 

In  childhood  the  joints  are  bathed  in  a  more 
liberal  amount  of  alkaline  fluid  than  is  the  case 
in  the  adult,  and  even  though  the  alkalinity  may 
be  so  greatly  reduced  and  the  circulation  of  blood 
becomes  so  sluggish  through  a  chill  as  to  cause 
a  temporary  deposit  of  uric  acid  or  the  acid 
urates,  yet  with  the  activity  of  metabolism  these 
would  be  quickly  redissolved  and  pass  again  into 
the  blood  to  be  excreted. 

Adenoids,  nasopharyngeal  catarrh  and  chronic 
bronchitis  are  other  diseases  of  childhood  de- 
pending in  part,  if  not  wholly,  on  the  uric  acid 
diathesis.  In  regard  to  the  first  mentioned,  Dr. 
Mackic,  of  Nottingham,  England,  says : 


"I  scarcely  see  a  case  of  adenoids  but  where 
there  is  an  arthritic  or  migrainous  parentage." 

We  all  have  noted  the  frequency  of  pharyn- 
gitis, laryngitis  and  bronchitis  in  rheumatic 
adults.  These  same  conditions  occur  in  child- 
hood but  are  not  so  constant  an  accompaniment 
of  the  uric  acid  diathesis  as  in  later  life.  Its 
cause  is  supposed  to  be  due  to  a  deposit  of  uric 
acid  in  the  fibrous  structures  of  the  naso-pharynx, 
larynx  and  bronchi — this  deposit  acting  as  a 
local  irritant  in  the  same  manner  that  it  does  in 
a  joint. 

The  most  frequent  manifestation  of  the  gouty 
diathesis  in  infancy  and  early  childhood  is  the 
tendency  towards  eczema. 

Some  writers  call  eczema  a  gout  of  the  skin. 
Uric  acid  is  only  an  etiological  factor  in  some 
proportion  of  cases,  the  rest  depending  upon  other 
diathetic  conditions. 

Diagnosis. — In  almost  all  the  diseases  under 
discussion  it  will  be  found  easy  enough  to  make 
a  diagnosis,  but  in  obscure  cases  of  stomach  dis- 
orders and  certain  forms  of  nervous  disorders  the 
task  is  not  so  easy. 

Family  history  counts  for  much.  The  diagnosis 
must  be  often  made  by  exclusion. 

If  in  a  given  case,  after  having  eliminated  all 
other  possible  causes,  we  find  a  high-tension  pulse, 
anemia,  sluggish  capillary  circulation  accompanied 
by  a  daily  excess  of  uric  acid  in  the  urine,  we  may 
be  justified  in  considering  it  a  phase  of  the  uric 
acid  diathesis. 

To  determine  the  daily  output  of  uric  acid  in  the 
urine,  Hopkin's  test  may  be  employed,  being  some- 
what simpler  than  the  previously  used  test  of 
Haycraft. 

To  prove  the  correctness  of  our  diagnosis,  the 
dietetic  and  therapeutic  tests  should  be  employed. 

These  cases  should  immediately  improve  on  a 
diet  containing  a  much  reduced  percentage  of  the 
nucleins  and  the  purin  bases,  and  on  a  course  of 
drugs  which  are  known  to  clear  the  blood  of  uric 
acid  and  increase  both  the  alkalinity  of  the  blood 
and  urine. 

Treatment. — This  should  be  both  hygienic  and 
dietetic. 

Prophylaxis  is  better  than  medical  treatment. 
These  children  do  much  better  in  the  country  than 
in  the  city,  due  to  their  life  in  the  open  air. 

In  what  may  be  called  acute  manifestations, 
such  as  migraine,  convulsions  or  epilepsy,  a  mer- 
curial purge  is  called  for.  Following  this,  I  gen- 
erally put  them  on  an  alkaline  diuretic,  such  as 
citrate  of  potash,  or  of  phosphate  of  soda,  com- 
bined in  a  mixture  with  nitrate  of  potash. 
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In  the  arthritic  type,  or  those  showing  inflam- 
mation of  the  tonsils,  pharynx  or  bronchi,  salicyl- 
ate of  soda  is  our  best  remedy,  followed  later,  as 
in  the  other  cases,  by  the  alkaline  treatment. 

In  the  chronic  cases,  a  course  of  the  iodides  may 
be  called  for.  I  prefer  to  give  the  iodine  in  the 
form  of  the  syrup  of  the  hydriodic  acid,  as  chil- 
dren take  this  well,  and  we  get  no  digestive  dis- 
turbances as  after  giving  the  sodium  or  potas- 
sium salt.  Loss  of  weight  calls  for  a  course  of 
cod  liver  oil,  and  anemia  for  arsenic. 


VESICAL  CALCULUS. 


BY  T.  H.  DEXTER,  M.D. 

Vesical  calculus  is  a  concretion  of  the  solid 
urinary  constituents  of  such  a  size,  or  so  placed, 
that  it  does  not  escape  but  remains  in  the  bladder. 

For  purposes  of  classification  we  may  give 
them  a  general  grouping  as  follows : 

(1)  Those  formed  from  the  normal  con- 
stituents: (a)  Uric  acid,  (b)  Phosphatic  (I.) 
Amorph.  calc.  phos.,  (II.)  Am.  Mag.  (triple) 
phos.,  (III.)  Mixed  fusible  phos.,  (c)  Mixed  cal- 
culi, (d)  Urates,  (I.)  Sodium  urate,  (II.)  Potas- 
ium  urate,  (III.)  Ammonium  urate. 

(2)  Calculi  formed  of  salts  found  in  normal 
urine ;  but  never  present  in  excess  except  in  dis- 
ease: (a)  Calcium  oxalate,  (b)  Calcium  sulphate 
(rare),  (c)  Calcium  carbonate  (rare). 

(3)  Concretions  formed  from  elements  entirely 
foreign  to  normal  urine :  (a)  Cystin  (rare),  (b) 
Indigo  (rare),  (c)  Xanthic  oxide  (rare). 

Origin:  The  following  calculi  are  of  renal  or- 
igin:   (1)  Uric  Ac,  (2)  Calc.  ox.,  (3)  Cystyn. 

Frame-Work :  All  of  the  calculi  have  an  al- 
buminoid or  colloid  frame-work.  (Rainey  and 
Ord.) 

Shape  :  Crystalline-salts  when  in  solution  with 
colloid  or  albuminoid  substances,  tends  to  assume 
rounded  or  spheroidal  forms  in  crystalization. 
(Rainey  and  Ord.) 

And  thus  we  find  that  vesical  calculi  when 
free  are  usually  spheroidal.  Multiplicity,  ero- 
sion, and  moulding  may  modify  this  tendency 
very  much ;  causing  many  deviations  from  the 
spheroidal  form. 

Nuclei :  Foreign  or  other  bodies  are  frequently 
the  nuclei  of  stones  some  of  the  most  frequent 
foci  being:  mucus  degenerated  epithelial  cells, 
bits  of  catheter,  vaseline,  hair-pins  and  parasites. 

Conditions  Favoring  Calculus  Formation  :  Ca- 
tarrhal conditions  of  the  bladder,  with  stagnation 
of  urine  and  fermentative  changes ;  and  the  pres- 


ence of  an  available  nucleus.    Combinations  of 

these : 

Location  :  (1)  Free,  (2)  Attached  to  the  vesi- 
cal wall  or  encysted  in  a  diverticulum. 

Gross  Descriptions. 

'  (1)  Uric  Acid:  Smooth,  spheroidal,  moderately 
hard  and  yellow  to  reddish  brown  in  color.  In- 
frequently tuberculated.  Occur  usually  in  the 
extremes  of  life. 

(2)  Uratic  Calculi  (Sodium,  Potassium  and 
Ammonium).  Grayish  yellow  in  color.  Occur 
almost  exclusively  in  children.  May  be  the  nuclei 
of  the  other  calculi  in  adults. 

(3)  Phosphatic  Calculi:  (1)  Amorph.  Calc. 
Phos.,  dirty  brown  or  white ;  crumbles  easily. 
Rarely  forms  a  calculus  of  itself.  Commonly  de- 
posited in  layers  about  calculi  of  other  salts  or 
intermingled  with  them.  (2)  Triple  Phos.  (Am. 
Mag.  Phos.)  Crystalline  and  of  whitish  color. 
Occurs  in  ammonical  urine.  (3)  Mixed  fusible 
calculi  (combinatoin  of  calcium  phosphates  and 
triple  phosphates)  Masses  which  resemble  white 
friable  mortar.  Not  uniform  throughout ;  form- 
ing about  various  calculi,  including  other  salts. 
Occurs  in  ammonical  urine. 

(4)  Calcium  Oxalate :  hardest  of  all  stones. 
Small  or  of  medium  size.  Spheroidal  in  shape. 
Gray,  dark  brown  or  black  in  color.  Surface  usu- 
ally tuberculated  (mulberry  calculus)  ;  rarely, 
smooth  (hempseed  calculus.) 

(5)  Calc.  Carbonate :  Multiple,  small  (weigh- 
ing from  30  grains  to  40  grains  each),  hard  and 
lamellar  in  structure ;  similar  to  calcium  oxalate 
calculi.   They  are  rare. 

(6)  Cystin :  Irregular  and  knotty.  No  at- 
tempt at  crystalization ;  waxy  and  yellow-white ; 
green  after  long  exposure  to  air.  Rare. 

(7)  Xanthin :  Rare. 

(8)  Indigo:  Does  not  form  a  calculus  in  itself 
but  may  give  the  stone  its  typical  color.  Occurs 
in  cases  of  liver  disease  associated  with  cystitis. 

Microscopic  Examination. 

Microscopic  analysis  is  not  satisfactory  as  the 
powdered  calculus  both  dry  and  suspended  in  wa- 
ter rarely  shows  characteristic  crystals  appearing, 
rather  nondescript  masses. 

Chemical  Analysis. 

For  ultimate  classification  we  must  depend  on 
the  chemical  analysis. 

The  three  classes  are  as  follows : 

Class  I. — Calculi,  the  powders  of  which  char 
and  burn  with  a  flame.   Cystin — Odor  of  S  02 — 
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brief  flame.  Dissolves  in  N  H4  O  H,  6-sided 
plates  on  diluting. 

Xanthin.  Does  not  give  Murexid  test.  May 
give  it(  ?)  Soluble  in  H  N  03,  without  efferves- 
cing. Residue  becomes  orange  with  alkalai ;  red 
on  warming. 

Urosteolith,  Flame  yellow  and  long.  Odor  of 
burnt  shellac.    Soluble  in  alcohol. 

Fibrin.  Flame  yellow  and  prolonged.  Odor  of 
burnt  feathers.  Soluble  in  sols,  of  K  O  H  Ppt. 
from  above  by  acetic  acid. 

Class  II. — Calculi,  the  powders  of  which  char 
but  do  not  bum  with  a  flame:  Urate  of  Ammonia. 
Gives  Murexide  test  N  H3  when  warmed  with  a 
sol.  K  O  H. 

Uric  Acid.  Gives  no  N  H3  with  sol.  K  O  H. 

Class  III. — Calculi  the  powders  of  which  do 
not  cither  strongly  char  or  bum:  Calc.  Carb. 
with  H  C  L  dil.,  dissolves  and  effervesces. 

Calc.  Ox.  with  H  C  L  dil.,  dissolves  without 
effervescing.  This  solution  gives  a  white  ppt. 
with  N  H4  O  H.    Insoluble  in  acetic  acid. 

Phosphates.  With  H  C  L  dil.,  dissolves  with- 
out effervescing.  This  solution  gives  a  white 
ppt.  with  N  H4  O  H.  Soluble  without  efferves- 
cing with  acetic  acid.  Trip.  Phos.  gives  off  N 
H3  when  warmed  with  a  solution  of  K  O  H. 


THE  SURGICAL  TREATMENT  OF  PURULENT 
SALPINGITIS* 


BY  HENRY  C.  KEENAN,  A.M.,  M.D., 
Associate  Gynecologist  to  St.  Mary's  Hospital  and  St.  Mary's 
Maternity  Hospital. 

There  are  few  subjects  in  the  domain  of  thera- 
peutics which  have  been  productive  of  more  dis- 
cussion or  of  more  diametrically  opposed  opinions 
than  what  constitutes  conservative  treatment  of 
the  uterine  adnexa.  Is  it  conservatism  to  remove 
or  to  retain  ?  Shall  we  excise  the  adnexa  entirely, 
in  the  belief  that  nature  does  not  regenerate  tis- 
sues thus  diseased,  or  shall  we  leave  parts  of 
morbid  structures,  in  the  hope  that  function  may 
be  restored?  Is  it  conservatism  or  radicalism  to 
remove  organs  apparently  not  diseased  at  the 
time,  but  which  experience  has  shown  may  be- 
come so  in  the  future?  The  issue  has  been 
fought  in  many  heated  debates,  not  only  in  our 
local  societies,  but  also  in  our  national  assemblies. 
Each  side  supporting  its  contention  with  an  array 
of  very  conflicting  statistics. 

I  have  not  attempted  in  this  paper  to  take  up 
the  whole  subject  of  conservatism,  but  have  con- 

*Read  before  the  Brooklyn  Gynecological  Society,  April,  1903 


fined  myself  to  a  consideration  of  the  tubes,  be- 
lieving that  a  discussion  of  some  of  the  present 
methods  of  dealing  with  these  structures  might 
be  of  benefit  to  us. 

The  question  before  us  then  is,  how  shall  we 
deal  with  those  tubes  which  are  suffering  from 
conditions  classified  genericallv  under  the  name 
salpingitis,  but  which  clinically  present  various 
degrees  of  pathology. 

The  conditions  most  commonly  found  are : 
First,  Pyosalpinx;  second,  Salpingitis,  in  which 
there  may  or  may  not  be  a  few  drops  of  pus, 
with  the  fimbriated  end  of  the  tube  open  or 
closed ;  third,  those  cases  in  which  there  is  more 
or  less  thickening  of  the  tube  or  interstitial  sal- 
pingitis ;  fourth,  those  cases  where  the  tube  is 
not  diseased  but  is  bent  and  bound  down  by  ad- 
hesions. 

From  an  etiological  viewpoint  we  find  that  any 
One  of  these  clinical  pictures  may  be  caused  by 
various  micro-organisms.  Andrews,  out  of  684 
cases  reported  by  various  authors,  found  55% 
sterile,  22%  due  to  the  gonococcus,  12%  due  to 
the  staphylococcus  and  streptococcus,  Colon  ba- 
cilli 2.5,  saphrophytes  6%.  Robb,  in  21  cases, 
found  the  gonococcus  6  times  and  the  staphylo- 
and  streptococci  9  times.  Clinically  we  find  a 
puerperal  or  gonorrhceal  history  in  a  large  pro- 
portion of  the  cases.  Robb,  in  an  analysis  of 
237  cases,  got  a  history  of  labor  or  abortion  in 
95,  and  of  gonorrhoea  in  51.  In  Dr.  MacEvitt's 
service  at  St.  Mary's,  out  of  90  cases  of  purulent 
disease  in  the  pelvis,  35  were  puerperal,  and  26 
gave  a  more  or  less  gonorrhceal  history ;  29  were 
negative.  The  infection  in  the  puerperal  cases 
is  mostly  due  to  the  staphylo-  and  strepto-cocci. 

Pryor,  in  a  number  of  examinations,  found  the 
streptococcus  frequently  in  pure  cultures  in  the 
peritoneal  fluid. 

Other  things  being  equal,  we  allow  the  etio- 
logical factor  considerable  weight  in  determining 
the  course  of  treatment  to  be  pursued,  particu- 
larly in  the  acute  cases.  In  the  first  class,  follow- 
ing abortion  or  labor,  we  find,  as  a  rule,  intra- 
peritoneal pus  in  the  cul-de-sac,  with  a  purulent 
salpingitis  or  a  pus-tube,  the  whole  walled  off 
by  numerous  adhesions  from  the  general  peri- 
toneal cavity.  On  vaginal  examination  we  find 
the  uterus  fixed  with  a  mass  on  one  or  both  sides 
of  that  organ,  as  the  case  may  be,  and  a  harden- 
ing in  the  posterior  fornix.  On  such  patients,  at 
St.  Mary's  Hospital,  we  prefer  to  do  a  posterior 
colpotomy,  making  a  good-sized  opening  into 
the  cul-de-sac,  and  then  going  in  with  the  finger 
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and  breaking  up  all  pockets  of  pus,  packing  well 
with  gauze,  and  draining.  Although  Price  char- 
acterizes this  procedure  as  a  sign  of  surgical 
cowardice  and  incompetence. 

Our  reasons  for  doing  so  are :  First,  the  pus 
is  walled  off  from  above,  and  the  risk  of  in- 
fecting the  peritoneum  with  germs  whose  viru- 
lence is  well  known  is  markedly  less ;  second, 
these  cases  are  frequently  in  bad  shape,  and  the 
ease  and  speed  with  which  the  pus  can  be  reached 
and  the  slighter  shock  are  important  consider- 
ations ;  third,  the  mortality  is  much  lower — about 
2%  by  vaginal  incision  and  10%  to  30%  by  ab- 
dominal. Stone,  in  17  cases  by  abdomen,  had 
5  deaths.  Noble,  out  of  6  cases,  had  4  deaths. 
At  St.  Mary's,  our  mortality  is  somewhat  higher 
by  vaginal  incision  than  above  mentioned.  We 
lost  2  cases  out  of  35,  but  it  may  be  said  in  ex- 
planation of  this  mortality  that  we  refused  no 
case.  Some  of  the  patients  we  operated  on  were 
almost  moribund  at  the  time ;  but  as  we  have  seen 
almost  miraculous  recoveries  occur,  we  feel  that 
all  should  be  given  a  chance.  There  are  very  few 
operators,  we  believe,  who  would  dare  to  lapar- 
otomize  some  of  these  cases.  Fourth,  the  ulti- 
mate results  are  good.  We  have  never  had  to  re- 
operate  on  a  puerperal  case.  One  case  which  I 
have  followed  now  for  a  year  has  a  somewhat 
painful  adherent  scar  in  the  vagina.  Noble,  out 
of  58  cases,  never  had  to  perform  a  second  oper- 
ation. Pryor  rarely.  Goldspohn,  in  something 
under  10%  of  his  puerperal  cases. 

Where  the  gonococcus  is  the  aggressive  agent 
we  find  very  similar  pathological  conditions  to 
those  just  described.  One  would  naturally  sur- 
mise that  the  treatment  would  be  the  same,  but 
here  I  think  we  are  confronted  by  an  entirely 
different  prognosis,  due  to  the  different  etiologo- 
cal  factor.  The  gonococcus  is  not  virulent,  like 
the  streptococcus,  and  it  acts  in  a  different 
manner.  It  is  not  liable  to  cause  general  peri- 
tonitis if  it  is  spilled  during  the  operation.  On 
the  other  hand,  its  course  in  the  tubes  is  exceed- 
ingly chronic,  and  it  has  a  great  tendency  to  light 
up  at  times  and  cause  adhesions,  and  consequent 
distortion  and  pain.  The  question  of  leaving 
such  tubes  in  or  taking  them  out  becomes  of  con- 
siderable importance,  and  depends  for  its  solu- 
tion on  the  imminent  mortality  and  subsequent 
morbidity  of  the  various  procedures.  In  the  class 
we  are  now  describing,  posterior  colpotomy  has 
to  its  credit  a  very  low  percentage  of  deaths  due 
to  the  operation,  probably  less  than  one  per  cent. 
As  to  sequelae,  our  fellow,  Dr.  Polak,  out  of  29 


cases  of  gonorrhceal  salpingitis  whose  subsequent 
history  he  learned,  had  good  results  in  27,  re- 
operation in  2.  In  the  first  of  these  cases,  ad- 
hesions had  all  disappeared.  One  tube  was  pa- 
tent ;  the  other  showed  a  hydro-salpinx.  In  the 
second  case,  the  operation  was  for  appendiceal 
trouble.  Beyond  a  saculatiou  of  the  tight  tube, 
nothing  pathological  was  found. 

Other  operators  have  not  been  so  fortunate. 
Hall  had  to  re-operate  on  all  his  cases  of  gon- 
orrhceal pus-tubes  opened  through  the  vagina. 
Hayd  had  a  like  experience.  Carstens  re-oper- 
ated on  about  25%  of  his  cases.  J.  Gurney  Will- 
iams says  that  from  25%  to  50%  is  about  the  cor- 
rect number  who  return  for  re-operation.  Chas. 
Cumstom  Greene  says  that  formerly  he  thought 
the  vaginal  incision  was  the  proper  treatment  of 
these  cases,  but  lately  he  had  to  perform  local  hys- 
terectomy on  a  number  of  "cures"  which  he  had 
previously  reported.  And  so  the  list  could  be  con- 
tinued. On  the  whole,  it  seems  to  me  that  the 
weight  of  evidence  is  against  vaginal  incision  in 
gonorrhceal  cases.  Vaginal  removal  has  its  advo- 
cates. At  St.  Mary's  Hospital,  however,  we  prefer 
to  attack  these  conditions  through  the  abdomen. 
Out  of  55  cases  of  pus  in  the  pelvis  laparotomized, 
we  have  had  one  death,  and  this  a  case  complicated 
by  appendicitis  and  general  peritonitis  at  the  time 
of  operation.  As  far  as  we  know,  our  morbidity 
is  small.  No  case  has  ever  returned  for  re-opera- 
tion. That  there  have  been  some  poor  results 
I  have  no  doubt,  because  the  method  we  have 
heretofore  used  has  given  a  certain  percentage 
of  failures  at  the  hands  of  other  operators.  It 
has  been  our  custom  to  ligate  the  tube  about  % 
of  an  inch  from  the  cornu  of  the  uterus,  and  cut 
off  outside  the  ligature,  thus  leaving  a  part  of 
the  diseased  structure  in  the  belly.  We  then 
touch  the  stump  with  carbolic  acid  and  suture 
the  peritoneum  over  it.  Reported  cases  show 
that  this  stump  has  often  given  rise  to  adhesions 
and  subsequent  pain.  Schauta,  out  of  189  double 
ablations,  found  34  stump  exudates.  It  has  also 
been  shown  by  Bovee  that  the  stump  is  liable  to 
reopen  and  new  infection  give  rise  to  further 
trouble.  The  present  method  of  removing  the 
entire  tube  with  a  wedge-shape  piece  of  the  uterus 
seems  to  be  a  much  more  rational  procedure. 

The  percentage  of  cures  by  abdominal  section 
varies  within  considerable  limits.  Trueb,  in  his 
argument  for  colpotomy,  gives  from  the  results 
of  numerous  operators  from  56%  to  92%  com- 
plete relief,  and  the  mortality  in  1,600  cases  from 
5%  to  6°/o.    It  must,  however,  in  justice  he  said 
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that  Trueb's  statistics  covers  no  period  later  than 
[896,  and  that  technic  lias  much  improved  since 
then.  Harris,  removing  the  entire  tube  in  150 
cases,  reports  complete  cures  in  nearly  all  of 
them. 

In  a  case  of  one-sided  pyo-salpinx,  what  shall 
be  clone  with  the  other  tube.  The  results  of  dif- 
ferent operators  present  such  a  lack  of  uniformity 
that  it  is  exceedingly  difficult  to  formulate  any 
hard  and  fast  rule.  Some  years  ago  Lawson 
Tait  gave  the  dictum  that  where  there  was  one 
pus-tube  the  other  should  be  exsected.  Hall  says 
that  in  every  case  due  to  gonorrhoea  where  the 
other  tube  was  bound  down  by  adhesions,  even 
if  it  contained  no  pus,  he  had  to  operate  a  second 
time.  Shoemaker  removes  both  tubes ;  believes 
conservatism  out  of  place.  Noble,  Price,  Norris, 
and  Johnson  are  a  few  of  the  others  who  do  like- 
wise. Pozzi  removes  both  almost  always,  but  in 
view  of  the  recent  conservative  results  is  in- 
clined to  be  a  little  cautious  about  laying  it  down 
as  an  absolute  rule.  At  St.  Mary's  Hospital,  if 
we  have  removed  one  tube  for  purulent  disease, 
we  remove  the  other,  if  the  patient  is  elderly,  if 
the  tube  is  much  diseased,  even  if  it  contains  no 
pus ;  or  if  it  is  closed  and  bound  down  by  ad- 
hesions. We  endeavor  to  save  it  if  the  patient 
is  a  young  woman  desirous  of  pregnancy.  We 
do  this  if  the  tube  is  only  slightly  diseased,  or 
if  it  is  patulous,  even  if  it  is  bound  down  by  ad- 
hesions. As  far  as  I  know,  pregnancy  has  not- 
taken  place  in  any  of  these  cases. 

In  those  cases  of  purulent  salpingitis  in  which 
there  is  no  sacto-salpinx,  and  in  which  the  fim- 
briated end  of  the  tube  may  be  open  or  closed, 
there  has  been  considerable  discussion  as  to  the 
proper  treatment.  Numerous  methods  have  been 
devised  in  order  that  the  tube  may  be  left.  Some 
break  up  adhesions,  open  the  fimbriae,  and  wash 
out  the  tube  with  various  solutions.  Others  slit 
up  the  tube,  or  exsect  portions  of  it,  and  stitch 
(he  mucus  to  the  peritoneal  tube.  Polk,  the 
earliest  in  this  field,  has  reported  good  results, 
which  are  doubtless  well  known  to  you.  Out  of 
40  cases  of  distinctly  tubal  work,  all  have  done 
well.  In  pus-tube  Polk  does  not  do  conservative 
work,  and  advises  removal.  Dudley,  in  the  same 
line,  has  something  like  185  cases  to  his  credit 
in  his  last  report,  and  believes  his  results  justify 
him  in  continuing  even  in  acute  gonorrheeal 
cases.  Goldspohn  and  Pryor  have  done  similar 
operations  through  the  vagina.  The  results  vary 
even  among  the  adherents  of  these  preservative 
operations.   Clark  reports  eight  cases  ;  relief  com- 


plete in  5,  partial  in  3.  Burrage,  out  of  28  cases 
of  tube-ovarian  abscess  in  which  he  did  con- 
servative work  on  the  other  tube,  had  16  good 
results  and  12  poor.  On  the  other  hand,  many 
operators  who  have  conserved  the  tube  in  the 
past  have  ceased  to  do  so.  Norris,  out  of  28 
cases  in  which  he  learned  the  results,  gives  the 
following  figures:  35%  failed  to  be  benefited, 
15%  had  to  undergo  secondary  operation,  30% 
improved,  20%  suffer  no  discomfort.  Baldy  did 
conservative  work  on  tubes  in  9  cases  with  no 
relief.  He  concludes,  in  all  cases  where  tubes 
are  closed,  remove.  If  there  are  adhesions  only, 
may  leave.  Bantock  concludes  that  in  either 
acute  or  chronic  salpingitis  it  is  advisable  in  the 
great  majority  of  cases  to  do  the  double  oper- 
ation, and  that  salpingostomy  has  no  claims  to  be 
regarded  as  worthy  of  acceptance.  Coe  has  al- 
ways exsected  diseased  tubes,  believing  that  they 
are  foci  of  infection  which  should  not  be  allowed 
to  remain  on  the  slight  hope  of  pregnancy. 

It  would  seem  as  though  there  would  have  to 
be  further  researches  to  determine  exactly  when 
it  is  safe  to  leave  the  tubes. 

More  careful  clinical  diagnoses  will  have  to  be 
made,  and  a  separation  of  the  various  kinds  of. 
salpingitis,  with  a  more  careful  classification  of 
the  reported  cases. 

There  is  only  one  reason  for  saving  the  tube 
in  any  case,  and  that  is  the  possibility  of  future 
pregnancy.  Women  have  borne  children  under 
the  most  untoward  conditions,  and  here  we  have 
no  exception.  Pregnancy  has  followed  double 
pus-tubes,  as  shown  by  Isaac.  Bovee  has  the 
literature  of  cases  which  occurred  after  the  re- 
moval of  both  tubes,  but  these  are  so  rare  as  to 
be  remarkable  phenomena. 

As  a  practical  question.  Do  the  results  known 
thus  far  justify  us  in  preserving  the  tube  in  any 
purulent  case?  If  so,  what  kind  of  tubes  may 
we  save  with  a  reasonable  hope  of  health  and 
function  being  restored?  An  examination  of 
over  200  cases  of  conservative  tubal  operations, 
which  I  made,  show  that  there  is  a  certain  class 
in  which  a  reasonable  number  of  complete  re- 
coveries, together  with  a  fair  percentage  of  preg- 
nancies, may  be  expected.  In  practicallv  all  of 
the  reported  cases  where  the  woman  became 
pregnant,  it  will  be  found  that,  without  regard 
to  the  character  of  the  disease  on  the  other  side, 
one  tube  was  patent  at  the  time  of  the  operation, 
and  had  few  adhesions.  In  almost  no  case  where 
the  fimbriae  were  closed  did  conception  occur. 
In  purulent  gonorrheeal  cases,  even  if  the  tube  is 
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patent,  pregnancy  's  hardly  to  be  expected,  and 
the  liability  of  future  infection  of  the  tube  is 
very  great. 

My  conclusions  are :  that  gonorrhceal  patients 
are  the  poorest  subjects  for  conservative  work; 
that  opening  the  fimbriae  and  slitting  up  the  tube 
cannot  be  expected  to  result  in  pregnancy ;  that 
freeing  patent  tubes  from  adhesions  and  raising 
them  in  the  pelvis  are  the  only  conservative  pro- 
cedures which  give  results  at  all  satisfactory. 


NASAL  OCCLUSION  IN  ITS  ETIOLOGICAL  RELATION 
TO  GENERAL  DISEASES.* 

BY  ALEX  C.  HOWE,  M.D. 

Xasal  occlusion  that  interferes  with  free  respi- 
ration through  the  nose,  all  or  part  of  the  time, 
is  a  factor  in  many  systemic  diseases  that  is  fre- 
quently overlooked.  Air  starvation  due  to  poor 
ventilation  is  recognized  at  once  as  a  factor  in 
many  cases.  But  air  starvation  of  an  even  greater 
degree,  due  to  nasal  occlusion,  is  frequently  over- 
looked. The  child  or  adult  that  sleeps  all  night 
with  open  mouth  or  goes  about  all  day  in  same 
condition,  shows  varying  evidences  of  air  star- 
vation, such  as  anemia,  relaxed  muscles  and 
flabby  tissue.  Their  faces  and  actions  indicate 
mental  and  physical  inertia.  The  distressed  and 
labored  sleep  of  a  mouth-breather  causes  him  to 
rise  unrefreshed  and  heavy  in  the  morning.  This 
lack  of  complete  rest  affects  the  sufferer's  general 
condition.  He  loses  nerve  tone  and  muscular 
tone.  Circulation  is  depressed.  The  muscular 
activity  of  the  digestive  tract  is  lessened  and  pos- 
sibly the  glandular  activity  is  diminished.  The 
relaxed  muscles  may  aggravate  any  tendency  to 
enteroptosis.  These  conditions  give  rise  to  gas- 
tric catarrh  and  dilatation,  due  to  prolonged  re- 
tention of  food  in  the  stomach.  The  sluggish 
intestinal  peristalsis  causes  varying  degrees  of 
constipation  and  intestinal  fermentation. 

I  have  bad  occasior  luring  the  past  five  years 
to  remove  a  large  nt^iber  of  polyps  from  the 
nose  of  a  man  about  forty  years  of  age.  During 
the  time  the  polyps  cause  complete  nasal  occlu- 
sion he  becomes  progressively  anemic,  dyspeptic 
and  lethargic.  When  full  nasal  respiration  is  re- 
stored his  general  improvement  begins  at  once. 
The  same  condition  is  seen  in  children  who  are 
mouth-breathers.  They  are  anemic,  irritable,  in- 
disposed to  activity,  finicky  about  their  eating, 
with  recurrent  attacks  of  indigestion  and  con- 
stipation— the  so-called  bilious  attacks  of  chil- 
dren.   As  soon  as  4  to  8  hours  after  operation 

•Read  at  a  meeting  of  the  Long  Island  Medical  Society,  M arch 
7.  '905. 


they  will  frequently  beg  for  food  and  their  irri- 
tability disappears. 

Coupled  with  this  lack  of  nervous  and  mus- 
cular tone,  is  a  condition  of  sub-oxidation  that 
could  easily  of  itself  account  for  those  conditions. 
The  anemia  in  mouth-breathers  or  those  with 
diminished  nasal  respiration  is  probably  the  re- 
sult of  intestinal  fermentation  and  the  presence 
of  sub-oxidized  materials  in  the  circulation.  Sub- 
oxidation  makes  its  presence  known  in  various 
ways ;  such  as  rheumatism,  gout,  lithemia,  etc. 
I  would  not  be  understood  as  claiming  that  an  oc- 
cluded nares  is  always  the  cause  or  even  is  always 
associated  with  these  conditions.  I  would,  how- 
ever, urge  that  when  these  conditions  present 
themselves,  the  freedom  of  the  nasal  respiration 
be  determined.  Nasal  occlusion  to  the  extent 
that  causes  mouth-breathing  is  not  necessary  to 
cause  air  starvation.  For  many  suffer  from  di- 
minished nasal  respiration  that  are  totally  un- 
conscious that  they  rarely  have  more  than  one 
side  of  their  nose  in  use  at  any  time.  It  is  the 
slight  but  prolonged  interference  with  free  nasal 
respiration  that  causes  many  of  these  conditions 
of  sub-oxidation,  or  is  the  one  obstacle  in  their 
improvement  under  treatment.  I  do  not  consider 
gout  and  rheumatism  and  their  allied  conditions 
as  diseases,  but  as  symptoms  or  expressions  of 
the  great  fundamental  cause  of  almost  all  chronic 
nutritive  or  glandular  diseases — sub-oxidation. 
Chronic  nephritis,  when  not  due  to  alcohol,  is 
generally  a  result  of  chronic  sub-oxidation.  The 
same  with  chronic  diseases  of  the  other  glands. 
W  hy  is  it  not  also  the  primary  cause  of  most  of 
the  cases  of  neurasthenia,  melancholia  and  the 
numerous  nervous  symptoms  that  the  so-called 
society  women  burden  us  with. 

The  following  case  indicates  the  increased  ox- 
idation due  to  increasing  nasal  respiration.  I 
removed  a  large  pedunculated  post-nasal  lym- 
phoid from  a  woman  of  28.  She  had  been  a 
mouth-breather  when  a  child,  but  had  not  been, 
during  the  day,  since  she  was  about  17.  At  the 
time  of  operation  she  weighed  about  178.  With- 
out the  loss  of  much  blood  at  the  time  of  the 
operation,  without  change  in  diet  or  manner  of 
living,  she  lost  19  pounds  within  the  following 
two  months.  Her  weight  remained  about  158 
to  160  for  three  years  and  did  not  increase  till 
after  she  began  to  use  beer  rather  regularly  with 
her  meals.  When  that  was  stopped,  her  weight 
returned  to  what  was  apparently  her  normal 
weight,  158  pounds.  This  rapid  loss  of  weight, 
following  the  operation,  can  only  be  explained  by 
greater  oxidation,  due  to  better  nasal  respiration. 
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TRANSACTIONS  OF  SOCIETIES. 


THE   MEDICAL   SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  May  16,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

There  were  about  150  present. 

The  meeting  was  called  to  order  and  the 
minutes  of  the  previous  meeting  read  and  ap- 
proved. 

REPORT  OF  COUNCIL. 

The  following  resolutions  adopted  by  the  Coun- 
cil were  presented  and  read  by  the  Secretary : 

At  the  last  meeting  of  the  Council  of  the  Med- 
ical Society  of  the  County  of  Kings,  held  May 
10,  1905,  Dr.  French  moved  that,  inasmuch  as  the 
District  Attorney  had  displayed  a  willingness  to 
prosecute  illegal  practitioners,  provided  sufficient 
evidence  was  obtained ;  therefore  be  it 

Resolved,  That  the  Council  decide  to  employ 
two  detectives  to  be  paid  by  a  fund  raised  by  sub- 
scriptions from  members  of  the  Society,  to  prose- 
cute illegal  practitioners ;  and,  further  be  it 

Resolved,  That  a  committee  of  three  be  ap- 
pointed to  take  this  matter  in  charge.  This 
motion  was  duly  made  and  carried,  and  the  Pres- 
ident appointed  Drs.  French,  Webster  and  War- 
basse. 

The  Secretary  was  ordered  to  present  these 
resolutions  to  the  Society. 

On  motion,  duly  made  and  seconded,  the  reso- 
lutions were  adopted  by  the  Society. 

The  following  candidates  for  membership  have 
been  accepted  by  the  Council : 

W.  W.  Colby,  717  Halsey  St. 

P.  G.  Taddiken,  Long  Island  State  Hospital. 

APPLICATIONS  FOR  MEMBERSHIP. 

Application  for  membership  has  been  received 
from 

Paul  Kavenagh,  136  South  Ninth  St.,  Bellevue, 
1904.    Proposed  by  Membership  Committee. 

ELECTION  OF  MEMBERS. 

The  following  having  been  duly  proposed  and 
accepted  by  the  Council  were  declared,  by  the 
President,  elected  to  active  membership : 

Stanislaw  J.  Altier,  6  Sumner  Ave. 

John  L.  Crofts,  295  Jefferson  Ave. 

John  J.  Dooling,  256  Tompkins  Ave. 

William  J.  Flannery,  238  Arlington  Ave. 

David  Gingold,  53  Sumner  Ave. 

Albert  J.  Keenan,  1146  Park  Place. 


Thomas  J.  Patterson,  87  Williams  St. 
Victor  H.  Pentlarge,  198  Eighth  Ave. 
William  Pfeiffer,  377  McDonough  St. 
Owen  M.  Waller,  762  Herkimer  St. 
William  H.  Wogdom,  241  McDonough  St. 

DECEASED  MEMBERS. 

The  Historical  Committee  reported  the  death 

of 

Heber  Nelson  Hoople,  A.B.,  M.D.,  University 
Toronto,  1885,  also  Bellevue,  1885  ;  member  1888 
to  1905 ;  died  May  8,  1905. 

Dr.  John  E.  Sheppard,  on  behalf  of  Mrs.  Bart- 
lett,  presented  to  the  Society  a  magnificent  por- 
trait painting  in  oil  of  the  late  Dr.  Homer  L. 
Bartlett,  Chairman  Historical  Committee,  1898- 
1899,  Vice-President  of  the  Society  in  1865,  and 
member  from  1859  to  date  of  death. 

The  portrait  was  hung  upon  the  wall  in  the 
meeting  room,  and  was  then  unveiled. 

The  President  accepted  the  portrait  on  behalf 
of  the  Medical  Society  of  the  County  of  Kings. 

SCIENTIFIC  PROGRAM. 

Paper:  "The  History  of  the  House  and  Its 
Relation  to  Health,"  by  George  M.  Gould,  A.M., 
M.D.,  Philadelphia,  Pa. 

A  motion  was  made  and  seconded  that  a  vote 
of  thanks  be  tendered  to  Dr.  Gould  for  his  cour- 
tesy and  for  the  entertaining  lecture  delivered. 
The  motion  was  carried  by  a  rising  vote. 

The  meeting  then  adjourned. 

John  A.  Lee, 

Secretary. 
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Henry  G.  Webster,  M.D.,  Editor. 


455TH  Regular  Meeting,  January  12,  1905. 

The  President,  J.  C.  MacEvitt,  M.D.,  in  the 
Chair. 

report  of  case:   abdominal  hemorrhage  of 
unrecognized  origin, 
dr.  c.  h.  terry. 
Notes  read  by  Dr.  Lee. 

REPORT  OF  CASE:  HEMATOSALPINX. 

Dr.  F.  J.  Snoop  reported  the  case  of  a  woman 
aged  36,  married,  no  specific  or  gonorrheal  his- 
tory, previous  history  of  premenstrual  pain,  very 
severe  ever  since  beginning  menstrual  life;  al- 
ways constipated. 
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She  first  came  under  his  observation  January 
10.  1904,  complaining  of  post-menstrual  and 
inter-menstrual  pain,  menorrhagia  and  occasional 
metrorrhagia.  Examination  showed  a  tumor  of 
the  left  ovary  and  tube,  blocking  up  around  the 
broad  ligament  on  the  right  side,  and  retroversion. 
Operation  was  advised  but  deferred  by  the  pa- 
tient. 

September  7,  1904,  she  had  a  very  severe  at- 
tack of  ovarian  neuralgia,  pain  principally  on  the 
right  side,  but  extending  over  the  lower  part  of 
the  abdomen. 

December  21,  1904,  she  suffered  from  an  attack 
of  grippe  and  return  of  all  former  pain  symptoms 
much  aggravated,  bowels  obstructed  and  much 
difficulty  in  relieving  them.  She  finished  her 
last  menstruation  January  9,  1905,  and  entered 
the  hospital  January  10  for  operation.  To  her 
knowledge  she  was  never  pregnant  nor  missed 
any  menstruations. 

Operation  revealed  a  mass  of  adhesions  on  the 
right  side  involving  the  head  of  the  colon,  ap- 
pendix, two  or  three  coils  of  intestine,  ovary  and 
tube  and  upper  part  of  bladder ;  on  the  left  side 
a  hematosalpinx,  and  an  enlarged  ovary  and  ad- 
hesions to  sigmoid.  After  careful  dissection  and 
ligating  dense  adhesions,  both  ovaries  and  tubes 
and  appendix  were  removed,  the  latter  having  a 
club-shaped  end.  The  uterus  was  apparently 
normal,  so  he  did  a  ventro  fixation. 

Cutting  open  the  left  tube  reveals  it  filled  with 
a  fluid  consisting  of  dark,  brownish  blood. 

PATHOLOGY  OF  VESICAL  CALCULUS.     BY  DR.  T.  H. 
DEXTER. 

See  page  238  of  this  Journal. 

REMARKS  ON  STONE  IN  THE  BLADDER:    REPORT  OF 
AN  ANOMALOUS  CASE  :  SKIAGRAPH. 
BY  DR.  A.  T.  BRISTOW. 

Discussion. 

Dr.  G.  R.  Fowler  said  that  Dr.  Bristow's 
paper  and  the  case  which  he  related  was  one  cal- 
culated to  turn  our  thoughts  in  the  direction  of 
the  difficulties,  upon  occasion,  of  diagnosing  stone 
in  tlie  bladder.  As  Dr.  Bristow  had-  remarked, 
in  children,  either  from  the  anatomical  location 
of  the  bladder,  or  from  some  other  reason,  the 
suspicion  of  stone  is  quickly  aroused  by  the  fact 
that  the  pain  traveling  along  the  urethra  and  in 
the  direction  of  the  glans  penis  leads  to  pulling 
at  the  prepuce  following,  and,  in  fact,  during, 
urination,  and  the  child  gives  very  decided  evi- 
dence of  the  presence  of  pain. 

There  is  another  symptom  which  he  had  ob- 
served rather  frequently,  and  that  is  the  exist- 


ence of  a  prolapsed  rectum,  or  prolapse  more 
properly  speaking,  with  more  or  less  eversion  of 
the  mucous  membrane  of  the  rectum  occurring 
in  connection  with  a  vesical  tenesmus  and  coinci- 
dent rectal  tenesmus.  That  is  sometimes  quite 
pronounced,  and  in  fact  in  the  case  of  adults 
also  it  is  a  symptom  which  is  not  infrequent- 
ly present.  This  irritability  or  greater  sensi^ 
tiveness  of  the  bladder  in  children  is  illustrated 
also  in  connection  with  this  viscus,  when  it 
becomes  necessary  to  do  a  perineal  section  for 
conditions  other  than  stone  in  the  bladder.  In 
fact  we  do  perineal  sections  seldom  now  for 
stone  in  the  bladder  in  children.  He  was  re- 
minded of  this  by  a  case  which  came  recent- 
ly in  his  hospital  service,  of  a  boy  of  twelve, 
who  in  playing  football  came  in  violent  collision 
with  the  head  of  a  comrade,  with  the  result  of 
suffering  a  so-called  fracture  of  the  penis,  really 
a  fracture  of  the  corpus  cavernosum  of  one  side, 
this  being  forced  strongly  against  the  pubic  bone 
and  resulting  in  a  rupture.  He  complained  at 
first  of  pain,  but  after  urinating  some  time  ex- 
travasation took  place,  showing  the  corpus  caver- 
nosum had  ruptured.  Finally  a  communication 
resulted  between  the  corpus  spongiosum  and  the 
urethra  and  then  into  the  tissues  on  the  side — 
rather  a  rare  condition  of  affairs  occurring  in 

O 

this  way  and  in  so  young  a  child.  This  necessi- 
tated the  performance  of  perineal  section,  and  it 
was  surprising  how  extremely  irritable  the  base 
of  the  bladder  was  to  the  presence  of  the  perineal 
drainage  tube.  It  was  with  great  difficulty  and 
only  with  the  use  of  opium  that  they  were  enabled 
to  keep  the  tube  in  the  bladder  long  enough  to 
permit  the  infection,  which  had  taken  place  in 
the  corpus  cavernosum,  to  be  relieved.  This 
was  not  due  to  the  fact  that  the  anatomical  con- 
ditions favored  it  particularly,  because  the  child 
was  lying  in  bed,  but  it  does  occur  from  the  in- 
creased sensitiveness  of  the  vesical  neck  and  the 
presence  of  annoying  calculus,  drainage  tube,  or 
what  not. 

The  difficulties  of  diagnosis  are  always  in- 
creased where  the  patient  refuses  to  take  an 
anesthetic.  He  remembered  a  case  coming  under 
his  care  some  years  ago,  in  which  Dr.  Rockwell 
had  attempted  to  make  a  diagnosis,  but  which 
failed  because  of  the  irritable  condition  of  the 
patient's  bladder.  He  had  repeatedly  passed  the 
ordinary  searcher  and  had  failed  to  find  the  stone, 
and  yet  was  convinced  the  stone  was  present.  The 
man  refused  an  anesthetic  and  went  to  Dr.  Gou- 
ley,  who  had  the  same  experience.   He  then  went 
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to  Dr.  Hutchinson,  and  he  had  the  same  experi- 
ence with  him. 

When  he  came  under  Dr.  Fowler's  care,  with 
these  three  experiences,  he  was  rather  more  willing 
to  listen  to  the  suggestion  of  taking  an  anesthetic. 
He  was  taken  to  the  hospital,  an  anesthetic  ad- 
ministered and  the  evidence  of  stone  found.  This 
was  many  years  ago  before  the  choice  of  opera- 
tions had  narrowed  itself  down,  as  at  the  present 
day,  between  suprapubic  cystotomy  and  lithotrity, 
and  the  lateral  and  the  median  perineal  section 
were  then  in  vogue,  so  he  proceeded  to  do  a 
median  perineal  section  and  removed  five  large 
stones  from  the  bladder.  The  patient  made  a 
good  recovery  and  left  the  hospital,  but  returned 
in  three  months  complaining  of  the  same  symp- 
toms, and  again  on  making  perineal  section  and 
investigating  the  bladder,  the  Doctor  found  he 
had  overlooked  a  stone,  so  that  even  with  an 
anesthetic,  the  perineum  open  and  his  finger  in 
the  bladder  and  removing  five  stones  with  all  the 
care  that  could  be  exercised  in  the  premises  a 
stone  got  away  from  the  operator. 

That  cases  may  go  on  a  long  time  with  a  stone 
and  the  presence  of  the  stone  be  not  suspected 
was  illustrated  very  forcibly  in  a  case  that  came 
under  his  care  a  number  of  years  ago.  He  was 
ailed  to  see  a  man  18  years  of  age,  who  was  said 
to  be  suffering  from  kidney  disease  all  his  life. 
The  symptom  which  presented  most  forcibly  was 
a  constant  dribbling  of  urine  from  the  perineum. 
The  doctor,  upon  passing  his  finger  across  the 
point  where  the  trouble  was  coming  from,  felt  a 
roughened  surface,  and  upon  further  investiga- 
tion he  found  there  was  a  large  calculus  in  the 
perineum  that  was  actually  ulcerating  through  ; 
and  the  story  that  he  had  this  since  he  was  two 
years  old,  and  that  this  had  existed  for  15  years, 
seems  almost  incredible ;  but  what  seems  more 
incredible  still  was  the  fact  (the  people  belonged 
to  the  Christian  Science  sect)  that  operation  was 
refused,  and  the  boy  actually  died  with  this  large 
calculus  embedded  in  his  perineum,  which  was 
trying  to  deliver  itself  through  a  fistulus  opening. 

That  the  diagnosis  may  sometimes  be  confused 
by  the  history  of  stones  having  recently  been  re- 
moved from  the  bladder  is  exemplified  by  a  case 
now  in  his  service  at  the  Methodist  Episcopal 
Hospital.  A  man  was  brought  in  who  had  a 
history  of  having  had  a  stone  removed  by  the 
suprapubic  route  in  the  past  six  months,  and  that 
the  opening  had  healed  and  broken  down  repeat- 
edly. Finally  he  came  into  the  hospital  to  have 
the  opening  closed.  An  investigation  at  that  time 
showed  simply  this  fistulous  opening,  and  nothing 


more  was  suspected  until  just  previous  to  opera- 
tion. After  being  prepared  for  operation,  it  was 
deemed  expedient  to  investigate  further,  and  this 
revealed  the  presence  of  two  large  stones,  which 
had  apparently  formed  in  six  months,  or  since  a 
suprapubic  lithotomy  had  been  performed. 

It  sometimes  occurs  in  confusion  of  the  diagno- 
sis that  there  is  a  combination  of  neoplasm  and 
calculus  material,  indeed,  if  not  actually  a  stone 
in  the  bladder.  This,  perhaps,  most  of  us  have 
seen  where  patients  have  been  the  subjects  of  the 
ordinary  papilloma  of  the  bladder  and  calculous 
material  from  the  urine  has  become  entangled 
in  the  papillomatous  masses,  and  then  in  time 
occur  symptoms  of  vesical  calculus  with  more  or 
less  hemorrhage,  the  hemorrhage  being  due  to 
the  presence  of  the  neoplasm,  while  the  symptoms, 
the  vesical  irritability,  vesical  tenesmus,  etc.,  are 
due  to  the  presence  of  the  calculus  material  it- 
self, the  latter  coming  on  late  in  the  case. 

As  to  the  choices  of  operation,  Dr.  Bristow's 
case  fully  illustrated  the  importance  of  choosing 
the  route  by  which  the  most  rapid  healing  can 
take  place.  Usually,  in  a  bladder  known  to  be 
healthy  and  a  stone  known  to  be  small,  it  is  said 
that  lithotrity  is  the  operation  of  choice.  It  is 
very  certain  that  a  large  stone  and  a  hard  stone 
requiring  the  use  of  exceptionally  heavy  lithot- 
rites,  and  above  all  those  occurring  in  a  diseased 
condition  of  the  bladder,  will  contraindicate  litho- 
trity and  demand  lithotomy.  Dr.  Fowler  thought 
the  so-called  high  operation  of  suprapubic  lithot- 
omy is  the  best  operation.  Unless  one  is  crack- 
ing stones  in  the  bladder  constantly,  it  is  not 
easy  to  grasp  the  stone  and  break  it  in  the  proper 
manner  at  the  first  time,  and  the  greater  number 
of  attempts  are  made,  the  more  easily  failure 
follows,  until  finally  one  or  more  fragments  may 
be  left  behind  in  spite  of  the  most  careful  and  fre- 
quently repeated  washings.  On  the  other  hand, 
with  suprapubic  cystotomy,  without  the  use  of 
dissection  of  the  bladder,  without  the  use  of  the 
colpeurynter,  but  simply  making  the  incision  suf- 
ficiently low — he  usually  commences  a  little  below 
the  level  of  the  symphysis,  and  in  fact  encroaches 
somewhat  upon  the  pubic  bone  in  the  primary 
incision,  so  as  to  be  sure  to  get  all  the  available 
space  possible  to  open  the  bladder  below  the  re- 
flection of  the  peritoneum,  and  he  has  never  even 
seen  the  peritoneum,  much  less  wounded  it,  since 
he  has  adopted  this  method  of  operation.  Retzius' 
space  is  usually  easily  opened,  the  hemorrhage 
is,  almost  nil,  particularly  if  blunt  dissection  be 
employed  at  this  point  instead  of  incision  with  a 
large  scalpel ;  the  bladder  is  easily  reached  and 
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can  be  steadied  by  a  couple  of  tractor  sutures 
passed  through  its  walls,  incised  with  a  quick 
thrust  of  the  pointed  bistoury,  so  as  to  be  sure 
the  mucous  membrane  is  divided  at  once,  the  in- 
cision enlarged  sufficiently  to  permit  the  stone  to 
be  grasped.  It  gives  inspection  of  the  bladder- 
wall,  we  can  judge  as  to  the  condition  of  the 
mucous  membrane,  as  possible  ulcerations  ;  it  will 
serve  to  exclude  everything  but  the  stone,  and 
when  the  stones  have  been  removed,  it,  of  course, 
excludes  that. 

The  suture  of  the  bladder-wall  itself  is  of  some 
moment.  It  should  not  be  sutured  including  the 
mucous  membrane  lest  calculous  deposits  occur  on 
these  as  a  foreign  body  in  the  cavity  of  the  bladder. 
It  should  be  sutured  with  interrupted  and  not  con- 
tinuous sutures.  It  should  be  sutured  with  chrom- 
icized  cat  gut ;  the  sutures  should  be  placed  suffi- 
ciently near  together  to  insure  against  leakage,  and 
where  the  extra  vesical  connective  tissue  is  plenti- 
ful a  second  layer  of  sutures  may  be  placed  over 
the  first.  Dr.  Fowler's  reasons  for  preferring 
an  interrupted  to  a  continuous  suture  is  the  fact, 
in  the  case  of  continuous  sutures,  that  the  same 
amount  of  tension  can  never  be  brought  to  bear 
in  the  case  of  each  suture  first,  and  second,  that 
the  giving  away  of  one  portion  of  the  continuous 
suture  means  the  giving  away  of  the  entire  suture ; 
and  next,  the  diagonal  method,  or  the  diagonal 
method  in  which  the  uninterrupted  suture  crosses 
the  line  of  incision,  shuts  out  more  or  less  blood 
supply  needed  for  the  purposes  of  immediate  re- 
pair, and  it  is  desirable  that  rapid  repair  take 
place. 

The  exterior  of  the  wound,  or  the  wound  in- 
cluding the  muscular  structures  and  the  skin, 
should  never  be  closed  as  a  primary  measure.  The 
doctor  lost  one  such  case  in  a  private  house  where 
he  supposed  he  had  a  competent  nurse  in  charge. 
He  had  closed  the  abdomen  almost  completely, 
but  not  quite,  as  he  left  a  little  opening  for  drain- 
age, but  it  was  not  sufficient,  and  leakage  took 
place ;  extravasation  into  the  abdominal  walls 
occurred,  and  the  patient  perished  from  general 
sepsis.  This  cannot  take  place  if  the  bladder  it- 
self only  is  sutured  and  the  external  wound  is 
left  open. 

In  cases  of  communication  between  the  bladder 
and  intestines :  One  of  the  few  cases  of  this  kind 
reported  was  one  which  he  himself  had  placed  on 
record  of  a  man  who  came  under  his  care  with  a 
stone  in  his  bladder  and  with  a  history  of  an  ap- 
pendicitis of  two  or  two-and-a-half  years  pre- 
viously, and  since  that  time  he  had  been  suffering 
with  symptoms  referable  to  the  bladder,  but  no 


diagnosis  had  been  made  When  he  came  to  Dr. 
Fowler  he  had  a  stone  in  his  bladder,  and  he  had 
fecal  matter  passing  from  his  bladder  with  his 
urine.  The  doctor  did  a  suprapubic  cystotomy 
and  removed  a  calculus,  and  found  a  communi- 
cation between  the  intestine  and  the  bladder.  The 
man's  condition  at  that  time  did  not  warrant 
further  interference  in  the  case,  and  he  was  satis- 
fied to  be  relieved  from  the  dreadful  symptoms 
which  he  had  had.  The  bladder  was  not  closed ; 
drainage  was  employed.  The  man  finally  died  in 
two  or  three  years  from  some  intercurrent  affec- 
tion, but  in  the  meantime  was  comfortable,  wear- 
ing a  suprapubic  drainage  tube.  This  illustrates 
what  may  happen  ;  such  cases  are  not  frequently 
observed. 

Dr.  H.  B.  Delatour,  referring  to  Dr.  Bris- 
tow's  case  and  the  use  of  the  sound  where  the 
diagnosis  is  not  apparent,  said  he  understood  the 
Doctor  delayed  some  twelve  weeks  after  his 
guinea  pigs  were  inoculated  waiting  for  the  de- 
velopment of  positive  signs  of  tuberculosis.  It 
hardly  seemed  to  Dr.  Delatour,  that  with  care 
in  the  sterilization  of  our  instruments  and  wash- 
ing of  the  urethra  that  there  is  enough  danger 
of  oittside  infection  being  carried  in  to  warrant 
any  such  great  delay  as  that.  Personally,  he 
should  not  hesitate  to  introduce  the  sound  under 
proper  precautions,  if  he  suspected  a  stone,  un- 
less the  evidences  of  tuberculosis  were  very  de- 
cided. He  thought  the  outcome  of  the  case  par- 
ticularly if  the  condition  is  as  suspected,  and  we 
have  every  reason  to  believe  that  it  is,  as  regards 
the  smaller  calculus  in  the  ureter,  is  one  to  con- 
gratulate both  Dr.  Bristow  and  the  patient  upon. 
If  one  has  seen  a  case  of  communication  between 
the  rectum  and  the  bladder,  he  has  seen  probably 
the  most  miserable  condition  that  one  can  imag- 
ine. Dr.  Delatour  recalled  the  case  Dr.  Fowler 
detailed.  That  man,  before  his  bladder  was 
opened,  suffered  with  all  the  tortures  that  it  is 
possible  to  crowd  into  one  existence. 

A  second  case  which  came  under  his  observa- 
tion apparently  followed  an  ischio-rectal  abscess, 
which  evidently  ruptured  into  the  bladder  and 
rectum  and  established  a  communication,  and 
fluid  feces  were  passed  continuously  through  the 
urethra.  He  never  saw  greater  suffering  in  any 
one  than  that  man,  and  if  the  patient  presented 
to-night  escaped  these  tortures,  he  is  entitled  to 
congratulations  most  sincere. 

Dr.  F.  C.  Valentine  prefaced  his  remarks  by 
saying  that  it  seemed  to  him  an  absurdity  to  en- 
deavor to  discuss  a  paper  which  was  so  replete 
with  instruction.    However,  he  might  be  permit- 
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ted,  just  for  the  sake  of  emphasis,  to  pick  out 
some  points  which  struck  him  most  forcibly,  as 
they  brought  him  back  to  days  when  he  was  more 
industriously  studying  than  now. 

It  was  but  recently  that  one  of  the  matters 
Dr.  Bristow  emphasized  came  forward,  where 
the  only  symptom  of  stone  was  a  pain  after  uri- 
nating, yielding  after  the  bladder  filled.  The 
patient  was  an  intelligent  boy  of  17,  who  graphi- 
cally described  his  symptoms,  which  led  the  Doc- 
tor to  diagnose  the  condition  without  a  stone 
searcher.  The  boy,  as  in  a  number  of  these 
cases,  had  been  treated  for  cystitis  and  all  manner 
of  diseases.  The  urine  in  his  case  was  purulent 
as  usual.  Under  the  indications,  with  proper 
tonic  treatment,  the  Doctor  expects  to  operate  on 
him  some  time  next  week. 

Dr.  Valentine  thought  he  must  have  misunder- 
stood Dr.  Bristow  when  he  noted  from  his  paper 
the  words,  "One  can  never  be  sure  that  the  ure- 
thra is  free  from  organisms."  His  reason  for 
doubting  the  correctness  of  the  quotation  was 
this :  We  are  always  sure  that  the  anterior  ure- 
thra has  micro-organisms ;  it  is  the  posterior 
urethra  which  is  free  in  the  normal  state.  How 
these  micro-organisms  of  the  anterior  urethra 
may  become  pathological  we  all  know  ;  traumatism 
alone  suffices  without  direct  infection.  This  em- 
phasized to  him  and  encouraged  him  in  the  be- 
lief that  he  had  always  cherished,  that  we  cannot 
be  too  careful  not  to  inflict  a  traumatism  upon  the 
urethra.  It  was  that  that  caused  him  to  so  warm- 
ly endorse  the  methods  pursued  by  Dr.  Bristow, 
in  order  to  determine  that  he  did  not  have  a  tu- 
bercular case  in  this  instance,  for  fear  he  might 
add  traumatism,  making  a  plus  of  it  to  the  tuber- 
cular condition. 

As  to  the  question  of  acid  urine  in  cases  of 
stone  in  the  bladder,  he  did  not  have  opportunity 
to  go  through  much  of  the  literature  on  the  sub- 
ject, but  he  had  not  found  it  in  his  own  cases. 
Guyon  mentions  it  in  the  fourth  edition  of  his 
work,  published  lately.  In  the  third  edition 
Guyon  did  not  speak  of  it. 

What  seemed  to  Dr.  Valentine  singular  and 
very  remarkable  in  this  case  was  that  the  patient 
could  travel  twenty-five  miles  with  a  stone  in  the 
bladder  without  producing  pain,  that  is,  it  did  not 
go  beyond  discomfort.  Of  course,  encapsulated 
stones  do  not  inflict  traumatism  upon  the  bladder. 

When  Dr.  Bristow  mentioned  pneumatruria, 
Dr.  Valentine  was  sincerely  in  hope  that  we 
would  get  a  contribution  to  that  subject,  which 
would  throw  more  light  on  that  condition.  It 


seems  the  cause  is  a  communication  with  the 
intestine. 

Dr.  Bristow  again  emphasized  what  he  thought 
cannot  be  brought  too  often  before  the  profes- 
sion, and  that  is  the  need  of  the  greatest  possible 
precaution  in  urethral  catheterization.  Dr.  Valen- 
tine confessed  he  was  as  guilty  of  catheterizing 
the  ureters  as  often  as  any  one  else  in  America, 
and  added  that  Americans  were  among  the  earli- 
est to  demonstrate  it.  His  conscience  has  re- 
proached him,  although  he  has  never  had  any 
misfortune  from  it.  This  question  of  catheteriz- 
ing the  ureters  has  taken  precedence  over  the 
prime  object  of  the  cystoscope.  Catheterization 
of  the  ureters  is  an  exceedingly  simple  matter, 
and  he  would  have  undertaken  during  the  even- 
ing, if  he  had  known  of  it,  to  ask  any  of  the  gen- 
tlemen who  have  never  catheterized  the  ureters 
to  do  it  on  a  phantom,  in  which  he  could  teach 
them  to  catheterize  the  ureters  in  three  minutes 
instead  of  the  usual  three  weeks.  We  have 
reached  this  point,  he  said,  that  we  know  that 
catheterization  of  the  ureters  is  not  a  matter  of 
wonderful  skill.  It  is  only  ten  years  ago,  how- 
ever, since,  he  would  admit,  he  did  not  succeed 
oftener  than  five  or  six  times  out  of  ten,  while 
others  succeeded  invariably.  It  was  due  to  lack 
of  experience  and  correct  technique. 

The  point  the  Doctor  desired  to  emphasize  is 
this :  The  wisdom  of  abstaining  from  urethral 
catheterization,  and  going  back  to  the  original  use 
of  the  cystoscope. 

The  Doctor  said  he  was  glad  to  be  here  to  dis- 
cuss Dr.  Bristow's  paper,  and,  therefore,  it  was 
somewhat  out  of  place,  he  believed,  to  make  any 
comment  on  Dr.  Fowler's  remarks  regarding  the 
paper,  except  to  supplement  them.  He  recog- 
nized, of  course,  it  was  impossible  in  a  brief  dis- 
cussion to  treat  so  extensive  a  paper  at  all  ex- 
haustively, yet  he  would  like  to  ask  Dr.  Fowler  if 
he  thinks  the  stone  he  mentioned  as  being  found 
on  a  second  operation,  would  have  escaped  him 
in  the  first  instance,  if  he  used  the  Guyon  method, 
which  consists  of  nothing  more  than  when  the 
finger  is  in  the  open  bladder  to  have  the  bladder 
struck  on  one  side  and  then  the  other  with  the 
searcher.  That  striking,  he  believed,  bad  been 
the  cause  for  ever  so  many  years  that  Guyon  has 
not  had  a  stone  escape  him. 

It  was  only  yesterday  that  he  read  that  Dr. 
Donald  Kennedy,  a  former  pupil  of  his,  now 
practising  in  Denver,  presented  to  the  profession 
a  suprapubic  cystoscope.  It  is  a  trocar  with  the 
Valentine  retroscope  inserted.  I  le  thrusts  it 
through  Rctzius's  space  and  the  bladder  is  in- 
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spected.  He  has  not  suggested  it  in  stone  cases, 
but  it  seemed  to  Dr.  Valentine  that  there  are  pos- 
sibilities in  this  regard. 

In  America  we  are  still  on  the  fence  and  can 
return  to  the  side  of  cystotomy  for  stone,  although 
the  most  brilliant  work  in  litholopaxy  was  insti- 
tuted in  America.  Dr.  Valentine  referred  to  the 
immense  amount  of  litholopaxy  by  Mark  of  Wild- 
ungen  and  by  Guyon  of  Paris,  so  that  the  question 
often  arises  whether  there  may  not  be  more  reason 
for  pursuing  litholopaxy  than  perineal  or  supra- 
pubic cystotomies.  He  asked,  is  it  not  extremely 
satisfactory  to  crush  a  stone  in  the  bladder  and 
be  assured  that  there  is  nothing  of  it  left,  and 
have  your  patient  out  in  48  hours,  as  is  so  often 
done  ? 

Dr.  J.  P.  McGowan,  continuing  the  discussion, 
said  he  was  glad  to  know  there  was  some  uncer- 
tainty here  in  the  diagnosis  of  stone  in  the  blad- 
der, as  it  also  applied  to  New  York.  The  case 
which  he  would  relate  illustrated  what  Dr.  Fowler 
dwelt  upon,  the  refusal  of  patients  to  submit  to 
instrumentation.  The  diagnosis  was  made  by 
following  an  old  suggestion  of  Otis — bi-manual 
palpation  of  the  bladder,  the  patient  in  the  knee- 
chest  position.  By  this  means  he  was  able  to  map 
out  the  stones  very  distinctly.  The  history  was 
an  old  one  and  offered  a  few  instructive  points : 

The  patient  from  whom  these  stones  were  re- 
moved (presenting  them)  in  1899  was  a  tailor, 
51  years  old,  of  good  habits  and  history.  Until 
two  years  prior  to  his  operation  his  chief  com- 
plaint was  a  constant  pain  in  the  fossa  navicularis, 
with  more  or  less  frequent  micturation  at  first, 
which  became  painful  some  six  months  after  the 
onset,  and  after  instrumentation  and  six  months' 
treatment  at  the  hands  of  one  of  our  surgeons  in 
New  York.  The  treatment  consisted  of  washing 
out  the  bladder  first  at  intervals  of  three  days, 
later  twice  a  day.  Meanwhile  micturation  became 
more  painful,  urgent  and  precipitate,  followed  by 
tenesmus  ;  the  urine  became  cloudy,  offensive  and 
bloody.  He  became  very  much  discouraged,  dis- 
continued  treatmenl  and  returned  to  his  family 
doctor,  who  ordered  him  to  bed  and  prescribed  a 
mixture,  which  relieved  the  urgent  symptoms,  and 
after  a  week  or  ten  days  in  bed  the  patient  re- 
sumed, his  work,  only  to  suffer  a  recurrence.  The 
condition  grew  steadily  worse,  and  after  ailing 
about  three  months  he  entered  one  of  the  hos- 
pitals, where  he  was  searched  and  cystoscoped 
and  treated  six  weeks  more  with  considerable 
relief.  His  urine  cleared  up,  the  tenderness  sub- 
sided, but  tin-  pain  in  the  penis  persisted  through- 


out and  was  supplemented  with  a  similar  pain  in 
the  ball  of  the  foot. 

After  leaving  the  hospital  be  was  fairly  com- 
fortable as  to  his  urinary  functions  for  about  four 
months,  when  he  was  stricken  with  a  cold  which 
settled  in  his  bladder,  producing  the  same  set  of 
symptoms  for  which  he  first  entered  the  hospital. 
The  recurrence  lasted  about  three  months,  when 
he  decided  to  enter  the  hospital  and  selected  one 
of  the  larger  ones,  where  the  searching  and  cys- 
toscoping  were  conducted  by  several  men,  and 
the  diagnosis  of  prostatic  enlargement  and  sec- 
ondary changes  in  the  bladder  made.  Washing 
out  the  bladder  twice  daily  was  ordered  and  in- 
stituted. He  remained  under  this  treatment  about 
two  weeks  with  little  benefit,  and  at  the  end  of  his 
second  month  returned  home  and  attempted  to 
carry  on  the  treatment  himself. 

He  came  under  Dr.  McGowan's  observation  in 
March,  1899.  The  result  of  the  physical  examin- 
ation is  recorded  as  follows :  Patient  fairly  well 
nourished,  shows  marked  evidence  of  suffering ; 
meatus  normal ;  urine  cloudy  and  ammoniacal ; 
prostate  normal ;  bi-manual  palpation  reveals 
hard  masses  in  bladder.  Diagnosis  of  stone  made, 
but  patient  rejects  instrumentation  on  the  ground 
that,  first,  he  believes  instrumentation  intensifies 
the  trouble ;  second,  he  has  been  examined  so 
often  by  experts,  who  have  suspected  stone  and 
failed  to  demonstrate  its  presence  that  he  does 
not  believe  the  trouble  is  dependent  upon  its  pres- 
ence. 

After  trying  to  persuade  him  to  submit  to  in- 
strumentation and  suggesting  a  suprapubic  ex- 
ploration of  the  bladder,  the  doctor  refused  to 
prescribe  unless  an  examination  could  be  had,  and 
the  patient  left  his  office.  The  following  day  the 
doctor  was  summoned  to  his  house,  when  he 
found  him  pretty  well  used  up.  As  the  result  of 
a  hard  night,  he  was  passing  bloody  urine  every 
fifteen  minutes ;  each  act  was  attended  by  great 
pain  and  followed  by  tenesmus.  The  patient  was 
hopeless  and  decided  that  he  would  submit  to  the 
operation,  but  could  not  tolerate  instrumentation. 

The  patient  was  immediately  put  in  shape 
preparatory  to  operation,  and  the  following  day 
Dr.  McGowan  incised  the  bladder  by  the  supra- 
pubic route,  and  discovered  two  stones  adherent 
to  the  left  wall  separated  by  an  interval  of  about 
two  inches.  These  were  easily  detached,  and  if 
this  process  was  attended  by  any  hemorrhage  it 
was  impossible  to  determine  it  owing  to  the  en- 
gorged condition  of  the  bladder-walls  and  the 
amount  of  blood  in  the  urine.  After  sweeping 
the  bladder-wall  with  the  fingers  the  doctor  in- 
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troduced  a  glass  tube  to  irrigate  the  bladder,  and 
was  amazed  to  hear  a  click.  He  made  a  digital 
examination  which  revealed  an  impacted  stone  in 
the  posterior  segment  and  to  the  right  side,  which 
could  not  be  dislodged  by  the  finger.  After  some 
manipulation  with  forceps  the  stone  was  removed 
and  the  bladder  explored  again  with  the  finger 
with  negative  results.  Finally,  after  washing  the 
bladder,  a  small  electric  light  was  introduced, 
which  revealed  two  more  stones  in  a  diverticulum, 
in  exactly  the  same  location  from  which  the  third 
stone  had  been  dislodged.  The  mucous  membrane 
of  the  bladder  was  torn  by  the  forceps,  and  the 
bleeding,  while  not  alarming,  was  pronounced. 
After  removal  of  the  last  two  stones  the  bladder 
was  washed  out  with  a  hot  solution  of  silver 
nitrate,  a  syphon  drain  introduced,  and  the  patient 
made  an  uneventful  recovery.  He  was  discharged 
cured  in  one  month. 

Six  months  later  he  reported  that  he  had  no 
recurrence  of  his  symptoms,  no  pain  in  the  foot, 
and  the  pains  disappeared  within  a  few  weeks 
after  the  operation  and  had  not  recurred ;  his 
urinary  functions  were  intact,  and  he  had  not  been 
so  well  since  the  onset  of  the  trouble. 

In  this  connection  the  doctor  said  it  is  inter- 
esting to  note  that  Young,  of  Baltimore,  reports 
four  cases  of  vesical  diverticule,  three  of  which 
developed  in  early  life,  and  the  fourth  was  com- 
plicated by  prostatic  enlargement.  The  follow- 
ing he  quoted  from  an  abstract : 

"  Careful  study  of  the  literature  showed 
that  only  three  cases  had  been  operated  on 
radically,  namely,  one  by  Czerny,  excising  by 
transverse  abdominal  incision,  transplanta- 
tion of   the    ureter,  development   of  pyo- 
nephrosis, nephrectomy  and  final  cure;  one 
by  Riedel,  suprapubic  incision,  death  from 
collapse ;    one  by  Pagenstecher,  parasacral 
extirpation,  resection  of  ureter,  kidney  in- 
volvement, improvement,  with  fistula.  The 
writer's  four  patients  were  all  living  and  in 
good  condition.    In  three  cases  the  diver- 
ticula were  completely  excised,  but  ureteral 
transplantation   was   avoided   by  a  plastic 
method.    Renal  infection  was  avoided,  and 
no  fistula;  resulted." 
The  cystoscope  was  used  in  this  case  of  Dr. 
McGowan's  on  two  different  occasions  by  com- 
petent observers,  and  they  overlooked  the  stone. 
When  the  patient  was  anesthetized,  the  searcher 
was  introduced,  and  the  click  was  distinctly  heard. 
This  case,  he  said,  reiterates  the  advantages  of 
the  suprapubic  route,  as  Dr.  Fowler  pointed  out 
and  as  Dr.  Bristow  demonstrated  in  his  case.  As 


much  could  not  have  been  accomplished  by  the 
perineal  route  or  by  means  of  the  lithotrite,  and 
there  was  avoided  the  complications  and  de- 
structive results  which  happen  from  an  operation 
done  deep  down  or  with  the  lithotrite. 

Dr.  A.  T.  Bristow,  in  closing  the  discussion, 
said  that  several  gentlemen  have  told  us  of  leav- 
ing stones  in  the  bladder,  but  he  had  not  heard 
any  of  them  say  anything  of  opening  the  bladder 
and  not  finding  stones.  He  told  of  a  case  of  that 
sort. 

A  young  girl,  six  years  of  age,  came  into  his 
service  at  the  Long  Island  College  Hospital,  with 
the  classical  symptoms  of  stone  and  pain.  He 
passed  a  searcher  and  felt  the  click  of  the  stone 
and  half  a  dozen  other  people  also  heard  it.  He 
opened  the  bladder  by  the  suprapubic  route  on 
account  of  the  youth  of  the  child,  not  wishing  to 
distend  the  vagina  in  one  of  such  tender  years. 
The  first  time  he  put  the  catheter  in  the  bladder 
it  was  not  held  firmly  and  the  pressure  soon  drove 
the  whole  thing  out.  After  opening  the  bladder 
he  found  no  stone.  The  bladder  was  then  closed 
and  the  child  got  perfectly  well.  All  her  symp- 
toms disappeared.  The  operation  cured  her.  The 
only  conclusion  he  came  to  was  that  the  stone 
must  have  been  there  and  got  away  when  the 
catheter,  etc.,  were  forced  out. 

With  regard  to  Dr.  Delatour's  remark,  he 
wanted  to  ask  the  Doctor  whether,  if  a  patient 
came  to  him  with  a  tubercular  history  and  the 
history  of  a  maternal  uncle  dying  of  tuberculosis, 
whether  also  provided  that  patient  had  uniformly 
acid  urine  and  was  passing  pus  and  blood  right 
along,  and  in  addition  to  that  had  an  enlarged 
and  tender  prostate,  looking  toward  a  tubercular 
process  at  the  base  of  the  bladder,  whether  he 
would  so  rely  upon  his  ability  to  sterilize  the  an- 
terior urethra,  that  he  would  be  willing  to  put  a 
sound  in  the  urethra.  Dr.  Bristow  did  not  be- 
lieve it.  He  was  in  the  presence  here  of  two 
anomalous  symptoms,  the  pneumaturia  and 
symptoms  pointing  to  appendicitis.  He  would 
not  depend  upon  the  cystoscope  to  find  a  small 
fistulous  tract,  which  might  exist  anywhere  in  the 
folds  of  the  bladder ;  moreover  there  was  a  sus- 
picion there  might  be  a  small  calculus  at  the 
mouth  of  the  bladder.  These  two  factors,  apart 
from  any  other  consideration,  rendered  the  op- 
eration of  choice  here  the  suprapubic  cystotomy, 
which  he  did.  In  addition,  he  agreed  with  Dr. 
Fowler,  that  the  question  of  litholopaxy  is  a  ques- 
tion of  experience. 

In  India  they  cure  their  cases  by  hundreds,  and 
it  is  curious  with  regard  to  the  pathology  of 
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stone.  The  Hindoos  live  on  rice  and  "butter''  (?) 
and  in  no  country  is  stone  more  frequent  than  in 
India.  It  is  for  this  reason  that  the  surgeons  of 
India  acquire  extraordinary  dexterity  with  the 
use  of  the  lithotrite.  Dr.  Bristow  believed  such 
experience  is  only  acquired  by  constant  practice, 
and  he  should  always  prefer  to  do  the  high  oper- 
ation and  be  sure  he  had  gotten  everything  out 
of  the  bladder.  If  he  had  Dr.  Valentine's  skill 
with  the  cystoscope,  he  should  feel  then  he  had 
everything  out  of  the  bladder  after  employing  that 
instrument. 


THE    BROOKLYN  GYNECOLOGICAL 
SOCIETY. 


Henry  C.-Keenax,  M.D.,  Editor. 


STATED  MEETING,  APRIL  J,  I905. 

The  Vice-President,  J.  O.  Polak,  M.D..  in  the 
Chair. 

VASO-MOTOR  DISTURBANCES  OF   THE  MENOPAUSE. 

Dr.  W.  B.  Chase  spoke  of  a  case  under  his 
care  recently  presenting  to  an  unusual  degree  the 
discomforts  which  arise  in  the  vaso-motor  dis- 
turbances so  common  at  the  menopause.  The 
patient  reached  the  climacteric  fifteen  years  ago 
and  has  been  more  or  less  of  an  invalid  ever 
since.  She  has  such  a  marked  susceptibility  to 
these  vaso-motor  disturbances,  that  when  the 
Mashes  of  heat  came  over  her,  no  matter  if  it  is 
in  the  summer,  and  she  is  on  the  piazza  of  her 
house  on  the  warmest  day,  it  is  impossible  for 
her  to  get  up  and  inside  the  house,  where  it  is 
warm  or  where  there  is  no  possible  draft  of  air. 
without  being  bathed  in  perspiration.  She  says 
as  soon  as  she  feels  these  sensations  of  heat,  they 
are  immediately  followed  by  a  chill,  and  that  is 
followed  by  profuse  perspiration.  Unless  she  has 
a  blanket  at  her  side  to  throw  over  her  shoulder 
she  takes  cold. 

1  )r.  Chase  has  never  seen  a  case  in  which  the 
symptoms  were  so  pronounced.  Under  tonic 
treatment  she  has  these  attacks  with  very  much 
less  frequency,  and  the  discomfort  and  perspira- 
tion have  almost  ceased. 

Dr.  L.  G.  Baldwin  remarked  that  this  was  cer- 
tainly an  interesting  subject.  It  reminded  him  of 
a  case  he  had  had  under  his  care  ever  since  both 
ovaries  were  removed  eight  years  ago,  and  it  was 
very  much  like  the  one  Dr.  Chase  recounted,  ex- 
cept she  does  not  take'  cold  so  easily.  He  has 
seen  her  in  his  office  in  the  summer  time  have  one 
of  these  flashes  come  on  and  break  out  in  a  per- 


spiration that  would  wet  the  ordinary  shirt  waist 
in  two  minutes.  That  still  continues.  They  are 
not  as  frequent  as  they  were  formerly.  Different 
drugs  have  relieved  her  for  the  time  being — atro- 
pine and  ovarian  extract  has  helped  her,  but  they 
all  lose  their  effect.  The  only  thing  that  does  good, 
that  she  can  rely  upon,  are  the  bromides — bromide 
of  soda  with  hydrastis  does  give  her  a  great  deal 
of  relief,  but  it  is  by  no  means  a  cure. 

abdominal  tumor  of  obscure  origin. 
Dr.  J.  C.  MacEvitt  related  the  case  of  a  wo- 
man confined  in  December  last,  who  was  up  and 
about  on  the  twelfth  day  and  has  been  apparently 
well  since  with  the  exception  of  a  localized  pain 
on  the  left  side.  He  could  easily  palpate  a  mass 
extending  from  the  cul-de-sac,  in  form,  an  ob- 
long mass,  up  to  and  behind  the  false  pelvis.  The 
third  day  after  accouchement  she  complained  of 
pain  on  this  left  side,  and  the  attending  physician 
made  out  this  mass.  It  had  evidently  existed 
previous  to  her  accouchement.  She  had  com- 
plained of  pain  in  this  region,  but  not  of  a  severe 
character,  for  a  number  of  months  before  con- 
finement. 

She  was  sent  to  the  hospital,  and  on  opening 
the  abdominal  cavity  there  was  present  a  small 
amount  of  peritoneal  fluid,  not  over  an  ounce. 
The  omentum  was  thickened  and  firmly  attached 
about  the  uterus  and  to  the  broad  ligament  on  the 
left  side.  The  uterus  was  about  five  times  its 
natural  size.  The  broad  ligament  on  the  left 
side  was  very  much  thickened,  but  he  could  get 
his  fingers  on  each  side  of  the  upper  and  lower 
surfaces.  He  attempted  to  pull  away  this  omen- 
tum, which  was  attached  to  the  walls  of  the  true 
pelvis,  involving  the  broad  ligament  on  that 
side,  and  firmly  adherent  to  the  intestines  as  well. 
It  was  impossible  to  separate  them  without  tear- 
ing this  attachment  to  the  intestines.  This 
growth  extended  up  almost  to  the  diaphragm. 
He  enlarged  the  incision  so  as  to  expose  it  thor- 
oughly, and  by  separating  the  intestines  and 
breaking  away  the  adhesions,  the  surface  of  the 
tumor  was  exposed,  which  proved  to  be  sub- 
peritoneal. 

In  the  faint  hope  that  it  was  possibly  due  to 
some  septic  infection  at  the  time  of  parturition, 
he  thought  it  advisable  to  introduce  a  trocar,  al- 
though the  mass  was  very  dense,  but  he  failed 
to  find  pus,  and  looked  upon  the  growth  as  ab- 
solutely irremovable  without  death  to  the  pa- 
tient, so  he  closed  up  the  abdomen.  As  to  whether 
it  was  commencing  carcinoma  of  the  mesentery 
or  an  enlarged  sub-peritoneal  gland,  he  did  not 
venture  an  opinion.    The  woman  is  apparently 
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healthy  and  gives  no  evidences  of  cachexia,  and 
if  cancer,  it  is  far  enough  advanced  to  show  ca- 
chexia. There  was  enough  inflammatory  mass 
surrounding  this  growth  to  account  for  her  tem- 
perature without  there  being  pus. 

Dr.  O.  A.  Gordon  was  of  the  opinion  the  case, 
although  a  little  late,  was  possibly  puerperal 
psoitis,  and  that  the  mass  being  retro-peritoneal, 
might  be  inflammatory.  He  thought  that  the 
attempt  to  find  pus  was  justifiable.  He  had  seen 
several  of  these  cases,  where,  in  opening  the  loin, 
pus  was  found.  A  case  he  had  this  winter,  in 
which  there  was  a  mass  behind  the  peritoneum, 
(which  was  not  as  extensive  as  Dr.  MacEvitt's) 
following  a  confinement,  and  he  expected  to  open 
the  loin.  He  put  the  woman  to  bed  and  watched 
her  from  week  to  week  and  the  mass  grew  smaller 
and  finally  entirely  cleared  up,  showing  that  it 
was  inflammatory. 

He  has  had  two  or  three  others  where  he  evac- 
uated through  the  loin,  getting  anywhere  from 
one-half  to  a  pint  of  pus. 

W  hile  this  mass  might  be  malignant,  he  was 
disposed  to  think  that  it  arose  from  an  infection 
at  the  time  of  confinement,  and  if  it  does  not  clear 
up  by  keeping  the  woman  in  bed,  one  would  be 
justified  in  exploring  the  loin. 

Dr.  L.  G.  Baldwin  said  it  seemed  to  him  it 
could  be  a  septic  case.  If  it  was  psoasitis  with 
the  extensive  swelling  the  doctor  describes,  that 
woman,  he  thought,  would  be  thoroughly  septic. 
He  could  hardly  conceive  of  so  extensive  a  sep- 
tic involvement  without  a  good  deal  of  pus  pres- 
ent. He  did  not  know  what  it  was,  but  it  hardly 
seemed  to  him  it  could  be  an  inflammatory  con- 
dition pure  and  simple.  He  should  agree  with 
Dr.  Keenan,  that  it  could  hardly  be  beginning 
carcinoma  post-peritoneal. 

Dr.  J.  C.  MacEvitt  believed  if  a  septic  infec- 
tion was  present  the  inflammatory  exudate  would 
be  in  the  pelvis,  but  there  had  been  no  pus  in 
the  pelvis. 

The  argument  regarding  carcinoma  was  that 
he  thought  of  possible  carcinoma  of  the  mesen- 
tery, because  he  could  not  make  out  the  mesen- 
tery at  the  time  on  account  of  the  mass  of  ad- 
hesions. 

TREATMENT  OF  PURULENT  SALPINGITIS. 
BY  DR.  II.  C.  KEENAN. 

Discussion. 

Dr.  L.  G.  Baldwin  said  that  in  the  first  place 
in  the  distinction  between  puerperal  and  gonor- 
rheal cases,  he  had  never  seen  a  puerperal  case 
with  a  distended  tube  containing  pus,  and  from 
his  understanding  of  the  pathology  and  mechan- 


ism of  a  distended  tube,  he  did  not  see  how  it  is 
possible  for  this  to  occur  in  puerperal  cases,  that 
it  is  within  two  or  three  days  or  weeks  after  con- 
finement. His  custom  in  puerperal  cases,  ever 
since  he  has  had  anything  to  do  with  them  is  to 
open  the  cul-dc-sac,  break  up  whatever  adhesions 
it  seems  proper  to  do  at  the  time,  wash  them 
out,  pack  them  with  gauze,  allow  it  to  remain  a 
week  or  ten  days,  and  then  remove  it.  The 
treatment  is  completed  by  vaginal  douches — no 
other  packing  or  drainage  being  required,  except 
in  the  rarest  instances ;  in  fact,  he  did  not  know 
of  any  instance  where  he  was  compelled  to  re- 
move the  gauze  for  any  reason,  real  or  fancied, 
before  the  end  of  the  time  stated. 

In  the  gonorrheal  cases  he  believed  most  thor- 
oughly in  operating  through  the  abdomen,  mainly 
because  he  had  never  become  expert  enough  to 
isolate  them  through  the  vagina  from  their  mass 
of  peri-tubo-ovarian  exudate,  and  open  them  and 
drain  oft'  through  the  cul-de-sac.  He  had  never  felt 
he  could  do  it  with  any  degree  of  satisfaction.  The 
tubes  at  that  time  are  very  tortuous,  the  canal  is 
small  in  one  place  and  large  in  another,  and  it 
seemed  to  him  it  is  a  most  difficult  and  hazard- 
ous thing  to  do,  and  he  would  much  prefer  to 
take  the  tubes  out  through  the  abdomen. 

Any  tube  distended,  with  both  ends  closed,  he 
believed  is  better  taken  out  than  left  in.  The 
possibility  of  pregnancy  is  so  small  that  if  we  can 
leave  part  of  the  ovarian  tissue,  which  is  often  the 
case  even  with  badly  diseased  tubes,  he  believed 
that  fulfills  the  idea  and  is  better  than  leaving 
the  tube. 

That  there  are  certain  cases  of  septic  salpingitis 
that  get  well  without  any  treatment  otherwise 
than  rest  and  constitutional  care  he  believed  is 
undisputed,  and  he  thought  these  are  the  cases 
that  get  well  with  the  conservative  surgical  treat- 
ment. Many  of  them  recover  by  simply  allowing 
them  to  get  well.  One  point  that  has  been  par- 
ticularly impressed  upon  him  is  the  fact  that,  in 
his  experience,  he  did  not  see  distended  tubes 
following  normal  labor  at  term.  That  condition 
was  found  following  abortion  where  there  are 
chronic  conditions. 

Dr.  W.  B.  Chase  thought  that  the  distinctions 
and  the  conclusions  made  by  Dr.  Baldwin  were 
well  taken  ;  that  there  is  a  field  for  posterior  colp- 
otomy,  and  there  is  a  field  for  abdominal  work. 
He  believed  this  opinion  was  becoming  better 
established  in  the  minds  of  observers  and  oper- 
ators. In  acute  cases  of  distended  tubes,  which 
are  puerperal  in  their  origin,  conservatism  is  best 
maintained  by  vaginal  incision  and  packing  and 
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waiting  for  subsequent  development  and  decision 
later  as  to  what  shall  be  done  in  a  more  radical 
way.  There  is  a  conflict  of  opinion  regarding 
the  safety  of  doing  that.  There  are  some  who 
insist  upon  making  the  abdominal  incision  at  the 
beginning  rather  than  doing  it  as  an  alternative 
or  secondary  operation. 

In  cases  in  which  we  have  any  doubt  about  the 
diagnosis  of  gonorrheal  salpingitis,  it  seemed  to 
him  that  unless  there  are  contra-indications,  it 
is  plainly  better  to  open  the  abdomen,  see  the  real 
condition  and  extirpate  the  tubes,  and  not  do 
it,  as  the  writer  of  the  paper  said  has  been  done 
largely,  to  leave  a  stump,  but  by  carrying  the  in- 
cision into  the  cornua,  thereby  diminishing  the 
risk  of  subsequent  infection  and  the  re-appear- 
ance of  the  same  trouble  in  the  tube  which  ap- 
peared before.  If  we  are  able  to  make  a  clear 
diagnosis  regarding  the  origin  of  the  attack,  we 
will  be  better  prepared  to  meet  it  intelligently. 

The  question  of  conservatism  in  the  saving  of 
the  tubes  is  certainly  most  interesting,  and  he 
supposed  every  operator  is  guided  in  part  by  his 
experience.  He  confessed  that  he  should  be  re- 
luctant to  leave  behind  a  structure  which  had 
undergone  such  change  as  we  find  in  gonorrheal 
salpingitis,  with  the  exception  that  we  would  get 
a  restoration  of  these  parts,  so  that  they  would  be 
functionally  advantageous  to  their  possessor. 

Dr.  J.  O.  Polak  stated  that  as  the  doctor  had 
done  him  the  honor  to  quote  him  in  his  paper, 
he  felt  obligated  to  make  a  few  confessions.  This 
subject  had  interested  him  considerably  since  he 
had  been  doing  gynecological  work,  and  he  had 
taken  very  different  positions  at  different  times, 
and  had  given  the  \aginal  route,  he  thought,  a 
very  fair  trial.  He  believed  that  the  doctor  had 
made  it  pretty  clear  that  in  post-partum  and  post- 
abortal cases  of  purulent  salpingitis  (acute), — 
those  cases  which  show  tumefaction,  and  those 
cases  which  show  evidences  of  pelvic  peritonitis, 
that  posterior  vaginal  section,  wide  colpotomy, 
with  incision  of  the  tube,  if  necessary,  is  requi- 
site, because  in  most  of  these  cases  it  is  the  peri- 
tubal inflammation  and  the  peritoneal  inflamma- 
tion that  we  feel  by  the  vagina,  and  that  makes 
tip  the  mass.  From  the  pathology  of  these  cases 
seldom  or  ever  do  we  have  infectious  troubles 
by  continuity — it  is  usually  by  the  lymphatics  to 
the  peritoneum,  and  the  tube,  because  of  its  sit- 
uation in  the  peritoneal  exudate,  becomes  in- 
fected secondarily,  and  the  ostium  closed  by  the 
peritoneal  exudate.  There  is  no  question  at  all 
that  these  cases  treated  promptly  by  vaginal  in- 
cision, by  isolation  of  the  tubes,  by  separation 


of  the  adhesions,  and  raising  the  tube  to  its  proper 
heighth,  and  even  section  of  its  dorsum,  or  an 
opening  of  the  fimbriae  by  one  method  or  another, 
does  give  a  most  satisfactory  result. 

On  the  other  hand,  in  gonorrheal  cases — and 
he  had  tried  it  conscientiously,  and  had  had  some 
successes  and  a  large  number  of  failures — vaginal 
section,  unless  that  section  was  done  during  the 
acute  stage  of  the  gonorrhea  was  a  waste  of  time, 
and  will  have  to  be  followed  in  a  majority  of 
instances  by  secondary  abdominal  section. 

Another  point  that  he  thought  is  often  lost  sight 
of,  and  has  been  lost  sight  of  in  the  discussion, 
is  thai  a  majority  of  these  gonorrheal  cases  are 
acute  exacerbations  of  a  chronic  gonorrhea,  and 
we  cannot  hope  to  re-establish  the  normal  con- 
dition of  the  tube  on  account  of  the  interstitial 
changes  which  have  taken  place,  by  any  vagina! 
or  conservative  operation.  He  was  surprised  to 
see  Dudley  go  to  work  and  handle  gonorrheal 
tubes,  as  the  doctor  has  stated,  although  in  his 
hands  these  gonorrheal  tubes  did  do  pretty  well. 
He  saw  six  or  seven  of  them  done  by  Dudley  in 
succession,  where  the  tube  was  very  largely  dis- 
tended with  pus,  where  he  simply  opened  the 
tube,  washed  it  out  with  salt  solution,  whipped 
over  the  serosa  and  the  mucosa,  or  resected  the 
great  distended  mass,  and  dropped  the  tube  back 
into  the  abdomen,  and  Dudley  reports  a  number 
of  cases  of  pregnancy  following. 

Dr.  Polak  believed  from  the  experience  that 
had  come  to  him  in  the  statement  of  Lawson  Tait, 
that  where  we  have  a  gonorrheal  endometritis, 
you  have  a  gonorrheal  salpingitis,  and  if  we  have 
it  on  one  side  we  have  it  on  the  other,  and  sooner 
or  later  the  patient  is  going  to  have  an  acute 
exacerbation,  and  the  tube  is  not  of  much  use. 
In  gonorrheal  cases,  if  we  are  going  to  remove 
one  tube,  it  is  better  to  remove  both.  His  prefer- 
ence is  to  do  a  supracervical  hysterectomy  where 
we  have  to  remove  both  tubes.  The  objection  to 
leaving  a  gonorrheal  uterus  is,  that  we  leave  a 
gonorrheal  focus,  and  these  cases  have  a  certain 
amount  of  discharge  that  is  extremely  annoying. 
They  do  not  get  along  as  well  as  if  you  had  done 
a  supracervical  hysterectomy. 

Dr.  C.  Jewett  said  the  value  of  conservative 
work  upon  the  tubes  is  still  a  question.  It  can 
be  settled  only  by  further  experience.  In  acute 
pus  tubes  he  opens  and  drains  from  below.  When 
the  infection  is  old  it  may  be  better  treated  by 
abdominal  section  as  a  rule. 

After  drainage  the  mucosa  of  the  tubes  is  often 
regenerated  when  the  disease  has  been  of  short 
duration.    After  long-standing  disease  regener- 
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ation  is  doubtful,  probably  impossible.  As  a  rule, 
vaginal  section  must  be  required  later. 

In  working  by  tbe  vaginal  route  the  tube  is 
punctured  and  the  rest  extended  widely  with  the 
ringers.  Cutting  may  cause  hemorrhage.  The 
advantage  of  the  pack  he  thought  doubtful.  The 
removal  and  renewal  of  the  pack  are  painful.  He 
preferred  one  or  two  soft  rubber  drainage  tubes. 
Usually  they  require  no  further  care  or  concern, 
and  the  woman  is  spared  needless  pain. 

In  a  case  in  which  he  had  operated  by  the  ab- 
domen four  days  ago  for  diseased  tubes  he  found 
both  tubes  somewhat  enlarged  and  the  ends 
sealed.  They  contained  no  pus.  The  history  was 
that  of  infection  following  abortion,  and  there 
was  reason  to  believe  there  had  been  no  gonor- 
rhea. The  woman  had  no  children  and  was  very 
desirous  of  offspring.  Upon  one  side  the  con- 
dition of  the  tube  was  such  that  it  was  amputated, 
and  a  phimosis  operation  was  done  on  the  stump. 
On  the  other  side  he  split  the  end  of  the  tube. 
Both  tubes  were  probed,  and  the  mucous  and  ser- 
ous edges  of  the  incisions  whipped  together  with 
running  catgut.  Some  care  is  always  needed  to 
control  oozing  from  the  cut  edges. 

The  temperature  has  not  exceeded  ioo°. 
Whether  the  tubes  will  recover  their  lumen 
throughout  is  a  question. 

In  another  case,  the  day  before,  he  treated  the 
tubes  in  the  same  manner. 

In  pus  tubes  he  had  not  attempted  to  save  any 
part  of  the  tube  in  abdominal  operations.  He 
removed  the  entire  tube  exsecting  the  intramural 
portion.  Even  when  the  pus  is  not  infectious  the 
mucosa  had  probably  been  destroyed. 

Dr.  J.  C.  MacEvitt  said  that  in  acute  pyosalpinx, 
whether  due  to  gonorrheal  or  septic  infection,  he 
invariably  opened  through  the  cul-dc-sac.  -  He 
believed  in  the  puerperal  cases  the  clinical  picture 
is  well  defined  where  we  have  pus  in  the  pelvis 
and  in  the  tubes.  By  palpation  we  make  out  con- 
siderable exudate  in  the  pelvic  cavity,  practically 
filling  it  up.  Where  we  have  this  condition  with 
a  septic  temperature  of  103  or  104,  the  proper 
procedure,  in  his  opinion,  is  that  of  opening  up 
through  the  cul-de-sac,  w  ith  the  finger  introduced 
as  far  as  possible,  breaking  up  any  sinuses.  He 
had  found  what  he  believed  to  be  in  some  cases 
the  rounded,  firm,  distended  tube. 

The  after-treatment  has  consisted  of  very  loose 
drainage  of  iodoform  gauze,  enough  to  keep  the 
part  patulous,  and  when  the  opening  is  quite 
large,  which  it  frequently  is,  this  he  omits  if  there 
is  any  elevation  of  temperature,  he  has  the  gauze 


removed  and  irrigates  with  an  antiseptic  solution, 
until  a  subsidence  of  the  temperature. 

As  regards  chronic  gonorrheal  salpingitis,  as 
a  rule  we  can  readily  make  it  out  by  bi-manual 
palpation.  The  tube  then  can  be  practically  out- 
lined, and  in  such  cases  the  abdominal  route  is 
the  preferable  one.  He  disagreed  with  Dr.  Kee- 
nan  that  he  left  a  stump  of  the  tube.  He  cuts  as 
close  as  possible  to  the  uterus,  although  he  does 
not  take  out  a  conical  portion  of  the  cornua.  He 
makes  it  a  practice  where  the  woman  is  young 
and  desires  a  family,  if  the  second  tube  is  not  se- 
riously involved,  to  permit  it  to  remain,  and 
many  times  he  has  slit  the  tube,  washed  it  out  and 
brought  it  together  again  with  catgut,  introdu- 
cing a  probe  to  find  it  patent  after  completion. 
He  shall  continue  in  the  future  to  leave  a  tube 
unless  it  is  seriously  damaged.  If  both  tubes 
were  distended  with  pus  he  would  remove  them. 
He  did  not  believe  in  removing  the  uterus  always, 
except  it  shows  a  condition  of  marked  endo- 
metritis and  is  enlarged.  He  removed  it  then 
for  the  purpose  of  taking  away  physical  discom- 
fort to  the  patient.  Of  late,  however,  he  does 
a  suspension  in  cases  where  there  is  need. 

Dr.  G.  McNaughton  said  it  seemed  to  him 
we  all  do  about  the  same  work  and  are  controlled 
by  the  individual  case  with  the  circumstances  at- 
tending it.  There  is  one  danger  in  leaving  a  pos- 
sibly infected  tube  that  has  not  been  mentioned. 
He  has  seen  two  cases  of  this  kind,  and  it  im- 
pressed him  sufficiently  to  make  him  think  of 
them  when  he  is  operating;  that  is,  these  two  pa- 
tients became  pregnant  afterward  and  carried 
the  children  to  full  term.  Both  of  them  had  dis- 
tended tubes  of  some  sort,  whether  gonorrheal  or 
not  he  did  not  know.  Both  of  them  developed 
peritonitis  immediately  after  labor  and  both  of 
them  died  within  three  days.  It  seemed  to  him 
that  that  is  something  we  ought  to  take  into  con- 
sideration— that  pregnancy  is  not  always  desir- 
able. Even  if  these  women  desire  pregnancy,  if 
we  have  a  suspicion  of  the  tube,  it  is  a  question 
whether  they  ought  to  be  allowed  to  become  preg- 
nant, or  if  pregnant,  whether  they  ought  to  be 
allowed  to  go  on. 

He  was  surprised  at  Dr.  Jewett  that  he  drains 
these  tubes  through  the  vaginal  opening  as  a  rule. 
He  could  understand  occasionally,  very  rarely 
though,  that  we  might  be  able  to  identify  a  tube 
distended  with  pus,  and  then  one  might  take  the 
risk  of  opening  it.  but  he  thought  it  would  be 
attended  with  considerable  risk,  and  he  would 
rather  leave  it  alone  and  remove  it  at  a  subsequent 
operation. 


-'54 


BROOKLYN  MEDICAL  JOURNAL. 


June,  1905 


Dr.  Jewett  added  that  Dr.  Robert  Morris  opens 
these  tubes,  washes  them  out  and  drains  them 
from  below. 

Dr.  MacEvitt  said  that  often  he  had  found  a 
mass  of  pus  in  the  cul-de-sac  and  believed  it  to 
be  partly  in  the  peritoneum  and  tube  as  well,  but 
there  was  so  much  inflammatory  exudate  thrown 
out  surrounding  the  tissues,  that  it  was  impossi- 
ble to  make  out  a  tube.  He  believed  in  these 
cases  the  physical  characteristics  of  the  tube  are 
destroyed  in  the  surrounding  inflammatory  ex- 
udate. 

Dr.  F.  J.  Shoop  wanted  to  know  how  Dr. 
Keenan  discovered  these  cases  were  gonorrheal 
without  microscopical  examination. 

Dr.  H.  C.  Keenan  replied  they  were  all  clinical 
diagnoses.  Most  of  the  puerperal  cases,  so-called, 
had  a  direct  history  following  labor  or  abortion. 
He  took  that  as  a  puerperal  history  without  re- 
gard to  whether  there  was  previous  gonorrhea 
or  not,  and  he  took  it  also  that  they  was  probably 
a  streptococcus  or  staphylococcus  infection.  In 
the  other  cases  we  got  a  history  of  symptoms, 
which  would  lead  us  to  suppose  they  were  gonor- 
rheal. He  found  about  twenty-nine  out  of  the 
whole  series  whose  history  did  not  warrant  him 
in  making  a  diagnosis. 

As  far  as  what  Dr.  Baldwin  had  said  about 
pus  tubes  occurring  only  late  in  the  disease,  he 
agreed  with  him  largely.  We  do,  however,  some- 
times find  pus  tubes,  that  is  a  real  sactosalpinx, 
occurring  early.  Pozzi  says  he  finds  this  con- 
dition in  the  puerperal  cases,  and  they  must  be 
early,  otherwise  the  septic  condition  would  have 
killed  the  patient.  Pryor  also  says  he  has  found 
pus  tubes  in  some  early  cases  when  he  has  opened 
up  through  the  vagina. 

The  main  difference  in  making  the  treatment 
of  puerpural  cases  by  vagina  and  the  gonorrheal 
by  abdomen  is,  as  Dr.  Polak  had  said,  the  differ- 
ence between  the  way  the  two  germs  act.  As  far 
as  he  understood,  the  streptococci  and  staphyloc- 
occi go  through  the  lymphatics ;  they  produce 
a  purulent  peritonitis  before  they  produce  any 
inflammation  of  the  tube,  and  the  tubal  trouble  is 
entirely  secondary,  and  only  very  rarely  is  it 
primary.  The  reason  why  the  damage  to  the 
tubes  is  not  nearly  as  complete  in  these  cases  as 
in  a  gonorrhea,  is  because  the  tube  may  be  closed 
by  the  inflammatory  condition  and  the  mucous 
membrane  saved.  With  the  gonococcus  the  in.- 
fection  goes  out  by  direct  extension  through  the 
mucous  membrane,  and  he  believed  the  tube  is 
almost  entirely  destroyed  before  the  infection 
reaches  the  peritoneal  cavity. 


As  to  the  question  of  opening  up  the  fimbriae 
in  these  cases,  it  seems  that  a  tube  in  which  the 
mucous  membrane  is  swollen  and  the  fimbriae 
have  turned  in,  that  separating  these  little  strands 
will  not  keep  the  tube  open  very  long.  The 
inflammatory  condition  is  so  irritating  the  peri- 
toneum as  to  cause  an  exudate  to  be  thrown  out, 
and  he  thought  that  within  twenty-four  hours 
adhesions  would  form  and  very  effectually  re- 
close  a  tube  of  that  character. 


MEDICAL  SOCIETY  OF  THE  COUNTY 
OF  KINGS. 


SECTION  ON  PEDIATRICS. 


John  R.  Stivers,  M.D.,  Editor. 

The  February  meeting  of  the  Section  on  Pe- 
diatrics was  held  Friday  evening,  Feb.  24.  Dr. 
George  F.  Little,  the  Chairman,  presiding. 

The  paper  of  the  evening  was  "The  Character 
of  the  Pulse  in  Diseases  of  Children,"  read  by 
Dr.  Wm.  M.  Hutchinson. 

The  following  cases  were  reported ;  by  Dr. 
Bernhard  A.  Fedde,  Rheumatic  Chorea. 

Dr.  Wm.  A.  Northridge  stated  that  the  case 
of  Spina  Bifidia  which  he  reported  at  the  January 
meeting  had  greatly  improved.  The  tumor  had 
entirely  disappeared  and  the  paralysis  was  much 
less.  The  child  was  able  to  stand  alone.  The  left 
knee-joint  symptoms  were  no  longer  present. 

Dr.  George  F.  Little  reported  five  cases  of 
Cerebro-Spinal  Meningitis  treated  by  injections 
of  diphtheria  antitoxin.  In  two  cases  the  result 
was  successful,  two  cases  died,  and  the  result  in 
the  fifth  case  was  uncertain. 

At  the  March  meeting  of  the  Pediatric  Section 
Dr.  Archibald  Smith  reported  a  case  of  Angio- 
Neurotic  Oedema. 

Dr.  Le  Grand  Kerr  reported  the  following 
case  of  Mental  Deficiency : 

S.  B.,  act.  9  years,  1  month. — Parents  both  liv- 
ing and  healthy,  denying  all  history  of  any  phy- 
sical taint.  There  are  three  other  children,  all 
healthy.  Ages  are  8,  5  and  3.  On  the  day  of  ex- 
pected confinement,  the  attending  physician  was 
sent  for  and  after  examination,  predicted  the  ter- 
mination of  labor  in  a  few  hours.  Upon  his  sub- 
sequent return,  he  stayed  with  the  mother  for 
over  two  hours,  then  left,  with  instructions  to 
send  for  him  when  the  pains  were  stronger.  This 
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did  not  occur  until  just  one  month  and  five  days 
later,  when  delivery  was  made  with  difficulty,  but 
without  instrumental  interference.  The  child 
seemed  normal  from  the  first,  except  for  a  per- 
sistent state  of  malnutrition,  which  resulted  in  the 
changing  of  its  food. 

The  child  had  one  tooth  at  three  weeks  and  its 
eye  and  stomach  teeth  at  one  year.  With  the  cut- 
ting of  each  tooth  there  was  great  trouble,  but 
never  any  convulsions.  The  patient  has  never 
had  any  so-called  "Spells,"  or  anything  allied  to 
convulsive  movement.  In  early  infancy  he  de- 
veloped head  nodding,  which  was  persistent.  The 
appetite  has  always  been  unusual ;  the  child  never 
seems  satisfied  and  eats  raveneously. 

Walking  was  delayed  until  the  third  year.  The 
child  did  not  speak  until  it  was  four  years  old. 
At  seven  meningitis  developed  and  lasted  for  five 
weeks ;  that  is,  the  patient  was  seriously  ill  for 
that  length  of  time. 

The  temper  is  violent  and  uncontrolled  at  the 
present  time,  and  when  not  pleased  the  child 
gives  evidence  of  moral  degeneracy.  Of  course 
he  has  not  had  the  advantage  of  any  training,  and 
that  side  of  his  nature  is  beginning  to  assert  it- 
self, as  it  inevitably  does  sooner  or  later  in  these 
cases.  The  head  measurements  are  occipito- 
frontal, 26;  circumference,  22. 

Dr.  Robert  W.  Wheeler  read  a  paper  on  the 
"Uric  Acid  Diathesis  in  Children."  As  the  paper 
is  to  be  published,  no  synopsis  is  here  attempted. 


Rankin  on  "The  Treatment  of  Aneurism  by 
Subcutaneous  Injection  of  Gelatin"  (The 
Lancet)  affirms  that  the  method  of  subcutaneous 
injection  of  gelatin,  first  recommended  by  Lan- 
cereaux  in  1897,  is  the  latest  and  most  promising 
medicinal  means  by  which  it  has  been  attempted 
to  lessen  the  dangers  and  miseries  attendant  upon 
aneurismal  dilation  of  an  artery.  "That  the  risks 
are  considerable  is  amply  evidenced  by  the  recent 
unfortunate  experience  at  Guy's  Hospital,  where 
two  patients  died  from  tetanus  in  the  course  of 
treatment  by  this  method."  Both  cases  were  the 
subjects  of  aortic  aneurism.  Although  these  two 
patients  died  from  tetanus,  the  writer  states  that 
a  third  patient  who  was  treated  for  the  same 
disease,  about  the  same  time,  and  in  the  same 
way,  was  discharged  from  the  hospital  apparently 
cured. 

"Where  an  aneurism  is  so  situated  that  it  can 
be  dealt  with  by  surgical  methods  these  will  prob- 
ably continue  to  be  regarded  as  the  safest  and 
most  reliable  means  of  treatment  to  which  the  pa- 
tient can  be  subjected."    According  to  Huchard, 


a  1  per  cent,  is  safer  than  a  2  per  cent,  solution 
of  gelatin  and  an  interval  of  from  eight  to  ten 
days  is  advisable  between  each  injection.  Ran- 
kin says  he  has  not  found  it  possible  to  introduce 
into  the  subcutaneous  tissue  more  than  100  cubic 
centimeters  without  producing  local  pain.  Even 
this  amount  must  "be  injected  slowly.  The  con- 
siderable swelling  produced  at  the  seat  of  injec- 
tion subsides  within  from  6  to  12  hours. 

The  inner  aspect  of  the  thigh  has  been  found  a 
more  convenient  situation  than  the  buttock.  At 
the  same  time  with  the  gelatin  treatment,  iodide 
of  potassium  was  given  in  ten  grain  doses  three 
times  a  day,  and  with  it  were  combined  minim 
doses  of  solution  of  nitro-glycerine  ( 1  in  100) 
whenever  the  pulse  tension  became  excessive,  or 
when  there  were  anginal  symptoms.  The  nitro- 
genous elements  of  the  daily  dietary  were  minim- 
ized and  the  amount  of  liquid  allowed  was  kept 
within  narrow  limits. 

The  experience  from  the  number  of  cases  tend 
to  show:  "(1)  that  gelatin  injections  may,  with 
proper  precautions,  be  given  subcutaneously  with 
safety;  (2)  that  they  produce  a  marked  and 
speedy  decrease  in  all  the  subjective  and  in  some 
of  the  objective  symptoms  presented  by  internal 
aneurisms;  (3)  that  this  relief  of  symptoms  is 
onlv  explainable  on  the  theory  of  a  diminution 
in  pressure-effects  from  shrinkage  in  size  of  the 
aneurismal  sac  ;  (4)  that  this  diminution  in  size, 
accompanied  with  marked  decrease  in  the  resist- 
ance of  the  tumor-wall  was  capable  of  physical 
demonstration." 


Willard,  of  Philadelphia,  in  an  article,  "Sun- 
shine vs.  X-rays  in  Tuberculosis  of  the  Joints  and 
Bones,"  says : 

"Sunlight,  fresh  air  and  good  food,  together 
with  fixation  and  protection  of  the  affected  joint, 
are  the  most  important  agents  in  the  contest  with 
tubercular  infection.  Direct  expesoure  to  the 
rays  of  the  sun  is  essential,  ami  all  hospitals 
should  be  provided  with  solaria  or  sun  porches, 
and  roof  gardens.  Patients  lying  in  bed  should 
have  the  diseased  joints  exposed  to  the  direct  rays 
of  the  sun,  their  head  and  eyes  being  protected 
by  green  glasses  or  shades.  The  joints  may  be 
covered  with  blue,  so  as  to  secure  easiest  passage 
of  the  ultra-violet  actinic  rays,  and  local  medica- 
tions rich  in  iodin  may  be  also  employed  as  de- 
sired. Tent  life  on  the  hospital  grounds,  or  bet- 
ter, in  the  open  pine  forest,  can  be  successfully 
employed  through  both  summer  and  winter. 
Sanatoria  should  be  established  for  tuberculosis 
of  the  hard  tissues,  as  well  as  of  the  soft. 
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FIRST  ANNUAL  REGISTER  OF  GRADUATE  NURSES 
ISSUED  BY  THE  MEDICAL  SOCIETY  OF 
THE  COUNTY  OF  KINGS. 


Acting  on  the  initiative  of  the  Chairman  of 
the  Committee  of  the  Nurses  Directory,  the 
Medical  Society  of  the  County  of  Kings  has 
issued  a  most  useful  Annual  Register  of  Graduate 
Nurses. 

Besides  a  general  list  of  male  and  female  grad- 
uate nurses,  masseurs  and  masseuses,  it  contains 
classified  lists  including  the  names  of  nurses 
speaking  languages  other  than  English,  lists  of 
nurses  preferring  special  lines  of  work,  of  the 
training  schools  from  which  the  several  nurses 
have  been  graduated,  a  street  list  of  nurses,  and 
other  matters  of  interest  to  nurses  and  to  phy- 
sicians. 

The  directory  is  intended  to  aid  physicians  in 
the  selection  of  nurses.  It  indicates  the  pref- 
erences of  each  nurse  for  various  lines  of  work, 
and  also  the  diseases  which  each  dislikes  to  serve 
in.  all  of  which  information  the  physician  will 
find  of  value  in  his  selection  of  a  nurse,  and  which 
has  heretofore  been  impossible  to  acquire  from 
any  previously  printed  register  of  nurses. 


THE  TREATMENT  OF  TUBERCULOSIS  BY  THE 
BOROUGH  OF  BROOKLYN. 


The  Board  of  Health  of  this  borough  has 
undertaken  the  establishment  of  a  clinic  for  the 
exclusive  treatment  of  consumption.  A  suitable 
building  has  been  secured,  and  by  the  time  of 


distribution  of  the  present  issue  of  the  Journal 
it  was  expected  that  work  would  have  already 
begun. 

Tuberculosis  in  all  its  phases  will  be  treated, 
and  in  addition  to  the  treatment  of  cases  at  the 
clinic,  a  staff  of  visiting  nurses  will  be  appointed 
to  call  at  the  homes  of  patients  on  notification 
of  the  attending  physicians.  Clinics  will  be  held 
in  the  forenoon,  afternoon  and  at  night. 

The  entire  movement,  credit  for  which  in  this 
borough  is  largely  due  to  the  energetic  enthu- 
siasm of  Dr.  Joseph  H.  Raymond,  is  modeled 
after  the  completely  equipped  building,  estab- 
lished for  the  identical  purpose  in  Manhattan, 
under  the  charge  of  Dr.  Billings.  It  is  planned 
to  equip  a  second  and  probably  a  third  establish- 
ment for  the  same  purpose,  later,  in  this  borough, 
when  the  first  has  been  settled  on  a  smoothly 
working  basis  and  its  usefulness  has  become  a 
demonstrated  fact. 

The  temporary  injunction  just  secured  by  resi- 
dents in  the  neighborhood  of  the  clinic  will  delay 
removal  to  "  another  quarter  of  the  city.  The 
justice,  in  granting  the  injunction,  expressed  his 
belief  that  the  collecting  of  a  great  number  of 
consumptives  into  a  thickly  populated  portion  of 
the  city,  for  treatment,  would  result  in  an  im- 
pairment of  the  section  as  a  residential  locality. 


FRIEDRICH  VON  SCHILLER. 

The  centennial  anniversary  of  the  death  of 
Schiller,  which  has  claimed  considerable  atten- 
tion during  the  past  month,  referred  to  him  as  a 
poet.  It  may  be  interesting  to  note  that  the  cler- 
ical profession  and  the  law  were  not  in  his  line 
of  thought,  neither  had  he  any  love  for  the  study 
of  medicine,  but  this  was  adopted  in  preference 
to  the  other  two.  So  when  in  1775  the  school  of 
medicine  was  added  to  the  Stuttgard  School, 
Schiller  matriculated  and  became  a  student  of 
medicine.  Graduating  with  the  degree  of  M.D., 
December,  1780,  this  was  followed  by  the  position 
of  post  surgeon  to  the  regiment  Auge  in  the 
Wiirtemberg  Army.  This  advancement  enabled 
him  to  complete  his  project  to  print  the  "  Rob- 
bers" at  his  own  expense,  not  being  able  to  find 
any  bookseller  that  would  undertake  it. 

Schiller's  Latin  essay  on  the  "  Philosophy  of 
Physiology"  was  written  in  1778  and  never 
printed.  His  thesis  at  graduation  was  published 
according  to  custom.  Subject.  "  The  Connection 
Between  the  Animal  and  Spiritual  Nature  of 
Man."  This  essay  was  reproduced  in  the  Medical 
Journal  of  Leipzig  in  1820. 
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From  the  above  it  appears  evident  that  Schil- 
ler's introduction  to  the  world  as  a  poet  and  writer 
was  due  to  the  fact  that  he  was  a  physician  which 
enabled  him  to  secure  the  position  of  surgeon  in 
the  army,  which  in  turn  provided  him  with  the 
means  to  publish  his  essay,  "  The  Robbers,"  which 
was  the  beginning  of  his  literary  fame. 

William  Schroeder,  M.D., 
Chairman  of  the  History  Committee. 


MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 


It  is  earnestly  hoped  that  all  members  of  the 
profession,  possessing  news  concerning  them- 
selves or  titer  friends,  which  would  interest  oth- 
ers, will  communicate  the  same  to  the  News  Ed- 
itor before  the  pth  of  each  month.  Items  for  this 
department  should  be  sent  promptly  to  Clarence 
Reginald  Hyde,  M.D.,  126  Joralemon  Street. 


Dr.  R.  H.  Kingman  ha«  moved  to  16  Putnam 
Avenue. 

Dr.  Alfred  E.  Shipley  anounces  his  removal 
to  1 1 1  Halsey  Street. 

Dr.  John  A.  Lee  announces  the  removal  of  his 
office  to  23  Revere  Place. 

Dr.  James  M.  Kerrigan  announces  his  removal 
to  171  Gates  Avenue,  and  also,  that  he  will  here- 
after devote  his  entire  time  to  the  practice  of 
medicine. 

Dr.  Joseph  F.  Todd  announces  the  removal  of 
his  office  to  402  Starling  Place. 

Dr.  William  Y.  Finch  announces  the  removal 
of  his  office  to  124  St.  Marks  Avenue. 

Dr.  O.  Paul  Humpstone  announces  the  removal 
of  his  office  to  105  Greene  Avenue. 

Dr.  Edwin  G.  Zabriskie  announces  his  removal 
to  37  West  54th  Street,  Manhattan. 

The  Annual  Meeting  of  the  Queens-Nassau 
Medical  Society  will  be  held  in  Nassau  County 
Court  Room,  Mineola,  Wednesday,  May  31.  Dr. 
Samuel  Hendrickson  will  present  "  Prophylaxis 
in  Tuberculosis ;  "  Dr.  Benjamin  R.  Tupper, 
"  The  Feeding  of  Children." 

Dr.  John  F.  Winn,  of  Richmond,  Va.,  has  been 
elected  Professor  of  Clinical  Obstetrics  in  the 
University  College  of  Medicine. 

The  following  examination  questions  were  pre- 
sented to  the  class  in  Second  Year  Anatomy  at 
the  Long  Island  College  Hospital,  May  11,  1905: 


1.  Trace  the  blood  from  the  heart  to  the  right 
index  finger  and  back  again  to  the  heart.  2. 
Name  the  structures  comprising  the  Limbic  Lobe 
of  the  Cerebrum.  3.  What  is  the  superior  medi- 
astinum ?  Give  its  contents.  4.  Name  all  the 
Ductless  Glands  and  describe  the  Thyroid.  5. 
What  is  "wrist-drop?"  Explain  its  cause.  6. 
Describe  the  inguinal  canal,  the  structures 
through  which  it  passes ;  Indirect  Hernia ;  Direct 
Hernia.  7.  Describe  the  common  Bile  Duct  and 
give  its  relations.  8.  What  sinuses  empty  into 
the  Torcular  Herophili  ?  Describe  any  one.  9. 
Give  the  nerve  supply  of  the  Larynx  and  describe 
one  of  the  nerves.  10.  Describe  the  following: 
a.  Lingual  Triangle,  b.  Gastric  Triangle,  c. 
Triangle  of  Petit. 

Examination  Questions  First  Year  Anatomy, 
May  9,  1905. — 1.  Give  the  articulations  of  the 
Semi-Luna,  Tibia,  Sphenoid,  Sacrum  and  Radius. 
2.  What  bones  form  the  Ankle,  Hip,  Elbow  and 
Wrist  joints?  3.  Where  are  the  following  liga- 
ments :  the  Conoid  Deltoid,  Check,  Posterior  Com- 
mon, Stylo-Maxillary  and  Y  ligament?  4.  De- 
scribe the  deep  palmar  fascia.  5.  Give  the  origin, 
insertion,  nerve-supply,  action,  and  relation  to  the 
subclavian  vessels  of  the  scalenus  anticus.  6. 
Name  the  muscles  or  tendons  which  would  be 
severed  in  an  amputation  just  above  the  ankle- 
joint.  7.  Give  origin,  course,  relations  and 
branches  of  the  Facial  Artery.  8.  Give  in  full 
the  arterial  anastomosis  of  the  knee-joint.  9.  De- 
scribe the  Thoracic  Duct.  10.  Give  the  formation 
of  the  Lumbar  Plexus,  give  branches. 

The  graduating  class  of  the  Long  Island  Col- 
lege Hospital  held  its  commencement  exercises 
pregnancy,  or  lactation,  it  may  remain  long  after 
ered.  Although  a  galactocele  originates  during 
on  June  r,  at  the  Majestic  Theatre.  The  degree 
of  M.D.  was  awarded  to  seventy-three  candidates. 
The  members  of  the  class  are :  Messrs.  Albers, 
Bast,  Baldwin,  Baxter,  Beck,  Bishop,  Borden, 
Block,  Brockway,  Brody,  Curran,  Doran  Runaif, 
Evans,  Feigenoff,  Freitag,  Friedman,  Ginsberg, 
Gluckman,  Goldsmith,  Harris,  Hicks,  Housepian, 
Hover,  Hubbard,  C.  Hyman,  S.  M.  Hyman,  Kas- 
par,  Kesslcr,  Kleban,  Klemberg,  Klyde,  Lewis. 
Lippold,  Livingstone,  Lynch,  Mootnick,  Necham- 
kin,  Parsons,  Precht,  Reigrod,  Rex,  Robinson, 
Rogers,  Rosenbleith,  Resner,  Rosenberg,  Rothen- 
berg,  Russell,  Samuclson,  Schneider,  Schroeder, 
M.  Schwartz,  S.  Schwartz,  Squier,  Slutsky,  Ste- 
vens, Stockman,  Thomson,  Topping,  linger,  Yos- 
seler.  Ward,  Watson.  Whelon,  Williams  and 
Wolfs. 
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Dr.  Percy  Bryant  announces  his  removal  to  134 
Hawthorne  Street. 

Dr.  Harris  Moak  announces  change  in  office 
hours  to  1 — 3,  Tuesdays,  Thursdays  and  Satur- 
days, and  7 — 8  P.  M.  Mondays,  Wednesdays  and 
Fridays. 

Dr.  Neil  McLeod  Whittaker  announces  his  re- 
moval to  278  Carlton  Avenue.  On  April  twenty- 
fourth,  Mrs.  Stella  P.  Blakeney  announced  the 
marriage  of  her  daughter,  Z.  Pennine,  to  Dr. 
Neil  McLeod  Whittaker. 

A  very  interesting  demonstration  of  practical 
hospital  work  was  given  by  the  Senior  Class  of 
the  Long  Island  College  Hospital  Training 
School  for  Nurses  on  Friday  evening,  April  7th. 
before  their  friends  in  the  hospital  amphitheatre. 
Different  kinds  of  bandages  were  applied,  an  arm 
was  prepared  for  operation,  obstetric  binders 
demonstrated ;  also  the  making  and  changing  of 
heds  and  bed  linen.  The  exhibition  was  one  of 
interest,  not  only  to  laymen,  but  to  medical  men 
as  well,  and  reflected  much  credit  on  those  taking 
part. 

A  distinguished  German  expert  in  school  hy- 
giene, Dr.  Schmidt-Monnard,  of  Halle,  has  found 
the  number  of  sick  among  the  children  attending 
morning  and  afternoon  sessions  by  one-half 
greater  than  among  children  who  attended  ses- 
sions in  the  forenoon  only. 

The  Hygienic  Institute  of  Breslau  is  making 
war  on  mosquitoes.  Municipal  experts  will  de- 
stroy the  mosquitoes  which  pass  the  winter  in  the 
cellars  and  basements  of  houses.  Malachite  green, 
is  to  be  used  for  destroying  the  larva?  in  ponds. 

After  a  hard  fight  the  State  Medical  Society 
has  scored  a  temporary  victory  over  the  osteo- 
paths, who  wished  to  have  their  method  of  treat- 
ment recognized  on  the  same  footing  with  medi- 
cine. The  Senate,  by  a  vote  of  24  ayes  to  19  noes, 
defeated  Senator  Davis'  bill  placing  the  osteo- 
paths under  the  jurisdiction  of  the  State  Board 
of  Regents  and  compelling  all  masseurs  to  pass 
an  examination.  The  bill  failed  of  passage  by 
just  two  votes. 

The  X-ray  operators  in  the  London  Hospital 
used  to  be  injured  occasionally  by  the  rays,  but 
nothing  has  happened  since  the  introduction  of 
the  X-ray  shields  a  year  ago.  These  shields  are 
made  of  thick  glass  containing  a  high  percentage 
of  lead. 

In  connection  with  the  above  paragraph  it  is 
interesting  to  note  that  Dr.  E.  A.  Codman,  of 
Boston,  reported  to  the  Johns  Hopkins  Society, 
a  case  of  cancer  in  the  ring  finger  of  a  patient, 
the  result  of  ulceration  from  X-ray  burn.  Dr. 


Frederick  Baetjer,  of  Johns  Hopkins,  who  has 
done  considerable  X-ray  work,  shows  even  more 
the  destructive  effect  of  the  rays.  It  is  reported 
that  his  hands  are  "seamed  with  gashes,"  and  that 
he  has  lost  nearly  every  finger  nail. 

The  tenth  anniversary  of  the  graduation  of  the 
class  of  1895  of  the  Medical  Department  of  the 
New  York  University  was  celebrated  recently 
by  a  dinner  at  the  St.  Regis  Hotel,  Manhattan. 
1  )r.  Eben  Foskett  presided.  The  physicians  from 
Brooklyn,  Dr.  James  J.  Bowan,  who  won  the 
Mott  medal  for  a  surgical  thesis  at  the  gradua- 
tion ;  Dr.  F.  Charles  J.  Pflug,  who  was  the  grand 
marshal,  and  Drs.  Theodore  Burr,  Joseph  B. 
Kopf  and  George  J.  Mahr,  were  at  the  dinner, 
which  included  over  fifty  guests,  some  coming 
from  Colorado. 

The  ladies  of  the  St.  Mary's  Hospital  Auxil- 
iary of  Jamaica,  L.  I.,  are  endeavoring  to  secure 
funds  to  purchase  an  X-ray  apparatus  for  the 
hospital.  A  fund  has  been  started,  and  early  this 
month  a  euchre  concert  and  dance  will  be  given, 
the  proceeds  to  be  devoted  to  the  purchase  of  a 
modern  X-ray  plant. 

Among  the  hospitals  of  this  city  which  exhib- 
ited at  the  World's  Fair  in  St.  Louis,  the  follow- 
ing five  received  silver  medals  :  Long  Island  Col- 
lege Hospital,  Mount  Sinai  Hospital,  St.  Vin- 
cent's Hospital,  Lincoln  Hospital  and  Seton  Hos- 
pital. None  of  the  hospitals  received  gold  medals, 
for  the  reason  that  they  were  represented  only  by 
photographs. 

We  regret  to  chronicle  the  death  of  Dr.  Heber 
N.  Hoople  from  pernicious  anemia.  He  was 
born  in  Wales,  Ontario,  1856,  and  was  graduated 
in  medicine  in  1885  from  Toronto  University, 
later  receiving  the  same  degree  from  Bellevue 
Medical  College.  Victoria  College,  Coburg,  gave 
him  his  degree  of  A.B.  in  1878.  Prior  to  his 
studying  medicine  he  taught  English  and  French 
in  the  Chatham  (Ont.)  High  School  for  a  few 
years. 

On  May  29th  about  one  hundred  physicians 
of  Greater  New  York  tendered  a  banquet  to  Dr. 
Thomas  Addis  Emmet  at  Delmonico's.  The  date 
was  the  anniversary  of  Dr.  Emmet's  seventy-sev- 
enth birthday.  The  invitations  stated  that  "  Dr. 
Emmet's  services  to  Gynecology  have  been  so 
greaf,  and  bis  fame  is  so  well  established,  that 
in  honoring  him  we  shall  do  honor  to  American 
medicine."  Since  Dr.  Emmet  resigned  as  senior 
surgeon  of  the  Woman's  Hospital  three  years 
ago,  he  has  given  up  active  practice,  spending 
most  of  his  time  preparing  a  history  of  the  Emmet 
genealogy. 
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The  thanks  of  the  local  profession  are  due  to 
Drs.  McNanghton,  Barber"  and  MacEvitt,  Com- 
mittee on  Directory  of  Nurses  of  the  Kings 
County  Medical  Society,  for  the  publication  of  the 
Annual  Register  of  Graduate  Nurses.  The  book 
is  complete  in  every  detail,  is  attractively  gotten 
up  and  fills  a  long-felt  want.  It  should  stimulate 
the  preparation  of  a  more  complete  book,  which 
should  record  the  name  of  every  nurse  in  this 
city  registered  or  unregistered,  similar  to  our 
medical  directories.  There  is  nothing  so  tiresome 
as  to  fuss  over  individual  nurses'  professional 
cards.  Surely,  the  nurses  of  this  borough  and 
Manhattan  could  appoint  a  committee  to  consider 
the  advisability  of  publishing  an  annual  nurses' 
directory. 

The  annual  commencement  of  the  Long  Island 
College  Hospital  was  held  at  the  Majestic  The- 
atre, Thursday,  June  1.  The  valedictorian  was 
Cassius  Hinds  Watson,  B.S.  (University  of 
Pennsylvania),  and  the  orator  of  the  evening, 
the  Hon.  Martin  W.  Littleton. 

The  preceding  evening,  the  twenty-fifth  annual 
dinner  of  the  Long  Island  College  Hospital 
Alumni  Association  took  place  at  the  Pouch  Gal- 
lery. Dr.  John  H.  Musser,  President  of  the 
American  Medical  Association,  delivered  the 
address  at  the  annual  scientific  meeting  of  the 
Alumni  Association. 

The  intention  of  the  Department  of  Health  to 
locate  a  sanitarium  for  consumptives  at  75  Henry 
Street,  Brooklyn,  was  frustrated  by  an  injunction 
granted  by  Justice  Marean.  Over  a  hundred 
petitioners  signed  the  papers  asking  for  the  in- 
junction. 

Reports  to  the  Marine  Hospital  Service,  which 
are  probably  far  from  complete,  give  the  number 
of  deaths  from  cerebro-spinal  meningitis  in  the 
United  States  since  July  1  of  last  year  as  2,856. 
There  has  been  a  remarkable  spread  of  the  dis- 
ease, and  now  for  the  first  time  the  Marine  Hos- 
pital Service  is  keeping  a  separate  record  of  these 
cases. 

The  whole  number  of  deaths  from  meningitis 
in  the  State  and  City  of  New  York  is  given  as 
2,315.  The  disease  has  also  been  prevalent  in 
New  Jersey,  where  the  number  of  deaths  was  170, 
and  in  Massachusetts,  where  74  cases  proved 
fatal. 

Those  cities  which  have  reported  both  the  num- 
ber of  cases  and  the  number  of  deaths  from  men- 
ingitis throw  some  light  on  the  comparative  mor- 
tality resulting  from  this  and  other  diseases.  The 
chance  of  death  in  cases  of  smallpox,  for  exam- 
ple, are  very  small  as  compared  with  meningitis. 


Of  231  cases  of  meningitis  separately  reported  to 
the  Marine  Hospital  Service,  167  proved  fatal. 

The  new  $100,000  pavilion  for  scarlet  fever, 
attached  to  the  Kingston  Avenue  Hospital,  was 
recently  opened  for  public  inspection.  About 
2,000  invitations  were  sent  out  to  public  officials 
and  others  interested  in  the  work  of  this  depart- 
ment. Owing  to  the  fear  of  possible  contagion, 
less  than  fifty  people  accepted.  It  is  also  report- 
ed that  many  who  received  invitations  destroyed 
them  at  once,  thinking  that  the  paper  was  infect- 
ed. This  pavilion  is  188  feet  in  length,  inclu- 
ding sun  parlors  at  either  end  for  convalescents, 
and  will  accommodate  eighty  patients.  The  fur- 
nishings are  of  antiseptic  pattern  and  the  sani- 
tary code  is  followed  out  by  the  elimination  of 
angles  in  the  walls.  The  building  is  fireproof, 
and  also  has  fire-escapes  and  direct  .fire  alarm 
connections.  On  the  upper  floor  is  an  operating 
room  with  the  most  modern  appointments.  Also 
an  "irrigating  room,"  to  permit  nurses  to  irrigate 
throats  without  disturbing  the  other  patients.  A 
home  for  the  nurses  will  next  be  built. 

Austria-Hungary  has  18,000  medical  men  to 
take  care  of  a  population  of  47,000,000.  This  is 
only  one-half  the  ratio  of  physicians  that  obtains 
in  Great  Britain  and  Ireland. 

Dr.  Jerome  B.  Thomas,  L.  I.  C.  H.,  '93,  and  at 
present  attending  physician  and  surgeon  of  the 
Civil  Sanitarium  at  Bagnio,  Benquet  Province, 
P.  I.,  has  forwarded  an  interesting  report  of  the 
medical  work  at  the  sanitarium  to  date.  The 
statistics  in  the  report  are  too  voluminous  for 
presentation  here,  but  are  well  worth  the  perusal 
of  every  one  interested  in  our  Philippine  posses- 
sions. Dr.  Thomas  expects  to  return  to  the  United 
States  this  summer. 

The  following  questions  for  examination  in 
medical  jurisprudence  were  submitted  to  the 
senior  class  of  the  Long  Island  College  Hospital. 

1.  Give  a  definition  of  medical  jurisprudence, 
and  point  out  the  distinction  between  medical 
jurisprudence  and  legal  medicine. 

2.  What  are  the  implied  obligations  of  a  med- 
ical practitioner  in  undertaking  the  treatment  of 
a  patient? 

3.  To  what  extent  does  the  law  impose  upon 
a  medical  practitioner  the  obligation  of  keeping 
secret  the  ailments  of  his  patient? 

4.  State  some  of  the  matters  in  regard  to  which 
the  opinions  of  medical  expert  witnesses  are  re- 
ceivable in  evidence  in  courts  of  justice. 

5.  State  generally  the  rules  of  law  prevailing 
in  the  United  States  and  England  in  regard  to  the 
disposition  of  the  bodies  of  the  dead. 
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6.  Under  the  law  of  the  State  of  New  York, 
what  are  the  circumstances  which  justify  a  cor- 
oner in  holding  an  inquest  ? 

7.  Under  what  circumstances  and  to  what  ex- 
tent is  it  lawful  to  perform  an  autopsy? 

8.  Under  what  circumstances  is  it  lawful  in 
the  State  of  New  York  to  induce  an  abortion  ? 

9.  What  defects  of  reason  excuse  a  person  from 
criminal  liability  on  the  ground  of  insanity? 

Of  interest  to  the  medical  profession  of  this 
city  is  the  announcement  that  work  has  begun 
on  the  building  of  the  new  Long  Island  College 
Hospital.  Ground  was  broken  the  middle  of 
April,  and  already  considerable  headway  in  ex- 
cavating has  been  made.  The  pavilion  for  pri- 
vate patients  will  first  be  erected.  The  Hospital 
has  added  to  its  land  by  buying  the  two  buildings 
adjoining  its  property,  both  on  Amity  and  Pacific 
Streets. 
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International  Clinics.  Vol.  IV.  Fourteenth  Series, 
1905.  Phil,  and  London,  J.  B.  Lippincott  Co.,  IQ05. 
viii,  314  pp.,  11.,  24  pi.    8vo.    Price:  Cloth,  $2.00. 

The  first  paper  in  this  volume  entitled  "The  Exces- 
sive Use  of  Drugs  in  the  Treatment  of  Chronic  Dis- 
eases, with  Reference  to  Medicinal  Intoxication,"  might 
be  read  with  advantage  by  all  classes  of  practitioners. 
The  clinical  material  used  to  illustrate  what  is  said  is 
much  to  the  purpose.  All  the  papers  have  this  char- 
acteristic ;  they  very  clearly  state  facts  and  principles 
and  recite  histories  of  cases  treated  in  the  hospital 
wards  as  illustrations.  Distinguished  clinicians  have 
contributed  papers  on  treatment,  medicine,  surgery, 
gynecology,  neurology  and  pathology,  and  have  filled  a 
book  which  we  have  read  with  much  care,  interest  and 
benefit. 

International  Clinics.  Vol.  1.  Fifteenth  Series, 
1905.  Phil,  and  London.,  J.  B.  Lippincott  Co.,  1905. 
x,  312  pp.,  13  pi.    8vo.    Price:    Cloth,  $2.00. 

The  treatment  of  cardiac  asthma,  cirrhosis  of  the 
liver  and  cholelithiasis  is  expounded  in  three  clinical 
lectures.  They  are  practical.  Five  papers  are  devoted 
to  the  subject  of  medicine,  five  to  surgery  and  several 
to  neurology  and  obstetrics.  The  volume  ends  in  an 
interesting  summary  of  the  progress  of  medicine  dur- 
ing 1904  by  A.  A.  Stevens,  D.  L.  Edsall,  W.  B.  Stanton 
and  E.  C.  Bloodgood.  Its  perusal  will  give  some  idea 
of  the  enormous  amount  of  work  that  is  being  done  by 
all  departments  of  the  profession. 

Practical  Dietetics  with  Reference  to  Diet  in  Dis- 
ease. By  Alida  Frances  Pattee.  Second  Edition. 
N.  Y.,  The  Author,  1904.  xvi,  312  pp.  8vo.  Price: 
Cloth,  $1.00. 

The  second  edition  of  this  book  has  been  thoroughly 
revised  and  many  additions  made.  It  is  an  excellent 
and  very  useful  work  upon  an  important  practical 
subject.  G.  R.  B. 

Blood- Pressure  as  Affecting  Heart,  Brain,  Kidneys, 
and  General  Circulation;  A  Practical  Considera- 
tion of  Theory  and  Treatment.  By  Louis  Faugeres 
Bishop,  A.M.,  M.D.  N.  Y.,  E.  B.  Treat  &  Co.,  1904. 
112  pp.    121110.    Price:    Cloth,  $1.00. 

Since  it  has  become  possible  accurately  to  measure 
the  blood-pressure  in  every  day  clinical  work,  the  sub- 
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ject  has  attracted  much  attention.  The  brochure  under 
consideration  is  a  useful  contribution,  not  to  methods 
of  measurement,  but  to  the  causes  and  management  of 
the  conditions  in  which  high  or  low  blood-pressure  is 
a  symptom  or  a  part.  The  clinical  relations  of  varying 
blood  pressure  are  so  important  that  a  discussion  of  this 
kind  is  always  welcome.  G.  R.  B. 

The  Treatment  of  Some  Acute  Visceral  Inflam- 
mations, and  other  Papers.  By  David  B.  Lees. 
M.A.,  M.D.  Cantab.,  F.R.C.P.  Lond.  Phil.,  P.  Blak- 
iston's  Son  &  Co.,  1904.  viii,  300  pp.  i2ino.  Price : 
Cloth,  $1.75. 

The  three  lectures  and  twelve  papers  comprising  this 
volume  are  clearly  and  pleasantly  written.  They  serve, 
especially  the  lectures,  to  emphasize  the  importance  of 
careful  light  percussion  in  determining  the  size  of  the 
right  auricle  and  left  ventricle  in  diseases  of  the  heart 
and  lungs ;  the  value  of  moderate  venesection  in  dis- 
tention of  the  right  heart ;  the  value  of  the  external 
application  of  ice  in  visceral  inflammations;  and  the 
advantage  of  giving  large  doses  of  sodium  salicylate, 
guarded  by  twice  the  quantity  of  sodium  bicarbonate, 
in  acute  rheumatism  and  in  chorea.  This  book  is  sug- 
gestive, offers  food  for  thought,  and  is  well  worth 
reading.  G.  R.  B. 

Physician  versus  Bacteriologist.  By.  Prof.  Dr.  O. 
Rosenbach.  Authorized  Translation  from  the  Ger- 
man by  Dr.  Achilles  Rose.  N.  Y.  and  Lond.,  Funk 
and  Wagnalls  Co.,  1904.  462  pp.  8vo.  Price :  Cloth, 
$1.50. 

The  aim  of  the  majority  of  the  twenty-six  articles 
composing  this  book  is  well  expressed  by  the  translator. 
"The  bacteriologists,  by  means  of  fallacious  conclusions, 
have  established — in  opposition  to  all  common  sense — 
the  dogma  that  all  infectious  diseases  are  caused  by 
bacteria,  and  that  all  diseases  in  which  so-called  specific 
bacteria  are  found  are  infectious  diseases.  Since  this 
unsubstantiated  teaching  has  become  so  popular  that 
it  is  matter  of  comment  in  the  daily  press,  and  all  the 
world  is  thus  driven  to  really  dangerous  bacteriophobia, 
it  is  certainly  opportune  to  have  Rosenbach's  views  -on 
such  observations." 

The  style  is  verbose  and  labored,  and  it  is  difficult 
to  ascertain  the  author's  meaning  in  spite  of  the  very 
frequent  use  of  italicized  words,  sentences,  and  para- 
graphs. This  work  will  be  welcomed  by  the  chronic 
objector.  G.  R.  B. 

Light  Energy  :  Its  Physics,  Physiological  Action 
and  Therapeutic  Applications.  By  Margaret  A. 
Cleaves,  M.D.  N.  Y.,  Rebman  Co.,  1904.  Col.  front., 
xiv,  827  pp..  17  pi.    8vo.    Price:    Cloth,  $5.00. 

A  comprehensive  treatise  upon  the  theory,  physics, 
and  methods  of  use  of  light  as  a  therapeutic  agent.  It 
is  an  indispensable  work  for  any  one  who  uses,  or 
desires  to  use,  this  form  of  energy  in  the  treatment  of 
disease.  G.  R.  B. 

Beauty  Through  Hygiene.  Common  Sense  Ways  to 
Health  for  Girls.  By  Emma  E.  Walker,  M.D.  N.  Y, 
A.  S.  Barnes  &  Co.,  1904.  3C6  pp.  i-'mo.  Price: 
Cloth,  $1.00. 

This  is  a  very  complete  and,  on  the  whole,  very  sen- 
sible book  intended  for  popular  use  by  women,  especially 
those  in  the  hey-day  of  youth.  It  deals  with  such  sub- 
jects as  sleep,  bathing,  exercise,  care  of  complexion, 
hair,  hands,  and  feet,  clothing,  mental  hygiene  and  kin- 
dred topics.  The  major  portion  of  the  advice  tendered 
is  based  upon  scientific  facts  and  principles.  There  is 
some  temptation,  for  a  mere  man,  to  smile  at  certain 
recommendations,  but  on  the  whole  it  can  be  safely 
commended  to  those  of  our  women  patients  who  may 
stand  in  need  of  such  teachings.  G.  R.  B. 
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ORIGINAL  ARTICLES. 


DR    HOMER  L.  BARTLKTT  :  AN  ADDRESS. 


BY  J.  E.  SHEPPARD,  M.D. 

Mr.  President,  Fellow-members  and  Friends  of 
the  County  Society: 

Through  the  death,  a  few  weeks  since,  of  Dr. 
Homer  L.  Bartlett,  we,  members  of  the  Medical 
Society  of  the  County  of  Kings,  have  lost  a  fel- 
low-member of  forty-six  years'  standing,  and 
moreover  we  have  all  of  us  lost  a  friend,  one  who 
was  for  all  those  years  greatly  interested  in  our 
doings,  and  who  always  wished  us  well.  For  my- 
self I  mourn  the  loss  of  a  warm  personal  and  pro- 
fessional friend,  one  into  whose  genial  presence 
I  could  never  go  without  the  feeling  that  life  was 
better  worth  the  living  because  I  knew  him. 

A  number  of  years  ago  a  loving  hand  painted 
a  portrait  of  the  Doctor,  the  hand  of  the  artist, 
Mr.  Louis  J.  Rhead,  who  has  done  similar  work 
most  acceptably  for  many  people  of  prominence ; 
but  with  none  of  them  were  there  perhaps  quite 
.the  same  incentives  to  do  his  best  work  that 
spurred  him  on  in  Dr.  Bartlett's  case,  for  him  he 
loved  and  admired,  and  to  him,  moreover,  he  stood 
in  the  relation  of  a  patient  grateful  for  kind  and 
skilful  services  rendered  by  his  beloved  physician. 

Thus  are  we  doubly  fortunate  in  the  subject- 
matter,  as  well  as  in  the  manner  of  work,  of  that 
which  we  members  of  the  County  Society  are 
about  to  receive. 

During  the  past  year  when  my  efforts  were 
directed  to  the  task  of  providing  for  you,  as  far 
as  might  be,  satisfying  programmes,  it  was  a 
dream  of  mine  to  have  Dr.  Bartlett  come  here  and 
treat  you  to  a  half  hour  of  reminiscence  from  his 
nearly  fifty  years  of  medical  practice,  and  then  in 
person  to  present  to  us  this  portrait ;  unfortunate- 
ly his  health  did  not  permit  of  the  former,  and  his 
inclination  did  not  lead  him  to  do  the  latter.  Con- 
sequently I  am  here  this  evening  as  the  mouth- 
piece of  the  surviving  members  of  Dr.  Bartlett's 
family,  who,  in  handing  over  to  us  this  evening 
the  Doctor's  picture,  are  but  fulfilling  a  bequest  of 
his,  whose  wish  it  was  to  live  in  our  memories. 


In  witness  whereof  permit  me  to  read  this  letter : 

Mr.  President  and  Members  of  the  Kings  County 
Medical  Society, 

Dear  Sirs: — It  is  with  mingled  pleasure  and 
pain  that  I  discharge  the  task  given  me  by  my 
dear  husband,  Dr.  Homer  L.  Bartlett,  in  passing 
over  to  your  possession  his  portrait,  by  the  hands 
of  our  friend,  Dr.  John  E.  Sheppard.  Dr.  Bart- 
lett was  a  constant,  and  faithful  friend  and  well- 
wisher  of  your  Society,  and  his  gift  is  the  ex- 
pression of  his  desire  to  have  his  memory  remain 
living  amongst  you,  his  medical  brethren. 
Yours  truly, 

Mrs.  Homer  L.  Bartlett. 

And  now,  Mr.  President,  I  would  I  were  a 
word-artist  gifted  with  the  power  to  adequately 
sketch  for  you  the  life-work  of  him  whose  por- 
trait you  now  see.  As  it  is  I  must  content  my- 
self with  the  merest  outline  of  his  many-sided 
life. 

Born  up  among  the  hills  of  the  Green  Mountain 
State  almost  seventy-five  years  ago,  of  good  old 
Revolutionary  stock,  he  obtained  his  early  educa- 
tion in  the  local  academy  in  his  native  town  of 
Jericho,  and  at  the  Institute  of  Bakersfield,  New 
York,  after  which  he  taught  for  three  years  in 
the  former  school.  He  then  began  his  medical 
study  by  "reading  medicine,"  as  was  the  custom 
in  those  days,  with  Dr.  J.  Hamilton,  of  Jericho, 
and  later  with  Professor  Willard  Parker,  then  at 
the  zenith  of  his  career  in  New  York,  attending 
lectures  in  the  meantime  at  the  Woodstock  (Vt.) 
Medical  College,  and  the  Albany  Medical  Col- 
lege, and  the  College  of  Physicians  and  Surgeons 
of  New  York,  from  which  institution  he  received 
his  diploma  in  1855,  in  company  with  Henry  D. 
Noyes,  George  F.  Shrady,  Edward  W.  Lambert, 
and  others  since  prominent  in  medical  circles.  He 
followed  this  with  a  year  as  interne  at  the  Kings 
County  Hospital. 

In  the  autumn  of  1856  he  opened  an  office  in 
New  York,  but  had  only  been  there  one  week 
when  he  received  a  call,  which  he  believed  to  be 
a  call  from  God,  and  which  he  felt  he  had  no  right 
to  decline.  During  this  same  year,  1856,  yellow 
fever  had  become  epidemic  in  Bay  Ridge,  Fort 
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Hamilton  and  New  Utrecht ;  scarcely  a  family 
was  there  that  had  not  yielded  up  one  or  more 
victims  to  the  dreadful  scourge.  In  commemo- 
ration of  their  deeds  of  noble  self-sacrifice  during 
this  epidemic  a  graceful  monument  was  erected 
some  years  later  in  the  old  New  Utrecht  burying- 
ground  to  Drs.  Dubois  and  Crane,  at  the  time 
members  of  this  Society,  who,  after  bravely  doing 
their  utmost  to  stay  the  ravages  of  the  disease, 
and  to  lighten  the  burdens  of  the  afflicted,  them- 
selves fell  victims  to  the  pest. 


Dr.  Homer  L.  Bartlett 


The  call  which  Dr.  Bartlett  felt  unwilling  to 
decline,  was  to  take  up  the  work  thus  lain  down 
by  these  heroes,  and  his  acceptance  of  it  shows 
plainly  the  stuff  of  which  he  was  made.  By  the 
following  spring,  of  1857,  the  Doctor  felt  he  had 
finished  his  work  there  and  removed  to  Flatbush 
where  he  afterwards  made  his  home.  In  1859 
he  completed  his  membership  in  this  Society,  a 
membership  which  he  continued  to  the  time  of 
his  death,  nearly  forty-six  years  later.  In  1865 
he  was  Vice-President  of  the  Society. 


For  the  next  thirty  or  forty  years  after  his  ad- 
vent into  Flatbush,  almost  every  progressive 
movement  of  the  old  town  was  closely  linked 
with  the  name  of  Dr.  Bartlett.  He  originated 
most  of  them,  and  greatly  aided  the  others.  The 
Health  Board  was  due  to  his  efforts,  and  he  was 
its  Health  Officer  for  twelve  years,  during  which 
time  and  owing  largely  to  his  labors,  that  stench 
in  the  nostrils,  the  piggeries,  were  removed  from 
the  so-called  East-side  lands,  and  the  way  paved 
for  what  is  now  the  beautiful  Institute  Park.  He 
was  also  largely  instrumental  in  securing  a  Police 
Board  for  the  old  town,  and  was  its  first  Presi- 
dent. He  was  a  trustee  of  Erasmus  Hall  Acad- 
emy ;  a  school  commissioner  of  the  County  of 
Kings  for  three  years ;  an  active  member  of  the 
Long  Island  Historical  Society ;  originator,  and 
for  two  years  President,  of  the  Midwood  Club. 
At  one  time  he  devoted  much  time  and  study  to 
Freemasonry,  and  was  master  of  his  own  lodge 
for  five  years.  He  was  a  director  in  the  Water 
Company,  the  Gas  Company,  and  the  Trust  Com- 
pany of  Flatbush. 

From  1857,  the  time  of  his  return  to  Flatbush, 
until  his  death,  he  was  a  consulting  physician  to 
the  Kings  County  Hospital ;  for  many  years  phy- 
sician to  the  Penitentiary ;  he  was  a  member  of 
many  medical  societies,  local,  state,  and  national ; 
he,  moreover,  wrote  many  medical  and  medico- 
historical  papers,  and  was  besides  a  frequent  con- 
tributor to  the  daily  papers,  being  the  author, 
amongst  other  things,  of  a  series  of  "Sketches 
of  Long  Island,"  some  of  them  strictly  historical, 
while  others  are  romances  from  old  legends.  In 
addition  to  all  these  activities,  and  crowning  them 
all,  he  was  the  beloved  physician.  His  practice 
was  a  large  one,  and  extended  over  a  wide  terri- 
tory, reaching  from  Canarsie  Bay  to  the  Nar- 
rows, and  from  Brooklyn  Heights  to  the  Ocean. 

This  brief  outline  will,  I  hope,  convey  to  you 
some  idea  of  the  varied  activities  and  accomplish- 
ments of  this  many-sided  Doctor.  It  may  be  truly 
said  of  him  that  he  went  about  doing  good. 

This,  Mr.  President  and  fellow-members  of  the 
Society,  is  my  lame  attempt  to  sketch  for  you  the 
man — the  physician — Dr.  Homer  L.  Bartlett, 
whose  portrait  it  is  my  pleasure,  on  behalf  of  Mrs. 
Bartlett,  to  present  to  you  this  evening.  That 
It  may  establish  a  precedent,  and  be  the  fore- 
runner of  many  such  presentations  from  our  for- 
mer office  holders  is  my  earnest  wish. 
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THE  TEACHING  OF  ANATOMY. 


BY  WILLIAM  FRANCIS  CAMPBELL,  M.D. 
Professor  of  Anatomy,  Long  Island  College  Hospital, 
Brooklyn, N.  Y. 

In  a  medical  education  Anatomy  is  the  coiner 
stone.    In  a  medical  curriculum,  it  is  the  pivotal 
point  around  which  the  other  branches  revolve, 
and  without  which  they  cannot  move.  Anatomy 
therefore  being  fundamental,  basic,  germane,  it 
should  not  only  occupy  a  large  portion  of  the  stu- 
dent's time,  but  occupy  it  in  such  a  way  that  the 
mere  acquisition  of  anatomical  facts  will  be  sec- 
ondary to  the  mental  discipline  and  grasp  which 
can  be  attained  by  proper  anatomical  teaching. 
The  one    idea  which    permeates    the  anatomy 
course  at  Long  Island   College  Hospital  is  to 
teach  the  student  to  think  anatomically.  "Denke 
anatomisch,  wenn  Du  Ein  Arzt  werden  willst." 
If  the  student  can  be  made  to  feel  the  signifi- 
cance of  this,  if  his  mind  can  be  given  an  impetus 
in  this  direction,  his  torch  has  been  well  lighted ; 
the  remainder  of  the  curriculum  and  his  profes- 
sional career  will  become  luminous  because  of 
correct  mental  attitude.    Froebel  in  his  kinder- 
garten system  exploited  a  principle  of  education 
not  alone  applicable  to  the  child  mind,  but  of 
equal  utility  in  educating  the  adult  mind.  We 
can  learn  through  the  exercise  of  one  sense  or  of 
a  combination  of  the  senses.    The  most  compre- 
hensive knowledge  is  acquired  through  a  com- 
bination of  the  senses.    We  can  get  some  percep- 
tion through  the  ear,  but  how  much  better  when 
the  eye  and  ear  act  together,  and  still  better  when 
the  hand  is  added  to  the  eye  and  ear.   We  learn 
best  by  doing.    The  student  will  learn  some  an- 
atomy by  the  lecture,  quiz,  recitation.    He  will 
learn  more  when  the  picture  is  shown,  the  demon- 
stration made ;  he  will  learn  most  when  he  can 
take  the  human  body  apart  and  examine  its  com- 
ponent  parts   by  dissection,   or   construct  the 
various  parts  in  clay  or  other  kinds  of  models. 
The  best  method  of  knowing  a  machine  is  to  take 
it  apart  and  put  it  together.    The  ideal  course  in 
anatomy  would  require  the  student  to  take  the 
human  machine  apart  and  put  it  together.  This 
task  accomplished,  the  student  becomes  the  an- 
atomist.   This  ideal   method   being  impossible, 
that  course  of  anatomical  study  is  best  which 
most  closely  and  practically  approaches  this  basic 
principle.    Lectures,  recitations,  quizzes  are  use- 
ful, but  they  are  subsidiary :  they  have  a  place 
in  the  teaching  of  anatomy,  but  it  is  a  minor  one. 
The  teaching  of  anatomy  by  oratorical  efforts 
has  been  consigned  to  the  medical  junk-shop  to 


share  the  fate  of  the  lance,  the  poultice  and  the 
carbolic  spray.   The  eloquence  of  anatomy  speaks 
in  the  wondrous  mechanism  of  the  human  body, 
and  reveals  itself  to  him  who  wields  the  scalpel  in 
a  spirit  of  reverence  and  humility.    The  course 
in  anatomy  at  Long  Island  College  Hospital  we 
divide  for  purposes  of  description,  into  three 
parts:    Didactic,  analytic,  and  synthetic.  The 
didactic  course  consists  of  lectures,  recitations, 
demonstrations,  and  quizzes.    Every  department 
of  systemic  anatomy  is  made  the  subject  of  reci- 
tation from  the  text-book  accompanied  by  dem- 
onstrations with    charts    or   dissected  cadaver. 
These  recitations  are  closely  followed  by  compul- 
sory quizzes  in  which  the  work  is  reviewed  and 
the  important  points  accentuated.    Thus,  the  stu- 
dent receives  his  text-book  instruction  twice,  first 
from  the  instructor,  second  from  the  quiz  master. 
In  the  second  year  lectures  on  surgical  anatomy 
are  given  and  thus  is  formed  the  connection  be- 
tween the  anatomical  facts  and  their  clinical  ap- 
plication— a  most  important  part  of  an  anatomical 
course.    For  here  the  student  begins  to  appre- 
ciate the  object  and  utility  of  his  anatomical  facts, 
his  interest  is  stimulated  and  his  enthusiasm  re- 
newed as  he  realizes  the  practical  application  of 
the  knowledge  already  acquired.    The  analytical 
part  of  the  course  consists  in,  first,  a  laboratory 
course  in  embryology.    No  correct  appreciation 
of  anatomy  can  be  acquired  without  a  knowledge 
of  a  relation  which  embryology  bears  to  the 
adult  structure.    The  second  part  of  this  course 
consists  in  dissections  of  the  human  body.  Fiach 
part  is  dissected  twice,  and  while  we  value  the 
dissection  for  its  own  sake,  we  believe  that  much 
in  addition  to  the   appreciation  of  anatomical 
structures  can  be  taught.    Neatness,  cleanliness, 
the  tactus  eruditus,  habits  of  observation,  exam- 
ination, description,  all  these  make  the  course 
of  value  in  the  moulding  of  a  well  rounded  phy- 
sician.   No  longer  is  it  necessary  for  the  student 
to  pursue  his  dissection  amid  the  foul  odors  of 
putrescent  cadavers.    We  hold  that  the  habits  of 
cleanliness  should  be  taught  in  the  dissecting 
room :  that  it  should  be  practically  as  clean  as  an 
operating  room :  that  dissection  should  be  made 
with  the  same  care,  accuracy,  and  respect  for 
structures  as  if  it  were  an  operation  upon  the 
living.    We  believe  in  the  use  of  rubber  gloves: 
that  the  habit  of  wearing  them  should  be  begun 
here  in  order  that  the  student  may  acquire  facil- 
ity in  touch  and  manipulation,  and  lastlv  for  the 
protection  which  they  afford  the  wearer. 

We  seek  to  promote  habits  of  observation  and 
description  by  a  system  of  drawings  in  which 
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each  student  is  required  to  present  four  drawings 
of  the  part  under  dissection,  each  drawing  rep- 
resenting various  stages  of  the  dissection.  The 
drawings  are  required  to  be  outlined  in  ink,  and 
the  names  of  the  various  structures  printed  in 
ink.  Many  of  these  drawings  are  veritable  works 
of  art,  as  many  of  our  students  have  elaborated 
upon  the  requirements,  using  colors  to  repre- 
sent the  different  structures.  The  best  of  these 
drawings  are  framed  and  hung  in  the  anatomical 
laboratory.  This  gives  a  stimulus  for  the  pro- 
duction of  fine  work  as  the  walls  of  our  labora- 
tory will  attest.  These  exercises  in  drawing  are 
of  the  very  highest  teaching  value.  They  im- 
press relationships  of  anatomical  structures,  they 
form  an  indelible  mental  picture,  the  printing  of 
the  names  of  structures  gives  the  student  a  cor- 
rect terminology. 


Fig.  I.    Anatomical  Laboratory.    Class  in  Clay  Modeling. 

The  improvement  in  the  student's  facility  in 
drawing  has  been  marked.  Many  who  at  first 
wished  to  be  excused  because  "they  never  could 
draw,"  have  subsequently  presented  specimens 
which  merited  the  recognition  of  a  frame  and  a 
place  upon  the  laboratory  walls.  To  students 
who  at  first  demur  because  they  feel  a  lack  of 
artistic  training  we  say,  "Any  one  who  can  write 
can  draw."  The  results  have  amply  proved  the 
truth  of  this  statement. 

The  synthetic  part  of  our  course  is  in  the  stage 
of  development.  It  is  not  complete  but  we  be- 
lieve it  is  evoluting  on  the  right  lines,  and  will  be 
of  supreme  value  in  making  not  only  anatomists 
but  physicians.  We  learn  by  doing.  When  we 
create  we  crystallize  into  form  a  part  of  our- 
selves.   What  we  create  we  cherish.    By  cre- 


Fig  II.    Specimens  of  Work  Modeled  by  First-Year  Students. 

ating  we  call  into  action  the  highest  faculties  of 
the  mind.  It  is  the  development  of  this  faculty 
for  making  or  creating  that  forms  the  most  val- 
uable part  of  our  teaching  technique.  Modeling 
in  clay  is  not  new,  and  its  value  in  teaching  anat- 


Fig.  III.    Model  Demonstrating  Abdominal  Wall  and  Original  Canal. 
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omy  is  being  recognized  in  our  most  advanced 
colleges.  Clay  modeling  of  the  bones  or  the  brain 
is  of  inestimable  value  for  teaching  purposes. 
When  the  student  reads  about  a  bone  he  gets 
some  faint  conception  of  it.  When  he  sees  a 
picture  he  gets  a  better  idea,  but  his  idea  is  lim- 
ited to  two  dimensions,  length  and  breadth.  The 
student  must  handle  the  bone  to  comprehend  it 
in  three  dimensions  and  when  he  reproduces  an 
accurate  model  of  the  bone  in  clay  he  has  a 
minute  and  lasting  impression  of  the  bone.  The 
same  is  true  of  the  brain,  and  it  is  doubtful  if  a 
student  ever  gets  a  correct  idea  of  the  brain  until 
he  builds  a  brain.  But  clay  modeling  has  its 
limitations  and  can  be  utilized  only  in  a  limited 
field.  We  feel,  however,  that  this  idea  of  mak- 
ing models  of  parts  of  the  body  is  of  such  in- 
estimable value  in  teaching,  that  we  have  extend- 
ed the  work  still  further  and  require  our  stu- 
dents to  make  models  out  of  various  suitable  ma- 
terial. Here  we  depend  largely  upon  the  in- 
genuity of  the  individual  student,  simply  sug- 
gesting the  general  lines  on  which  the  model  is 
to  be  constructed,  allowing  him  to  display  his 
originality.  The  general  plan  is  the  following: 
The  structure  to  be  modeled  is  announced,  and 
the  general  plan  discussed  before  the  class. 
Two  weeks  is  usually  allowed,  at  the  end  of 
which  time  the  models  are  presented  and  criti- 
cised. To  illustrate :  We  model  the  muscles  of 
the  abdomen  and  the  inguinal  canal  by  the  use 
of  a  wooden  frame,  different  colored  muslins,  and 
rubber  tubing.  (See  figure  III.)  The  sinuses 
of  the  brain  are  modeled  by  the  use  of  cardboard, 
cut  to  represent  the  falx  and  tentorium,  and  rub- 
ber tubing  properly  attached,  the  various  sinuses. 
(See  figure  IV.)  The  uterus  and  appendages 
can  be  modeled  by  the  use  of  an  open  frame  box, 
in  the  center  of  which  is  suspended  the  uterus 
in  its  broad  ligaments  of  muslin,  with  ovaries  and 
round  ligaments  properly  attached.  (See  figure 
V.)  The  triangles  of  the  neck,  the  gall  bladder 
and  ducts,  and  other  viscera,  are  merely  sug- 
gestive of  what  can  be  done  in  this  line.  The 
important  relationship  of  veins,  arteries  and 
nerves  by  the  use  of  different  colored  rubber  tub- 
ing is  a  very  simple  but  effective  means  of  teach- 
ing. 


Fig.  IV.    Model  Demonstrating  Sinuses  of  the  Brain. 


The  above  is  simply  a  resume  of  our  present 
course  in  anatomy.  That  it  is  effective  is  attested 
by  the  satisfactory  results  obtained  and  the  uni- 
form approval  of  the  student  body.  To  take  the 
dryness  out  of  anatomy  and  give  it  vital  mean- 
ing ;  to  put  the  spirit  of  play  in  the  work ;  to  make 
the  study  recreative  and  not  a  grind — shall  we 
not  resort  to  kindergarten  methods  if  they  ac- 
complish the  results?  After  all,  the  business  of 
the  teacher  is  to  teach  the  student  to  teach  him- 
self. For  the  teacher  is  not  merely  a  purveyor 
of  facts,  but  he  is  the  creator  of  an  atmosphere  in 
which  thought  grows,  endeavor  is  stimulated, 
and  ideals  inspired. 


Fig.  V.   Model  Demonstrating  Uterus  and  Ligaments. 
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A  FREAK  CASE  OF  APPENDICITIS.* 


BY  LOUIS  L.  NICHOLS,  M.D. 

My  patient  is  a  newspaper  man  about  30  years 
of  age.  He  inherited  a  nervous  temperament,  but 
has  been  in  fair  health  with  the  exception  of  an 
attack  of  typhoid  fever  some  six  years  ago.  He 
recovered  from  this  without  complications.  There 
was  no  history  of  indigestion  or  colicky  pains  pre- 
ceding his  acute  attack  of  appendicitis,  which 
came  on  gradually  Sunday  morning,  Oct.  25, 
1904.  I  saw  him  first  about  7  o'clock  the  same 
evening.  He  had  been  vomiting  all  day  and 
his  pain  was  spasmodic  in  character  and  distrib- 
uted over  the  whole  abdomen.  There  was  no 
distention  and  no  especial  point  of  tenderness. 
There  had  been  three  or  four  attempts  to  go  to 
stool,  but  with  little  result.  There  was  no  irrita- 
tion of  the  bladder.  The  pulse  was  100,  and  the 
temperature  990. 

With  these  symptoms  I  was  apprehensive  of 
appendicitis  and  warned  the  family  as  to  what  to 
expect.  The  patient  was  ordered  1-10  gr.  doses 
of  calomel  half  hourly,  to  be  followed  in  the  morn- 
ing by  magnesia  sulphate. 

When  I  saw  him  on  the  following'  morning 
there  was  slight  iocal  tenderness  in  the  right  iliac 
region,  with  some  distention  and  rigidity  of  the 
right  rectus  muscle.  Vomiting  had  ceased,  but 
the  bowels  had  not  moved.  The  temperature  was 
993^2 c  and  pulse  106,  and  of  good  character.  An 
ice  bag  was  ordered  applied  over  the  tender  point 
and  magnesia  sulphate  continued  till  free  cathar- 
sis was  established.  My  patient  had  passed  a 
restless  night  with  but  little  sleep  and  he  had  a 
worried  expression.  A  consultation  was  advised 
and  held  that  afternoon  with  Dr.  Walter  Wood. 
During  the  interval  which  elapsed  between  my 
morning  visit  and  the  hour  of  the  consultation  the 
patient's  bowels  had  been  freely  evacuated  and  he 
appeared  much  better  in  many  ways.  The  pain 
had  practically  subsided ;  there  was  verv  little 
tenderness  or  rigidity,  the  most  tender  point  being 
well  over  against  the  crest  of  the  ilium  ;  there 
had  been  no  return  of  the  vomiting  during  the 
day  and  the  distention  was  gone ;  my  patient  had 
lost  his  worried  expression,  was  hungry  and 
wanted  to  sit  up.  In  fact  the  improvement  was  so 
marked  that  I  began  to  doubt  the  accuracy  of 
my  diagnosis.  Dr.  Wood  confirmed  the  diag- 
nosis, however,  hut  it  was  believed  at  this  time 
that  we  w  ere  dealing  with  one  of  those  catarrhal 
cases  of  appendicitis  which  so  often  shows  im- 
provement after  the  free  use  of  salines,  and  that 

*  Read  before  Long  Island  Med.  Soc,  June  16,  1905. 


the  case  would  gradually  go  on  to  recovery  with- 
out surgical  intervention. 

How  remote  from  the  actual  facts  in  the  case 
our  conclusions  were,  became  evident  from  subse- 
quent events.  To  be  sure  my  patient,  from  this 
hour,  went  on  to  complete  recovery  but  in  a  way 
quite  different  from  what  we  anticipated.  The 
more  severe  symptoms  gradually  abated,  the  tem- 
perature and  pulse  slowly  returned  to  normal, 
but  in  the  meantime  a  mass  in  the  right  iliac  re- 
gion became  clearly  defined.  There  was  slight 
tenderness  to  pressure  over  this  mass  and  indis- 
position to  move  about  in  bed  because  of  the 
board-like  feeling  over  the  region  and  pain  caused 
by  such  motion.  The  patient's  tongue  did  not 
clear  nor  the  appetite  improve  as  they  should  do 
with  a  case  getting  well.  While  I  was  speculat- 
ing over  the  final  outcome  in  a  case  presenting 
these  unfavorable  symptoms,  and  trying  to  decide 
upon  the  safest  course  to  pursue,  Nature  solved 
the  problem  for  me  in  a  most  novel  and  unex-  . 
pected  manner.  One  week  from  the  beginning  of 
the  attack  my  patient  passed  a  very  restless  night, 
complaining  of  discomfort  and  tenesmus  in  the 
bowels.  In  the  morning  there  were  several  loose 
stools  and  in  one  of  them  something  which  at- 
tracted the  nurse's  attention.  On  examining  it 
I  found  what  appeared  to  be  a  very  much  atten- 
uated appendix  about  2l/2  inches  long,  with  a  per- 
foration at  the  distal  end.  I  submitted  the  spec- 
imen to  Dr.  Wood  and  he  was  skeptical  about 
its  true  character.  I  then  sent  it  to  Dr.  Archi- 
bald Murray  for  examination  and  his  report  fol- 
lows. 

After  his  auto-operation  my  patient's  recovery 
was  rapid  and  without  complication.  The  mass 
in  the  right  iliac  region  gradually  disappeared, 
and  three  weeks  from  the  onset  of  ths  attack  he 
was  perfectly  well,  and  has  remained  so  to  this 
day.  Had  not  a  very  watchful  nurse  rescued  this 
appendix  from  the  bed  pan  we  should  still  labor 
under  the  delusion  that  my  patient's  anatomy 
remains  intact  as  it  was  originally  created  and 
that  he  simply  suffered  from  an  attack  of  ca- 
tarrhal appendicitis. 

This  case  was  rare,  but  there  have  been  other 
similar  cases  recorded.  .How  many  unrecorded 
eases  there  may  have  been  where  a  sloughing  and 
unrecognized  appendix  has  passed  from  the  bowel 
into  the  sewer  we  shall  never  know. 

My  object  in  presenting  a  freak  case  of  this 
sort  was  not  because  of  any  particular  interest 
attaching  to  its  novelty,  but  to  draw  out  discus- 
sion on  the  following  points  : 
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1.  Should  we  have  operated  upon  my  own  case 
at  the  time  of  the  consultation  or  subsequently ; 
and  can  we  formulate  any  safe  rule  to  guide  us  in 
the  management  of  similar  cases  ? 

2.  Should  every  case  of  appendicitis  be  treated 
surgically  and  operated  upon  as  soon  as  a  diag- 
nosis can  be  made,  other  conditions  being  favor- 
able? 

3.  Or  should  we  adopt  the  expectant  plan  and 
treat  each  case  according  to  the  symptoms  as  they 
arise  ? 

By  which  plan  can  we  effect  the  greatest  num- 
ber of  cures? 

Brooklyn,  Oct.  9,  1904. 
Dr.  L.  L.  Nichols,  Brooklyn,  N.  Y. 

My  dear  Doctor:'- — I  have  made  sections  from 
the  tissue  sent  me,  but  it  is  absolutely  necrotic  and 
refuses  to  stain.  Still,  outlines  of  what  were 
probably  once  glands,  lymphoid  elements  and  a 
muscular  and  fibrous  coat  can  be  made  out  and 
I  should  not  hesitate  to  call  the  specimen  an  ap- 
pendix. I  have  put  it  aside  for  you. 
Very  truly, 

Archibald  Murray. 
386  Stuyvesant  Avenue,  Brooklyn. 

In  his  recent  work  on  the  "Vermiform  Ap- 
pendix" Dr.  Howard  Kelly  has  collected  the 
historv  of  four  similar  cases. 


CLINICAL  TYPES  OF  PUERPERAL  INFECTION. 


BY  JOHN  O.  POLAK,  M.S.,  M.D., 

Professor  of  Obstetrics  Dartmouth  Medical  College.  Professor 
of  Obstetrics  N.  Y.  Post  graduate  Medical  School  and 
Hospital  and  Assistant  Professor  of  Obstetrics  and 
Gynecology  in  the  Long  Island  College  Hospital. 

The  main  object  of  this  brief  paper  is  to  dis- 
countenance and  discourage  a  popular  impres- 
sion, which  has  become  firmly  rooted  in  the  minds 
of  many  practitioners,  i.e.,  that  all  sepsis  is  pri- 
marily treated  by  the  curet. 

This  fallacy  has  raised  the  mortality  and  the 
morbidity  of  puerperal  infection,  in  private  prac- 
tice, so  that  to-day  it  is  little  better  than  it  was  in 
pre-antiseptic  times.  This,  however,  is  not  the 
case  in  institutional  work. 

Four  distinct  types  of  infection  are  presented 
to  the  observing  clinician,  each  having  a  distinct 
pathology,  a  more  or  less  definite  symptomatol- 
ogy, in  the  early  stages  of  the  process.  A  treat- 
ment which  may  be  beneficial  in  one  form,  may 
be  detrimental  in  another. 

Many  lesions  may  result  from  puerperal  in- 
fection, the  changes  may  be  local  or  general,  or 
both  combined,  dependent  upon  the  nature  and  the 


virulence  of  the  organism,  the  state  of  the 
woman's  health,  the  condition  of  her  pelvic  tis- 
sues and  the  site  of  infection. 

Puerperal  ulcers  of  the  vulva  and  vagina  are 
torn  and  bruised  areas,  on  the  surfaces  of  which 
micro-organisms  have  grown.  These  are  cov- 
ered with  dirty,  yellow  gray,  necrotic  tissue, 
which  discharges  pus,  often  presenting  the  ap- 
pearance of  diphtheritic  membrane.  In  rare 
instances  the  Klebs-Loeffler  bacillus  may  be  the 
cause  of  these  patches.  They  are  commonly  due, 
however,  to  the  streptococcus,  though  other  path- 
ogenic organisms  may  produce  them.  The  edge 
of  the  patch  is  usually  oedematous  and  there  is 
more  or  less  surrounding  swelling. 

The  cervix  uteri  may  undergo  the  various  mor- 
bid changes  found  in  the  vagina,  lacerations  and 
abrasions,  which  are  produced  in  every  labor,  af- 
ford a  favorable  soil  for  the  growth  of  various 
micro-organisms  and  because  of  the  abundant 
lymphatic  chains  draining  the  cervix  and  the  im- 
paired resistance  of  the  lower  uterine  segment, 
occasioned  by  the  bruising  of  these  structures  in 
every  labor,  invasion  of  the  neighboring  pelvic 
tissues  is  favored. 

Infection  through  the  cervix  may  develop  as 
a  pelvic  cellulitis  within  the  folds  of  the  broad 
ligament  or  as  a  peritonitis,  or  if  the  infecting 
organisms  are  of  sufficient  virulence,  as  an  acute 
general  septicemia.  Or  the  infection  may  re- 
main localized  as  a  cervical  ulcer. 

The  Uterine  Body,  however,  is  the  most  fre- 
quent focus  for  infection,  in  the  remains  of  the 
mucosa  or  more  commonly  in  the  region  of  the 
placental  site.  In  some  cases  the  surface  is 
bathed  in  pus,  in  others  it  is  covered  with  a  dirt}-, 
yellow  gray  membrane  of  necrotic  decidual  tissue 
and  fibrin  diffused  over  a  wide  area  or  localized 
in  one  or  more  patches.  Thick  shaggy  masses 
may  be  found  on  the  placental  side  containing 
foetal  remains  or  they  may  consist  entirely  of  fibrin 
and  shreds  of  decidua  or  the  lining  of  the  uterus 
may  have  a  dark  green  gangrenous  appearance. 

When  saphrophytic  organisms  are  present,  the 
lochia  is  fetid  and  bubbles  of  gas  may  be  noted 
in  the  discharge.  Pyogenic  organisms  may  be 
present  at  the  same  time,  producing  a  mixed  in- 
fection. 

When  the  pyogenic  bacteria  are  present  alone 
Odor  and  Gas  are  usually  absent. 

In  putrid  endometritis  the  uterine  wall  is  en- 
larged, relaxed,  and  softer  than  normal,  and  it 
is  often  very  friable.  This  relaxation  promotes 
the  extension  of  the  infection  as  diminution  of 
pressure  on  the  veins  and  lymphatics  make  it 
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easier  for  micro-organisms  to  pass  beyond  the 
uterus.  Small  collections  of  pus  may  form  in 
the  lymphatics  and  veins  and  in  the  latter  thrombi 
may  be  found  in  various  stages  of  suppuration. 
Abscess  formations  in  the  uterus  aside  from  those 
in  the  lymphatics  and  veins  are  rare. 

A  brief  statement  of  the  microscopic  and  ma- 
croscopic changes  which  actually  take  place  in  a 
septic  endometritis  will  help  us  to  have  a  better 
understanding  of  the  indications  to  be  met  in  the 
treatment. 

In  infection  by  streptococci  and  other  patho- 
genic organisms,  the  superficial  portion  of  the 
endometrium  is  hyaline  in  appearance,  being 
altered  by  a  coagulation  necrosis ;  this  is  found  as 
a  thin  irregular  layer,  less  marked  than  in  cases 
where  putrof "active  organisms  are  at  work. 

Underneath  there  is  a  zone  of  Leucocytic 
Infiltration,  varying  in  thickness  and  forming 
a  more  or  less  continuous  barrier  against  further 
invasion.  The  more  virulent  the  infection,  the 
less  marked  is  the  development  of  this  layer. 

If  the  organisms  are  not  virulent,  they  are  sel- 
dom found  deeper  than  the  leucocytic  zone,  on  the 
other  hand,  when  the  invasion  is  of  the  pure 
streptococcic  type,  the  organisms  promptly  spread 
outward  into  the  musculature  through  the  lym- 
phatics AND  ARE  BEYOND  THE  REACH  OF  INTRA- 
UTERINE treatment.  When  the  infection  has 
occurred  at  the  placenta  site,  the  invading  cocci 
are  found  in  the  thrombi  filling  the  divided  sinuses 
and  extending  along  the  vessels  as  a  uterine  and 
pelvic  phlebitis. 

In  putrid  or  saphrophytic  endometritis  the 
superficial  necrotic  layer  is  generally  thick,  the 
micro-organisms  are  on  the  surface  as  well  as  in 
the  necrotic  layer,  but  are  unable  to  penetrate 

THE  LEUCOCYTIC  ZONE. 

In  cases  of  mixed  infection  by  putrefactive  and 
septic  organisms,  the  former  are  found  mainly  in 
the  necrotic  layer  while  the  latter  may  be  found 
under  it  or  deeply  penetrating  the  surrounding 
musculature. 

The  fourth  type  is  that  of  acute  general  sep- 
ticemia, due  to  an  invasion  by  virulent  strepto- 
cocci. Under  the  circumstances  there  may  be 
little  or  no  local  change  in  the  uterus  or  the 
surrounding  organs,  the  intensity  of  the  poison 
being  so  great  that  death  takes  place  before  the 
leucocytes  have  time  to  offer  a  defense.  Pure 
streptococcic  cultures  are  usually  found  in  the 
blood. 

Having  thus  briefly  gone  over  the  principal 
points  in  the  pathology,  we  may  now  take  up  the 
diagnosis  and  symptomatology.    This,  I  think, 


may  best  be  done  by  the  presentation  of  a  few 
clinical  histories,  illustrative  of  the  types  under 
consideration. 

Case  I.  A  primipara,  24,  always  in  perfect 
health  until  her  confinement,  which  was  difficult, 
owing  to  a  delayed  second  stage,  due  to  an  oc- 
cipito-posterior  position  of  the  vertex.  The  phy- 
sician in  attendance  applied  forceps,  using  them 
as  rotators  and  tractors.  She  sustained  an  ex- 
tensive laceration  of  the  vagina  and  pelvic  floor, 
which  was  not  repaired.  The  first  three  days  of 
the  puerperium  were  without  incident ;  on  the 
morning  of  the  fourth  day  she  was  seized  with  a 
chill  and  the  temperature  rose  to  104.5,  an<^  the 
pulse  to  120.  She  was  given  a  cathartic,  quinine, 
and  a  vaginal  douche,  and  as  the  temperature  did 
not  come  down  under  this  treatment  I  was  asked 
to  see  her  on  the  evening  of  the  same  day.  At 
that  time  her  temperature  was  105,  pulse  132,  and 
respiration  32.  There  were  no  abdominal  symp- 
toms, the  tongue  was  coated,  but  moist ;  the  fun- 
dus two  and  one-half  inches  above  the  pubes, 
and  the  uterus  firmly  contracted,  movable,  and  not 
tender.  There  was  no  parametric  tenderness  on 
deep  pressure. 

The  patient  was  placed  across  the  bed,  in  a 
good  light  and  the  vulvo-vaginal  orifice  care- 
fully inspected.  There  was  a  slight  skin  tear 
at  the  posterior  fornix  and  deep,  irregular 
vaginal  tears,  going  up  each  lateral  sulcus,  nearly 
to  the  cervix ;  the  torn  surface  was  covered  with 
a  dirty,  yellow  gray,  necrotic  membrane,  dis- 
charging pus.  The  vagina  was  carefully  irrigat- 
ed with  a  saline  douche  and  a  speculum  inserted 
to  expose  the  cervix.  There  was  a  small  uni- 
lateral laceration  of  the  left  side,  the  surface  of 
which  was  covered  with  a  pseudo-diptheritic 
membrane.  The  uterus  was  not  entered,  as  its 
mobility,  degree  of  involution,  lack  of  tenderness, 
etc.,  excluded  infection  from  this  source.  The 
cervix  and  vagina  were  now  carefully  dried  with 
sterile  cotton  and  the  infected  areas  thoroughly 
exposed  and  pure  carbolic  acid  painted  over  the 
surfaces  involved.  This  was  neutralized  in  two 
minutes  with  absolute  alcohol.  Nothing  further 
was  done.  The  after-treatment  consisted  of  a 
vaginal  irrigation  of  one  gallon  of  normal  salt 
solution  twice  daily,  given  with  the  bag  low.  The 
vaginal  wounds  were  dusted  after  each  irrigation 
with  a  powder  consisting  of  iodoform  one  part 
and  boracic  acid  seven  parts.  The  temperature 
dropped  promptly  after  this  treatment  and  the 
woman's  recovery  was  rapid  and  uneventful.  She 
has  subsequently  had  her  pelvic  floor  repaired. 


July,  1905 


BROOKLYN  MEDICAL  JOURNAL. 


269 


Case  2.  A  multipara,  was  delivered  by  a  mid- 
wife, of  her  seventh  child,  seventy-six  hours 
prior  to  my  seeing  her  in  consultation.  The  labor 
had  been  easy  and  quick.  She  stated  that  the 
baby  had  been  born  before  the  arrival  of  the  mid- 
wife and  that  no  internal  examinations  had  been 
made.  The  placenta  had  been  expressed  by 
Crede.  Xo  douches  had  been  given  until  after 
her  fever  had  begun  to  rise.  She  had  had  a  chill, 
the  temperature  was  104. 1,  pulse  90,  and  respira- 
tion 28.  The  face  was  flushed,  she  complained  of 
severe  headache,  the  tongue  was  heavily  coated, 
but  moist.  The  abdomen  was  tympanitic,  but 
soft,  and  not  tender  except  directly  over  the 
uterus.  The  fundus  was  at  the  umbilicus,  the 
body  relaxed,  though  it  could  be  made  to  con- 
tract, but  not  to  retract  and  remain  so.  The 
uterus  was  movable,  but  its  excursions  caused 
pain.  No  parametrial  exudates  were  appreciable. 
The  lochia  was  profuse,  dark  and  fetid.  No 
blood  count  was  made. 

After  carefully  sterilizing  my  hands  and  cleans- 
ing the  vulvo-vaginal  orifice,  the  patient  was 
placed  upon  a  table  and  anesthetized.  When  the 
narcosis  was  complete,  the  bladder  was  emptied 
by  the  catheter  and  the  gloved  hand  passed  into 
the  vagina.  There  was  an  old  bilateral  lacera- 
tion of  the  pelvic  floor,  the  cervix  was  open  and 
patulous  to  two  fingers.  The  fingers  were  passed 
into  the  uterus  and  its  cavity  was  next  explored, 
the  placental  site  was  rough  and  studded  with 
blood  clots  and  in  the  right  anterior  lateral  cor- 
ner there  was  a  shaggy,  irregular  mass  of  mem- 
branes and  blood  clot.  The  entire  internal  sur- 
face of  the  uterus  was  raked  over  with  the  finger 
tips,  aided  by  the  supra-pubic  hand,  which  made 
pressure  on  the  fundus  and  the  uterine  contents 
that  could  be  removed,  evacuated.  This  digital 
curettage  was  followed  by  a  hot  intra-uterine 
douche  of  normal  salt  solution  to  wash  away  the 
loosened  debris. 

The  after-treatment  in  this  patient  consisted 
in  the  hypodermic  use  of  ergotole  in  20  drop 
doses,  for  the  first  three  days,  when  a  post-partum 
pill  of  ergot,  quinine  and  strychnia  was  substi- 
tuted. No  douches  or  further  intra-uterine 
treatment  of  any  kind  was  employed.  The  pa- 
tient was  managed  symptomatically  as  the  indica- 
tions arose,  and  the  recovery  was  uneventful.  This 
was  a  case  of  putrid  endometritis. 

The  next  case  began  as  a  putrid  endomentritis 
and  is  presented  in  order  to  illustrate  the  effects 
of  meddlesome  and  ill-directed  interference.  The 
patient  was  a  multipara,  her  last  labor  had  oc- 
curred six  and  a  half  days  prior  to  my  seeing  her 


in  consultation.  The  attending  physician  stated 
that  the  case  had  required  and  that  he  had  used 
low  forceps  after  the  cervix  was  fully  dilated. 
The  puerperium  had  been  uneventful  until  the 
morning  of  the  fourth  day,  when  the  patient  com- 
plained of  headache,  had  a  temperature  of  103, 
and  a  pulse  of  90,  no  appetite,  and  marked  ma- 
laise. The  lochia  had  been  profuse  and  there 
was  some  fetor.  On  the  evening  of  the  fourth 
day  the  doctor  in  attendance  called  in  a  friend  to 
see  the  case  with  him,  who  curetted  the  woman 
with  a  sharp  irrigating  curet.  Some  shaggy 
masses  of  membrane  and  blood  clot  were  re- 
moved, but  the  curettage  caused  such  a  free  hem- 
orrhage as  to  embarrass  the  operator  and  neces- 
sitate the  tamponade  of  the  uterus  to  check  it. 
The  patient's  pulse  rose  to  130  and  the  tempera- 
ture kept  at  104.  On  the  following  day  she  com- 
plained of  severe  pain  in  the  left  inguinal  region 
and  developed  marked  tenderness  just  above  Pou- 
part's  ligament  on  the  left  side.  About  sixty 
hours  after  the  curettage  I  was  asked  to  meet 
both  gentlemen  in  consultation.  Her  temperature 
was  then  104,  pulse  118,  of  fair  quality;  respira- 
tion 26.  There  was  a  faintly  bilious  injection  of 
the  conjunctiva,  the  tongue  was  coated,  a  dirty 
brownish  streak  ran  through  the  centre  and  the 
edges  were  moist.  She  complained  of  headache 
and  malaise. 

The  abdomen  was  distended,  but  the  tympany 
was  soft  and  there  was  no  muscular  rigidity  until 
the  left  inguinal  region  was  reached,  at  which 
point  the  abdominal  tension  was  extreme.  The  pa- 
tient was  placed  across  the  bed  and  a  thorough 
pelvic  exploration  made.  There  was  noted  a  slight 
unilateral  tear  of  the  pelvic  floor  and  an  old  bi- 
lateral laceration  of  the  cervix.  The  uterus  was 
high  up  in  the  pelvis  and  pushed  to  the  right, 
its  mobility  was  limited  by  fixation  of  the  left 
broad  ligament.  An  exudate  extended  well 
above  Poupart's  ligament  on  the  left  side.  It 
was  very  hard,  and  by  rectal  exploration  it  was 
shown  to  be  within  the  folds  of  the  left  broad 
ligament.  The  interior  of  the  uterus  was  not  ex- 
plored as  the  internal  os  was  closed,  and  the  lochia 
sanguinous  in  character.  This  patient  had  no 
local  treatment  except  an  external  application  of  a 
fifty  per  cent,  solution  of  ichthyol  in  lanolin,  under 
rubber  tissue.  This  was  placed  over  the  left  in- 
guinal region  and  enemata  given  to  keep  the 
lower  bowel  free  from  fecal  masses,  which  are 
a  great  source  of  pain  in  pelvic  inflammations. 

The  general  treatment  in  this  case  was  support- 
ive and  expectant ;  she  was  given  a  forced  fluid 
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diet,  and  strychnia,  iron,  ergot  and  quinine  in- 
ternally. The  temperature  remained  between  101 
and  103  for  about  ten  days  and  then  gradually 
subsided.  On  the  twenty-third  day  it  rose  to 
\02l/2,  and  the  patient  began  to  complain  of  a 
severe,  deep-seated,  boring  pain  in  the  left  leg 
and  thigh,  the  superficial  veins  were  distended 
and  prominent,  and  a  femoral  phlebitis  developed. 
The  lochia  had  remained  bloody  during  the 

ENTIRE  PERIOD  OF  THE  PUERPERIUM,  a  fact  which 

I  have  observed  in  connection  with  every  phleg- 
masia which  I  have  had  occasion  to  see.  The  limb 
was  placed  at  rest,  in  a  slightly  elevated  posture, 
and  50%  icthyol  and  elastic  pressure  employed 
to  control  the  pain  and  swelling.  This  new  com- 
plication gradually  subsided  and  the  patient  recov- 
ered without  further  incident.  In  this  case  the 
leucocytic  cone  had  been  penetrated  with  the 
curet  and  the  infection  spread  into  the  parame- 
trinin. 

Case  4.  A  young  primipara,  a  blonde,  was  con- 
fined by  a  midwife,  of  a  girl  baby,  after  a  very 
easy  labor.  The  midwife  had  helped  her  by  di- 
lating the  pelvic  floor  with  her  fingers,  using 
vaselin  as  the  lubricant.  Twenty-four  hours 
after  her  delivery  she  had  a  chill,  fever  and  severe 
headache,  and  a  physician  was  called  in.  He 
prescribed  some  quinine,  phenacetin  and  calomel, 
and  saw  her  again  in  the  morning.  Her  condi- 
tion was  no  better  and  he  asked  me  to  meet  him 
at  noon,  forty  hours  after  the  delivery.  When  I 
saw  the  patient  her  face  was  flushed  and  anxious ; 
she  was  suffering  with  a  severe  headache,  restless 
and  prostrated ;  the  temperature  was  105.5,  the 
pulse  1 10,  the  respirations  30,  the  tongue  was 
coated,  dry  in  the  center,  but  moist  at  the  tip 
and  edges.  There  was  no  tympany  or  tenderness 
of  the  abdomen,  the  uterus  was  contracted  and 
retracted  for  the  period  of  the  puerperium  was 
movable  and  not  tender.  The  lochia  was  san- 

GUIN0US,  SCANT  AND  FREE  FROM  ODOR.  The  Uterus 

was  explored  and  found  empty ;  this  digital  ex- 
ploration was  followed  by  an  intrauterine  douche 
or  normal  salt  solution  and  the  pelvic  organs  left 
alone.  The  leucocyte  count  was  1 1 ,000  and  there 
was  no  increase  in  the  relative  number  of  leuco- 
cytes four  hours  later ;  the  polynuclears  were 
89%.  Twenty-four  hours  later  streptococci  in 
pure  culture  were  demonstrated  in  the  blood  and 
albumen  was  present  in  large  quantity. 

This  patient  was  treated  by  stimulation,  a  fqreed 
fluid  diet,  intravenous  injections  of  collargalum 
of  1-1000.  Her  temperature  began  to  fall  on  the 
eighth  day  and  reached  normal  on  the  twelfth  ; 
from  then  on  her  convalescence  was  satisfactory. 


The  points  that  need  emphasis  in  puerperal  in- 
fection are : 

First. — To  remember  that  all  infection  has  its 
primary  focus  in  either  the  vagina,  cervix  or 
uterus  and  before  instituting  any  form  of  treat- 
ment it  is  necessary  to  make  a  careful  inspection 
and  exploration  of  the  pelvic  organs,  particularly 
a  digital  exploration  of  the  interior  of  the  uterus. 

Second. — Remove  placental  remains,  secun- 
dine  and  blood  clots  with  the  fingers,  not  a  curet, 
and  wash  out  the  loosened  debris  with  an  intra- 
uterine douch  or  normal  salt  solution.  Such  a 
procedure  will  not  disturb  the  protective  leu- 
cocytic ZONE. 

Third. — When  the  uterus  has  been  emptied  in 
this  manner,  secure  its  firm  contraction  and  re- 
traction by  ergot  and  thus  minimize  further  inva- 
sion through  the  lymphatics  and  veins. 

Fourth. — Parametric  exudates  and  exudative 
peritonitis  are  conservative  and  protective  pro- 
cesses to  the  patient  and  should  not  be  disturbed 
during  the  acute  stage  unless  evidence  of  sup- 
puration can  be  demonstrated.  Rest,  heat,  ic- 
thyol, and  patience  will  clear  up  most  of  these 
exudates. 

Fifth. — In  acute  suppurative  peritonitis  of  pu- 
erperal origin,  free  cul  de  sac  incision  and  isola- 
tion of  the  uterus  with  10%  iodoform  gauze, 
maintaining  the  patient  in  Fowler's  position 
gives  better  results  than  more  radical  surgical  in- 
tervention. 

And  finally  to  combat  the  organisms  already 
in  the  circulation,  blood  washing  with  normal 
salt  solution  meets  the  indication. 


SOME  PHASES  OE  MENTAL  DEFICIENCY  IN 
CHILDREN. 

BY   LE  GRAND   KERR,  M.D. 
Read  before  the  Section  on  Pediatrics.  March  29,  05. 

The  term  "feeble-minded,"  as  it  is  very  com- 
monly applied  to  all  grades  of  mental  deficiency  in 
children,  is  too  general.  It  classes  the  cases  of  sim- 
ple backwardness  with  those  of  a  severer  type. 
The  same  care  should  be  used  to  distinguish  by 
term,  what  we  do  by  diagnosis.  My  own  choice 
would  still  be  somewhat  general,  but  more  dis- 
tinctive, and  in  the  few  remarks  which  I  shall 
make  to  you,  the  following  use  of  terms  will  apply. 
Idiocy,  covering  all  of  the  lower  grades  ;  imbe- 
cility, the  higher  grades  of  mental  defect,  and  fee- 
ble-minded to  include  such  children  as  present  to 
ns  an  amount  of  mental  deficiency,  disqualifying 
them  from  the  advantages  which  other  children 
derive  from  education. 
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Observations  made  upon  nearly  two  thousand 
children  lead  me  to  believe  that  about  six  per  cent, 
are  mentally  dull,  and  that  of  that  six  per  cent., 
one-third  require  training  and  educational  meas- 
ures peculiarly  adapted  to  their  mental  condition. 
I  do  not  claim  for  these  figures  more  than  is  in 
them,  namely:  a  careful  observation,  and  that 
was  necessarily  influenced  by  histories  given  by 
parent  or  teacher,  but  they  give  to  us  some  idea 
of  the  fairly  large  proportion  of  these  cases. 

Etiology.- — It  is  neither  scientific  nor  logical  to 
attribute  a  mental  deficiency  to  some  one  cause, 
when  a  little  care  and  search  would  reveal  other 
causes  largely  contributory.  Not  every  parent 
of  marked  unstable  nervous  system  begets  an 
idiot,  but  an  inherited  nerve  instability,  fostered 
by  repeated  injudicious  habits,  and  these  passed 
down  to  the  offspring  with  unfavorable  surround- 
ings, result  often  in  mental  degeneracy. 

Physical  conditions  have  a  wide  and  large  in- 
fluence upon  mental  deficiency ;  not  alone  as  fac- 
tors in  the  prolongation  of  the  trouble,  but  there 
is  always  an  intimate  relation  between  the  phy- 
sical and  mental  states. 

Syphilis,  tuberculosis,  intemperance  of  parents, 
epilepsy,  and  the  marriage  of  relatives  perpetuat- 
ing family  weaknesses,  are  all  prominent  as  con- 
tributory causes  ;  not  singly,  but  in  varying  com- 
binations. 

The  use  of  forceps  at  the  time  of  birth  has  been 
a  much-heralded  cause ;  there  seems  to  be  but 
little  ground  for  its  acceptance  as  such,  while  the 
non-use  of  them,  resulting  in  a  protracted  labor, 
is  without  question  an  important  element. 

There  is  often  difficulty  in  getting  a  fair  his- 
tory. Parents  will  almost  invariably  deceive  as 
to  causes  acting  before  birth  and  will  be  inventive 
in  attributing  all  of  the  trouble  to  causes  acting 
after  birth.  Yet,  these  are  mostly  co-incidental ; 
they  bring  the  thing  to  a  focus,  but  there  has  been 
previously,  the  predisposition. 

Still,  there  can  be  no  question  but  that  trauma- 
tism, fright  and  mental  shock  each  play  an  im- 
portant role. 

All  of  these  same  causes  of  the  severer  types, 
acting  in  a  lesser  degree,  may  be  the  etiological 
factors  in  the  mildest  type — feeble-mindedness. 

How  often  we  find  that  the  feeble-minded  child 
is  the  offspring  of  highly  cultured  and  educated 
parents.  It  is  as  though  Nature  wished  to  im- 
press us  with  the  fact  that  the  parents  cannot  con- 
tinue to  violate  their  nervous  systems,  without 
robbing  the  offspring  of  its  birthright. 

Diagnosis. — The  question  will  at  once  arise, 


how  may  we  detect  a  mental  abnormality  in  an 
infant  ?  The  mother,  with  her  characteristic  kind- 
liness is  blind  to  the  fact  that  there  is  something 
wrong  with  her  little  one,  and  it  becomes  the  un- 
pleasant duty  of  the  medical  attendant  to  acquaint 
her  with  it.  Then  for  early  recognition,  it  re- 
quires that  he  be  well  informed  as  to  the  diag- 
nostic points. 

These  can  be  readily  grouped  under  four  heads  : 

1.  Defects  of  form  and  development. 

2.  Abnormalities  of  the  cranium. 

3.  Neurotic  abnormalities. 

4.  Defects  in  the  nutrition. 

Signs  of  imperfect  physical  development  are 
almost  invariably  associated  with  mental  defect. 
Therefore,  we  should  be  on  the  watch  for  such 
deformities  as  harelip,  cleft  palate,  arched  palate, 
supernumerary  auricles,  misshapen  and  defective 
ear  lobes,  indented  nose  (naevi),  and  in  fact,  all 
defects  that  will  act  as  a  clue  when  properly  un- 
derstood. The  presence  of  any  of  these  does  not 
imply  mental  deficiency,  but  their  presence  should 
lead  us  to  a  thorough  investigation  of  the  mental 
condition.  In  other  words,  they  should  always 
arouse  our  suspicions. 

Perhaps  the  most  prominent  of  the  abnormal- 
ities of  the  cranium  will  be  microcephalous. 
Measurement  is  an  aid  to  a  diagnosis,  but  never 
a  certainty  ;  the  greater  stress  should  be  placed 
upon  shape,  and  not  size.  Quality  is  here  a 
greater  factor  than  quantity,  and  a  well  devel- 
oped, broad  forehead,  even  in  a  head  below  the 
average  in  measurement,  augurs  well  for  the 
mental  calibre  of  the  child. 

Measurement  bears  the  same  relation  as  physi- 
cal stigmata,  it  is  suspicious. 

Hydrocephalous,  whether  congenital  or  non- 
congenital,  allows  of  a  remarkable  mental  devel- 
opment, when  we  consider  the  condition  present. 
It  is  rarely  overlooked,  for  it  is  usually  congenital, 
and  giving  rise  to  difficult  labor,  brings  itself  into 
prominence. 

The  so-called  Mongal  type  shows  at  once  in  the 
physiognomy,  and  not  alone  there,  hut  in  the  form 
of  the  cranium,  and  it  is  easily  recognized  early  in 
life. 

Spontaneous  muscular  activity,  though  with 
movements  minute  in  character,  incessant  in 
waking  hours,  is  a  characteristic  of  healthy  in- 
fant life. 

If  these  are  absent  we  find  an  associated  dull- 
ness of  expression  and  diminished  reflexes.  If 
excessive  there  may  be  mystagmus,  overmobility, 
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muscule  twithing,  or  a  general  tremor.  Both 
conditions  predicate  mental  deficiency.  Later  we 
look  for  irregularities  of  sight,  hearing  or  touch, 
and  still  later  of  speech. 

Persistent  derangements  of  nutrition,  despite 
careful  feeding,  lead  us  to  suspect  what  might  be 
called  a  congenital  state  of  malnutrition.  This 
state  being  present,  we  recognize  a  defect  of 
original  constitution,  and  this  is  frequently  asso- 
ciated with  mental  deficiencies. 

What  is  to  be  done  with  the  feeble-minded 
child — the  child  who  has  not  the  mental  qualifi- 
cations to  derive  advantage  from  the  usual  edu- 
cational methods? 

Is  he  to  be  less  considered  than  that  helpless, 
speechless  burden,  the  idiot? 

The  mentally  enfeebled  child  should  not  be  set 
aside  as  a  burden,  or  one  whose  early  demise  is  a 
desirable  thing.  The  term  well  defines  the  con- 
dition and  the  feeble  mind  requires  special  edu- 
cational advantages  and  methods,  just  as  the 
feeble  body  demands  special  training  and  care. 
Unfortunately  our  educators  are  not  fully  alive 
to  this  phase  of  their  work.  While  we  observe  a 
strenuous  campaign  for  higher  education,  there 
appears  to  be  an  absolute  disregard  for  the  value 
and  possibilities  of  the  properly  educated  men- 
tally enfeebled  child. 

Such  a  boy  or  girl,  born  in  this  great  city,  of 
parents  of  moderate  means,  and  with  prevailing 
conditions,  has  little  or  nothing  to  look  forward 
to  but  to  be  the  guy  of  its  companions,  and  if 
spared  to  maturer  years,  to  become  a  moral  de- 
generate and  a  charge  upon  the  State. 

It  is  a  well  recognized  fact  that  a  mentally  en- 
feebled child,  not  properly  trained  and  educated, 
lapses  rapidly  into  a  state  of  moral  weakness, 
which  shows  itself  especially  at  the  time  of  pu- 
berty. Children  in  mind,  they  are  giants  in  wick- 
edness and  vice. 

One  of  the  best  evidences  of  the  value  of  this 
neglected  branch  of  our  educational  system  is 
found  in  Germany.  Germany,  that  slow  moving, 
practical  country,  which  must  see  the  utility  of  a 
measure  before  it  gives  itself  wholly  to  it.  In 
1867,  at  Dresden,  was  established  a  class  for  the 
mentally  feeble ;  others  followed  in  time ;  within 
thirty  years  the  value  of  the  measure  had  been  so 
clearly  demonstrated  that  there  were  20,000  chil- 
dren under  this  special  instruction. 

Twenty  thousand  irresponsible  criminals  saved 
to  the  State;  a  good  result;  but  what  if  physical 
training  had  been  incorporated  along  with  the 
mental,  as  it  always  should  be.  The  results  would 
have  been  even  better. 


The  problem  is  a  big  one,  and  it  is  easy  for  us 
to  fall  into  the  rut  that  has  been  made  so  wide 
and  deep  for  us,  and  by  a  policy  of  disinterested- 
ness fail  to  do  our  share  in  rousing  the  powers 
that  be  to  proper  action. 

The  American  physician  has  handled  larger 
problems  (I  only  need  to  recall  to  mind  the  cam- 
paign of  education  and  restraint  in  tuberculosis) 
and  with  a  proper  appreciation  of  the  value  of 
special  education,  added  to  a  kindly  sympathy  for 
the  one  bereft  of  his  power  of  reasoning  like  his 
fellows,  will  come  such  an  aroused  sentiment  as 
shall  compel  those  whose  duty  it  is  to  make  ade- 
quate provision  for  the  mental,  physical  and 
moral  salvation  of  the  mentaly  enfeebled  child. 


NOTES  ON  ARTIFICIAL  FEEDING  OF  INFANTS. 


BY  ARCHIBALD  D.  SMITH,  M.D. 

Department  of  Children,  Kushwlck  and  East  Brooklyn  Dis- 
pensary ;  Assistant  Attending  Physician,  Children's 
Diseases,  Bellevue  Hospital,  O.  V.  D. 

Materials. — There  are  four  materials  that  have 
a  very  similar  composition  to  mother's  milk : 
mare's  milk,  cow's  milk,  ass's  milk  and  goat's 
milk.  In  France  the  experiments  with  feeding 
ass's  milk  have  not  been  successful.  In  this 
country,  cow's  milk  is  selected  because  the  ease 
of  obtaining  it  makes  it  the  only  milk  available 
for  general  use.  The  following  remarks,  there- 
fore, apply  only  to  cow's  milk. 

Composition. — The  following  from  Holt1  shows 
well  the  differences  between  human  milk  and 
cow's  milk : 


Human 

Cow's 

Milk 

Milk 

Reaction 

Alkaline  or 

Amphoteric  or 

Amphoteric 

Slightly  Acid 

.  1026-1036 

1028-1033 

•  87.30 

87  25 

4- 

4- 

7- 

4.50 

Total  proteids  (average). . 

1.50 

3- 50 

I.26 

•  53 

I.03 

3.02 

.2 

•75 

.03 

.19 

Ferments 

Ferments 

sterile 

bacteria 

According  to  Hammarsten,  cow's  milk  is  de- 
ficient in  lecithin,  which  has  to  do  with  the  nutri- 
tion of  the  nervous  system. 

Reaction. — For  practical  purposes  we  can  still 
regard  human  milk  as  alkaline  or  amphoteric,  and 
cow  's  milk  as  amphoteric  or  slightly  acid.  But 
it  must  be  remembered  that  with  the  more  delicate 
tests  now  applied,  human  milk  is  really  ampho- 
teric or  slightly  acid.  On  this  point  Chapin2  says : 
"It  was  formerly  taught  that  one  of  the  funda- 
mental  differences   between   human   milk  and 
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cow's  milk  was  that  human  milk  was  alkaline  and 
cow's  milk  acid  in  reaction.  With  modern  meth- 
ods of  testing  alkalies  and  acids  this  difference 
disappears,  and  it  can  be  readily  demonstrated 
that  breast  milk  will  take  considerable  quantities 
of  lime  water  before  it  is  alkaline." 

The  two  substances  used  for  rendering  cow's 
milk  alkaline  are  lime  water  and  sodium  bicar- 
bonate. Lime  water  should  be  used  in  the  pro- 
portion of  one  ounce  to  twenty  ounces  of  food. 
When  the  milk  is  to  be  heated,  do  not  add  the 
lime  water  until  after  heating  to  prevent  precipi- 
tation of  the  lime  salts.  Sodium  bicarbonate 
should  be  added  to  the  food  in  the  proportion  of 
one  to  three  grains  per  ounce  of  food.  By  the 
use  of  sodium  bicarbonate  there  is  a  combination 
with  lactic  acid,  if  present,  forming  sodium  lac- 
tate, which  acts  as  a  purgative,  aggravating  the 
very  condition  we  are  often  seeking  to  relieve.3 

Fat. — Although  it  is  not  commonly  treated  as 
of  much  importance,  it  is  well  to  recognize  that 
the  fat  of  human  milk  differs  materially  from  the 
fat  of  cow's  milk,  the  former  being  much  more 
easily  digestible.  There  is  also  a  variation  in 
the  fat  of  the  milk  from  the  different  breeds  of 
cows.  Thus  Rotch4  says :  "The  fats  in  the  milk 
of  the  Holstein,  Ayrshire,  Durham  and  Devon 
are  more  easily  digestible  and  more  in  accordance 
with  those  of  human  milk  than  the  fats  of  the 
Jerseys  and  Guernseys.  The  milk  of  the  Holstein 
has  a  much  larger  proportion  of  stable  fats,  olein, 
stearin  and  margarin  than  that  of  the  Jersey, 
which  contains  a  much  larger  proportion  of  vola- 
tile glycerides.  These  volatile  glycerides  do  not 
exist  in  the  mamma,  but  are  formed  in  milk  soon 
after  milking.  In  the  modification  of  the  milk 
of  the  Holstein  the  emulsion  is  much  more  easily 
restored,  is  more  permanent,  and  is  not  so  likely 
to  produce  oil-drops  on  the  surface  of  the  milk." 

Recently  Holt1-  has  called  attention  to  the  dis- 
turbances of  digestion  resulting  from  the  use  of 
too  high  fat  percentages.  The  symptoms  pro- 
duced were  convulsions,  tetany,  laryngismus  stri- 
dulus, constipation,  moderate  rickets,  gastric  ca- 
tarrh, eczema  and  habitual  vomiting.  The  milk 
used  in  four  out  of  five  cases  was  Briarcliff  milk. 
Upon  analysis  the  food  was  found  to  contain  from 
5%  to  7%  fat  as  modified  and  fed  to  the  baby. 
The  gain  in  weight  was  rapid  and  unusual  until 
the  acute  upset  came. 

Sugar. — The  sugars  used  in  modifying  cow's 
milk  are  granulated  cane  sugar,  milk  sugar,  and 
levulose,  a  fruit  sugar.  Those  who  advocate 
cane  sugar  hold  with  Jacobi  the  view  that  cane 
sugar  is  not  so  easily  transformed  into  lactic  acid 


as  milk  sugar,  citing  as  proof  of  this  the  fact  that 
condensed  milk  remains  unchanged  for  a  long 
time  on  account  of  the  plentiful  addition  of  cane 
sugar,  in  spite  of  the  original  presence  of  milk 
sugar.  Those  who  advocate  milk  sugar  hold 
with  Holt  that  it  is  more  rational  to  use  milk 
sugar  than  cane  sugar,  since  by  using  milk  sugar 
we  are  adding  what  exists  in  human  milk.  There 
are  some  even  who  deny  that  the  milk  sugar  in 
cow's  milk  and  human  milk  are  the  same.  To 
illustrate  this,  Von  Giesen5  says :  "I  am  not  pre- 
pared to  believe  as  yet  that  cow  lactose  and 
human  lactose  are  identical  in  composition  or 
effect."  Most  authorities  do  not  agree  with  this. 
Milk  sugars  or  lactose  is  more  digestible  than  fat, 
but  does  not  have  so  much  heat-producing  power 
in  a  given  weight,  its  potential  energy  to  the  fat 
being  only  1  to  2.4.  Levulose  has  not  been  used 
enough  to  recommend  its  use,  though  it  is  possible 
the  future  may  show  its  value.  Yon  Giesen5  says 
on  this  point:  "Pure  levulose,  being  a  very  easily 
assimilable  fruit  sugar,  promises  to  give  satis- 
factory results.  Its  expense  at  the  present  time 
would  prevent  its  general  use." 

Protcids. — By  looking  at  the  table  given  above 
we  can  easily  see  why  the  proteids  of  cow's  milk 
give  more  trouble  to  the  digestion  of  the  infant 
than  any  other  ingredient.  In  human  milk  there 
is  more  lactalbumin  than  there  is  casein.  In  cow's 
milk  there  is  less  lactalbumin  than  in  human  milk 
and  a  great  deal  more  casein.  Caille"  holds  that 
"minute  differences  in  the  composition  of  the 
proteids  of  cow's  milk  as  compared  to  human 
milk  have  a  theoretical  but  no  practical  interest. 
We  cannot  convert  cow's  milk  into  human  milk, 
but  with  proper  hygienic  management,  clean 
cow's  milk,  properly  diluted  or  modified,  will  fit 
the  vast  majority  of  infants."  According  to 
Chapin-,  we  can  no  longer  be  satisfied  with  the 
separation  of  the  nitrogenous  bodies  of  milk  into 
casein  and  albumin,  but  now  that  we  know  how, 
it  is  a  simple  matter  to  separate  from  milk  casein, 
albumin,  albumoses  and  peptones,  all  nitrogenous 
bodies. 

Bacteriology. — Park  and  Holt7  have  given  us 
a  contribution  to  the  study  of  the  bacteriology  of 
milk.  "Bacterial  counts  were  made  once  or  twice 
a  week  from  the  milk  as  given  to  each  child,  spe- 
cimens being  taken  from  raw  and  heated  milk. 
Two  hundred  and  thirty-nine  varieties  of  bacteria 
were  isolated  and  studied,  and  showed  the  sources 
were  outside  the  udder  and  milk  ducts."  Before 
milk  reaches  the  curdling  point  bacteria  have 
usually  reached  over  a  billion  to  each  cc.  Intra- 
peritoneal   injections  of  40%  of    the  varieties. 
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caused  death.  One  hundred  and  thirty-nine  va- 
rieties were  fed  to  kittens  two  to  ten  days  old. 
Only  one  culture  produced  death  or  illness.  The 
following  kinds  of  milk  were  used :  ( 1 )  Con- 
densed milk,  (2)  store  milk,  (3)  bottled  milk, 
(4)  milk  from  the  Strauss  depots  and  Good  Sa- 
maritan Dispensary.  (2)  Store  milk  showed 
4,000,000  to  200,000,000  bacteria  to  the  cc,  with 
an  average  of  20,000,000  to  the  cc.  Heating 
killed  95-99%.  (3)  Bottled  milk  averaged  500,- 
000  to  the  cc.  (4)  Milk  from  the  Strauss  depots 
and  Good  Samaritan  Dispensary  averaged  before 
pasteurization  2,000,000  to  cc.  After  pasteur- 
ization, 500  to  cc.    After  boiling,  5  to  cc. 

In  the  winter  96%  of  the  babies  fed  on  store 
milk,  the  worst  kind,  did  well,  and  4%  badly. 
Of  the  breast-fed  babies  in  winter  89%  did  well 
and  11%  badly.  In  the  summer  time  56%  of 
the  babies  fed  on  store  milk  did  well  and  44% 
badly.  Of  the  breast-fed  babies  78%  did  well 
and  22%  badly.  "To  what  shall  we  ascribe  the 
great  difference  between  summer  and  winter  re- 
sults ?  There  seem  to  be  many  factors,  but  a  con- 
sideration of  the  facts  accumulated  will  show 
that  heat  and  humidity  play  the  most  important 
part,  and  bacteria  and  their  products  a  minor  one, 
except  when  contamination  is  extreme  or  specific 
pathogenic  micro-organisms  are  present." 

The  following  table  illustrates  the  difference 
in  results  obtained  by  feeding  pasteurized  and 
raw  milk,  and  is  taken  from  Park  and  Holt's 
article : 

Average  no.  Weekly 
Kind  of         No.  of     days  off      average  Average 
milk  infants    milk  dur-     gain  in    no.  days  Deaths 

ing  summer  weight  diarrhoea 

Pasteurizedmilk  ) 

1,000  to  50,000  >  41  3  4  oz.  3.9  1 

bacteria  to  cc.) 
Raw  milk,  1,200,-  1 

000  to  20,000.000  J-  51  5.5        3.5  oz.      11. 9  2 

bacteria  to  cc.  ) 

The  following  interesting  figures  show  the  re- 
sults obtained  with  artificial  feeding  at  different 
seasons  and  at  different  ages.7 


SUMMER. 

Did  well 

Fairly  well 

Badly 

Died 

Under  6  mos   52;; 

l6£ 

19% 

13% 

From  7-12  mos..  34:,' 

26% 

8% 

32% 
WINTER. 

19% 

0 

Did  well 

Fairly  well 

Badly 

Died 

Under  6  mos  74$ 

21% 

O 

5/*> 

From  7-12  mos. .  70$* 

20% 

IO$ 

0 

Digestion. — Dr.  Henry  Shaw,5  of  Albany,  has 
found  :  "That  the  saliva  of  young  infants  contains 
a  diastatic  enzyme  capable  of  converting  small 
amounts  of  starch  into  maltose ;  that  the  diastatic 
action  of  saliva  may  continue  in  the  stomach  as 
long  as  two  hours  after  feeding." 


In  the  early  stages  of  lactation  the  secretion 
of  the  stomach  is  the  rennet  ferment,  which 
changes  the  casein  of  milk  into  a  soft,  solid  mass 
or  curd  which  is  not  digestible  by  pepsin ;  the 
character  of  this  mass  or  curd  differs  with  the 
kind  of  milk.  With  human  milk  the  curd  is  a 
very  soft,  flocculent  one.  With  cow's  milk  the 
curd  is  much  firmer  and  more  tenacious  than  that 
of  mother's  milk.  When  the  stomach  secretes 
hydrochloric  acid  it  combines  with  the  curd  and 
forms  chloride  of  paracasein,  a  compound  much 
denser  than  rennet  curd  or  paracasein.  This 
compound  of  curd  and  acid  is  readily  digested  by 
pepsin,  and  then,  and  not  till  then,  will  pepsin 
attack  the  paracasein.  We  owe  this  knowledge 
to  Van  Slyke.8 

The  difference  in  the  digestibility  of  human 
milk  and  cow's  milk  is  well  shown  by  the  exam- 
ination of  the  stomach  contents.  The  contents 
of  a  nursing  infant's  stomach  one-half  hour  after 
a  moderate  meal  are  almost  completely  fluid  and 
susceptible  of  filtration.  The  contents  of  the 
stomach  three-quarters  of  an  hour  after  a  meal 
of  cow's  milk  show  casein  clots  still  undigested.5 

Intervals  and  Amount. — Although  the  majority 
of  pediatrists  are  in  favor  of  feeding  the  baby  at 
regular  intervals,  it  is  well  to  remember  there  are 
some  who  advocate  irregular  intervals.  The  best 
argument  in  favor  of  this  is  by  English.9  He 
says :  "At  the  end  of  the  third  or  beginning  of 
the  fourth  day  suitable  food  is  begun,  and  my  in- 
structions then  are  to  give  the  baby  all  it  will 
take  of  this  food  at  each  feeding ;  not  to  let  it  fall 
asleep  too  soon,  but  to  keep  it  awake  and  feeding 
as  long  as  possible,  in  fact  until  it  "runs  over." 
After  that  the  baby  is  not  to  be  fed  again  until 
absolutely  necessary.  In  the  intervals  between 
feedings  give  it  water,  and  so  try  to  keep  it  con- 
tented for  a  time,  and  make  the  interval  as  long 
as  possible.  The  baby  should  always  be  allowed 
to  cry  and  fret  some  before  the  next  feeding ;  not 
long  enough  to  get  it  into  a  state  of  hysterical 
nervousness,  but  long  enough  to  prepare  the 
stomach  and  nervous  system  for  the  next  meal, 
to  give  them  warning  as  it  were.  The  intervals 
will  not,  and  should  not  be  of  equal  length. 
When  the  right  time  comes,  fill  the  baby  full 
again  as  before,  and  so  on.  This  is  what  I  mean 
by  natural  feeding,  and  differs  from  scientific 
feeding  in  the  length  and  irregularity  of  the  in- 
tervals, and  in  the  amount  given  at  each  feeding. 
This  is  the  way  in  which  a  puppy  or  kitten  is  fed, 
either  of  these  animals  eating  enough  at  each 
feeding  to  make  the  abdomen  round  and  tense, 
and  both  being  forced  to  cry  and  worry  for  a 
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time  before  being  allowed  to  feed  again.  This 
complete  filling  of  the  stomach  develops  it  and 
makes  it  strong.  The  interval  allows  time  for 
the  complete  emptying  of  the  stomach,  for  the 
firm  contraction  that  prevents  dilatation,  and  for 
the  creating  of  an  appetite  that  prepares  the 
stomach  for  the  next  meal  and  draws  out  the 
digestive  juices.  The  natural  method  of  feeding 
applies  as  well  to  breast-nursing  as  to  bottle  feed- 
ing. It  simplifies  very  much  the  question  of  the 
quality  of  the  baby's  food,  for  under  this  plan 
of  feeding,  a  stomach  is  developed  that  will  digest 
food  that  will  cause  indigestion  in  a  baby  that 
has  been  scientifically  fed." 

Pasteurization,  sterilization,  etc. — In  regard  to 
the  more  subtle  processes  which  take  place  dur- 
ing sterilization  we  have  no  definite  knowledge. 
Welch  says  in  his  Huxley  lecture :  "The  infant 
comes  into  the  world  with  its  immunizing  bodies ; 
the  anti-bodies  are  smaller  in  amount  and  less  en- 
ergetic than  those  possessed  by  adults.  It  is  an 
important  function  of  the  mother  to  transfer  to 
the  suckling  through  the  milk  the  immunizing 
bodies,  and  the  infant's  stomach  has  the  capacity 
which  is  afterwards  lost  of  absorbing  these  bodies 
in  the  active  state.  The  relative  richness  of  the 
suckling's  blood  in  protective  anti-bodies  explains 
the  greater  freedom  of  the  former  from  infectious 
disease."  Anent  this  point  Sowder3  says:  "We 
have  reason  to  believe  that  so  simple  a  process 
as  sterilization  will  modify  milk  to  such  an  extent 
as  to  destroy  any  power  which  it  has  in  this  direc- 
tion. Raw  milk,  in  addition  to  fat  globules,  con- 
tains living  nucleated  cells  which  retain  their  vi- 
tality for  some  hours.  These  enter  the  circulation, 
as  does  the  serum  globulin,  without  digestion." 

Dr.  Briining,10  of  Leipzic,  has  recorded  an  in- 
teresting series  of  researches  showing  the  growth 
of  young  goats  fed  with  sterilized  milk  according 
to  rules  for  infant  feeding.  The  various  particu- 
lars are  tabulated  and  compared  with  the  growth 
of  normal  suckling  kids.  The  results  confirm  the 
theoretical  views  in  regard  to  the  incomparable 
superiority  of  the  mother's  milk  for  the  growth  of 
the  young. 

In  addition  to  the  above,  Spolverini13  asserts 
that  the  following  ferments  are  found  in  milk : 

Trypsin  ferment,  which  is  very  active  in  the 
milk  of  cows,  goats,  dogs  ;  less  active  in  woman's 
and  ass's  milk. 

2.  Pepsin  ferment  also  present,  but  less  active 
than  the  former. 

3.  Amylolvtic.    This  is  never  found  in  cow's 


or  goat's  milk.  Occasionally  present  in  ass's 
milk  and  is  always  found  in  woman's  and  dog's 
milk,  where  it  is  highly  active. 

4.  Hvdrating  ferment,  which  transforms  salol 
into  carbolic  and  salicylic  acid,  is  always  present 
in  woman's  and  dog's  milk.  It  is  not  found  in 
cow's  or  goat's  milk. 

5.  Fat  splitting  ferment,  lipase,  present  in  all 
milks  examined. 

6.  Glycolytic  ferment.    Found  in  all  animals. 
In  cow's  milk,  therefore,  we  have  the  trypsin 

ferment,  the  pepsin  ferment,  the  lipase  and  the 
glycolytic  ferment. 

He  says  further:    "Milk  must  be  considered 
not  as  a  simple  mixture  of  nutritious  chemical 
substances,  but  as  a  liquid  containing  as  well  "» 
active  bio-chemical  elements." 

As  we  know  that  trypsin,  pepsin,  etc.,  in  watery 
solutions  are  destroyed  by  boiling,  is  it  not  possi- 
ble that  we  have  here  a  further  injury  to  the  milk 
by  sterilization? 

Notwithstanding  these  facts,  in  hot  weather 
and  with  the  average  food  supply  the  milk  must 
be  pasteurized  at  least. 

155  F.  is  sufficiently  high  according  to  Rotch4 
to  kill  practically  all  pathological  germs  found  in 
milk  without  coagulating  lactalbumin.  It  de- 
stroys also  the  rennin  enzyme.  Caramel  is 
formed  when  heated  to  a  temperature  such  as 
2120  F. ;  the  mixture  is  liable  to  become  brown, 
seemingly  from  the  action  of  heat,  milk  sugar  and 
lime  water  in  producing  caramel. 

Cereals. — The  physician  should  not  only  decide 
in  a  given  case  whether  to  give  a  cereal,  but 
should  also  know  the  strength  of  the  cereal  he  is 
giving  so  that  the  especial  infant  may  receive  the 
percentage  of  starch  which  is  best  fitted  for  it, 
as  it  does  the  percentage  of  fat,  sugar  and  pro- 
teid.4  By  using  one  tablespoon  of  barley  flour 
to  twelve  ounces  of  water  we  get  for  the  compo- 
sition of  such  barley  water:  Fat,  .05%  ;  proteid, 
.09%  ;  salts,  .03%  ;  water,  98.2%  ;  starch,  1.63%. 
If  fourteen  ounces  of  a  1.63%  solution  of  barley 
water  is  used  in  a  twenty-ounce  mixture,  the  per- 
centage of  starch  in  the  mixture  is 

14X  1  63  228 

  =  =  1  14$. 

20  20 

Dr.  White,5  at  the  suggestion  of  Dr.  Rotch, 
experimented  with  dilutions,  and  concludes: 
"That  cereal  decoctions,  due  mainly  to  starch, 
render  the  casein  much  more  fine,  soft,  and  di- 
gestible than  diluting  with  water.  Diastase, 
by  converting  starch  to  dextrine  and  maltose, 
promptly  lessens  and  removes  the  action  of  cereal 
water  upon  casein.    Albumin  water  has  no  prac- 
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tical  value  as  a  dilutent.  Lime  water  added  to 
milk  has  no  more  effect  than  water  upon  the 
character  of  the  curd." 

Milk  Depots. — In  France11  milk  depots  for  sup- 
plying- milk,  modified  to  suit  the  needs  of  the  in- 
fant, are  mainly  carried  on  under  private  medical 
supervision :  in  Great  Britain  the  few  that  have 
been  established  are  worked  by  the  municipal 
authorities  and  are  under  the  control  of  the  med- 
ical health  officer.  In  the  British  depots  the  milk 
is  supplied  by  a  contractor  under  very  strict  con- 
ditions as  to  quality  and  purity.  At  the  depot  it 
is  modified  and  sterilized,  and  sold  in  stoppered 
bottles,  each  bottle  containing  enough  for  one 
feeding.  The  following  table  shows  the  average 
death-rate  among  depot  fed  children  and  others : 

Xot  depot  fed.         Depot  fed. 

Liverpool   167.3  per  1..000.  .78    per  1.000 

Battersea   143    per  1,000.  .98.9  per  1,000 

St.  Helens   172.2  per  1,000.  .98.2  per  1,000 

In  this  country  the  milk  depots  are  carried  on 
under  private  supervision.  As  an  illustration 
may  be  taken  the  milk  distributed  by  Nathan 
Strauss  and  the  Good  Samaritan  dispensary  in 
Xew  York,  and  in  Brooklyn  by  the  Children's 
Aid  Society.  The  latter  distributed  during  the 
summer  of  1904,  154.506  bottles  of  modified  and 
sterilized  milk. 

Methods  of  Modification. — To  be  useful  a 
method  for  artificial  feeding  must  have:  1.  Ac- 
curacy. 2.  Flexibility.  3.  Simplicity.  4.  The 
substitute  must  have  the  same  constituents  as 
woman's  milk:  fats,  proteids,  sugar,  salts  and 
water.  5.  The  different  constituents  must  resem- 
ble the  ideal  food,  woman's  milk,  as  closely  as 
possible  both  chemically  and  in  their  behavior  to- 
ward the  digestive  fluids.  Although  the  meth- 
ods of  modification  are  many,  Holt's  method  ful- 
fills all  these  conditions  better  than  any  other.  The 
details  of  the  method  it  is  not  necessary  to  enter 
into  here  as  they  can  readily  be  obtained  from  his 
text-book.  The  lack  of  space  forbids  the  descrip- 
tion of  many  other  methods  which  have  some 
value  both  in  normal  and  abnormal  conditions. 

53  Jefferson  Avenue. 
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THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  June  20,  1905. 


The  President.  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

There  were  about  125  members  present. 
The  meeting  was  called  to  order  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 

REPORT  OF  COUNCIL. 

The  following  candidates  for  membership  have 
been  accepted  by  the  Council : 

Paul  Kavenaugh.  136  South  Ninth  St. 

J.  Cortelyou  Rushmore,  470  Washington  Ave. 

APPLICATIONS  FOR  MEMBERSHIP. 

Applications  have  been  received  from  the  fol- 
lowing : 

Edwin  M.  Beery,  313  Lafayette  Avenue,  Belle- 
vue,  1897. 

Proposed  by  Wm.  Pfeiffer,  seconded  by  O.  A. 
Gordon. 

Edward  Eberle,  Kingston  Ave.  Hosp.,  Ken- 
tucky School  Med.,  1898. 

Proposed  by  Wm.  Pfeiffer,  seconded  by  O.  A. 
Gordon. 

Robert  L.  Morehead,  German  Hospital,  P.  & 
S.,  N.  Y.,  1904. 

Proposed  by  W.  H.  Rankin,  seconded  by  Mem- 
bership Committee. 

Albert  J.  Toering,  411  Grove  Street,  P.  &  S., 
N.  Y.,  1900. 

Proposed  by  R.  S.  Fowler,  seconded  by  G.  R. 
Fowler. 

Charles  E.  Wuest,  1024  Bushwick  Ave.,  P.  & 
S.,  N.  Y,  1886. 

Proposed  by  J.  P.  Warbasse,  seconded  by  L. 
S.  Pilcher. 

ELECTION  OF  MEMBERS. 

The  following  having  been  duly  proposed  and 
accepted  by  the  Council  were  declared  by  the 
President  elected  to  active  membership : 

W.  W.  Colby.  717  Halsey  St. 

P.  G.  Taddiken,  L.  I.  State  Hosp.,  Kings  Park, 
L.  I. 

DECEASED  MEMBER. 

The  Chairman  of  the  Historical  Committee 
reported  the  death  of  Maud  Miller,  Woman's 
Medical  College,  New  York,  1899,  member  1901 
to  date  of  death,  May  22,  1905. 
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SCIENTIFIC  PROGRAM. 

GALL   BLADDER  SYMPOSIUM. 

1.  Anatomy  of  the  Gall  Bladder.  By  William 
F.  Campbell,  M.D. 

2.  Pathology  of  Biliary  Calculus.  By  Joshua 
M.  Van  Cott,  M.D. 

3.  Diagnosis  and  Medical  Treatment  of  Chole- 
lithiasis and  Gall  Bladder  Disease.  By  Glent- 
worth  R.  Butler,  M.D. 

4.  Surgery  of  the  Gall  Bladder.  By  Algernon 
T.  Bristow,  M.D. 

Discussed  by  Drs.  Fairbairn,  Webster,  Fuhs, 
Wight  and  Westbrook. 
Adjourned. 

John  A.  Lee, 

Secretary. 

THE  BROOKLYN  SURGICAL  SOCIETY. 


Regular  Meeting,  March  2,  1905. 

The  President,  W.  B.  Brinsmade,  M.D.,  in 
the  chair. 


FLOATING  KIDNEY. 

Dr.  R.  S.  Fowler  presented  a  strong,  vigorous 
man  whom  he  had  operated  on  for  floating  kidney. 
The  man,  he  said,  was  one  who  had  very  labor- 
ious work,  who  drove  a  truck  and  handled  large 
quantites  of  sugar  in  bags  and  barrels.  This  man 
for  three  years  before  being  operated  on,  had 
symptoms  of  stomach  disturbance,  a  dragging 
pain  on  the  right  side,  and  could  only  work  inter- 
mittently. Six  months  ago  Dr.  Fowler  anchored 
the  kidney  by  passing  two  rows  of  silk  sutures 
through  the  capsule  and  brought  the  sutures  out 
between  the  lower  ribs.  Besides  that,  a  slip  was 
taken  from  the  lumbar  muscles  and  passed  under 
the  lower  pole  of  the  kidney,  and  sutured  across 
to  support  it.  In  addition  to  that,  as  the  man 
was  in  the  habit  of  lifting  weights  up  to  100 
pounds,  the  operator  packed  gauze  beneath  the 
kidney — the  old  operation  for  supporting  the  kid- 
ney. The  course  of  healing  took  eight  weeks, 
six  weeks  of  which  time  the  patient  was  on  his 
back. 

Since  then  he  has  gone  back  to  his  occupation 
of  truck  driving  and  is  now  handling  these  heavy 
articles  of  merchandise — on  an  average  of  15  to 
17  tons  each  day.  The  speaker  had  examined  him 
a  few  weeks  ago,  and  found  the  kidney  in  good 
place ;  and  he  is  free  from  the  stomach  disturb- 
ances and  the  dragging  pains.  The  particular 
point  in  this  case  is  that  the  man  is  able  to  do 
this  heavy,  laborious  work  without  any  disturb- 


ance of  the  position  of  the  kidney,  and  the  symp- 
toms which  existed  three  years  before  the  oper- 
ation have  been  completely  cured. 

Discussion. 

Dr.  M.  Figueira  said  that  the  operation  Dr. 
Fowler  performed  in  this  case  brought  to  his  mind 
the  old  McBurney  operation  for  hernia.  McBur- 
ney  used  to  make  his  wound  unite  by  granulation, 
with  the  idea  that  the  larger  amount  of  connective 
tissue  formed  there  would  give  greater  protection 
than  when  the  wound  was  united  by  first  inten- 
tion ;  but  as  pointed  out  long  ago,  it  was  found 
that  the  connective  tissue  after  a  while  was  ab- 
sorbed, the  cicatricial  tissue  was  subjected  to 
changes,  and  the  hernia  returned.  So  in  this 
case  of  Dr.  Fowler's,  all  this  fixing  and  all  these 
granulations  would  not  avail  as  much  as  if  the 
wound  had  been  united  by  first  intention. 

Dr.  J.  P.  Warbasse  thought  this  case  of  Dr. 
Fowler's  was  interesting  because  it  occurred  in 
a  man  who  is  engaged  in  heavy,  laborious  work, 
something  rather  unusual  for  these  floating  kid- 
ney cases.  We  usually  find  them  in  relaxed  people 
who  are  not  occupied  in  manual  labor,  particu- 
larly women  with  flabby  flesh. 

From  Dr.  Fowler's  description  of  his  operation 
it  seemed  to  Dr.  Warbasse  that  he  must  have  got- 
ten the  kidney  pretty  firmly  fixed  in  place,  and 
while  he  agreed  with  Dr.  Figueira  he  was  inclined 
to  think  that  Dr.  Fowler's  accessory  procedure 
of  bringing  underneath  the  lower  pole  of  the 
kidney  slips  from  the  lumbar  muscles  was  one  of 
the  most  important  features  in  his  operation. 
However,  it  was  the  speaker's  belief  that  we  do 
the  best  for  these  cases  in  securing  primary  union, 
and  close  adhesion  of  the  kidney  to  the  lumbar 
denuded  surface.  He  was  thoroughly  convinced 
that  the  best  operation  for  any  of  these  cases 
pays  particular  attention  to  the  removal  of  the 
perirenal  fat, — thoroughly  removing  this  fat  over 
a  segment  of  one-half  of  all  of  the  posterior  and 
lateral  parts  where  it  is  in  contact  with  the  kid- 
ney. The  kidney  surface  should  then  be  denuded 
by  the  classical  operation  of  reflecting  back  the 
capsule  and  bringing  the  raw  kidney  surface 
against  the  clean  muscle  and  suturing  it  there 
with  chromic  gut.  If  the  fat  is  removed  we  se- 
cure a  primary  union  of  the  kidney  to  the  lumbar 
muscles  and  fascia  without  the  interposition  of 
much  connective  tissue,  and  secure  an  immediate 
communication  of  the  circulation.  In  his  own 
experience  he  had  been  so  well  satisfied  with  the 
operation  that  he  believed  there  is  none  better 
than  this  simple  procedure." 
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Dr.  R.  S.  Fow  ler  believed  there  was  some  ad- 
vantage in  leaving  a  mass  of  packing  under  a 
kidney  of  this  kind.  It  supports  the  kidney  for 
the  first  few  weeks  while  the  adhesions,  which 
hold  it  later,  are  taking  place.  He  said  he  neg- 
lected to  state  in  describing  the  operation  that 
he  removed  the  fatty  capsule  of  the  kidney  before 
introducing  the  sutures  and  fixing  the  kidney  in 
place. 

OPERATION    FOR   CIRRHOSIS   OF  LIVER. 

Dr.  R.  S.  Fow  ler  presented  a  man  whom  he 
had  operated  on,  August  24,  for  cirrhosis  of  the 
liver.  This  patient,  56  years  of  age,  gave  a  history 
as  follows  :  Moderately  alcoholic  ;  denies  specific 
history;  jaundice  in  1864:  no  illness  since  until 
one  year  ago.  At  that  time  he  had  chills  and 
some  fever,  which  was  called  malaria.  This  grew 
worse  until  May  1st,  when  the  abdomen  began 
to  swell.  The  feet  became  swollen  afterward. 
Examination  of  the  liver  showed  it  to  be  small, 
and  the  spleen  slightly  enlarged.  He  was  ad- 
mitted to  the  hospital  about  August  1st.  with  an 
enormously  distended  abdomen  filled  with  fluid. 
This  was  aspirated,  but  in  a  week  the  abdomen 
filled  up,  and  the  fluid  was  again  drawn  off.  This 
was  done  three  times,  and  each  time  the  fluid 
rapidly  accumulated.  A  median  laparotomy  was 
performed.  There  was  a  very  large  amount  of 
serous  fluid  in  the  abdominal  cavity,  the  spleen 
was  somewhat  enlarged,  the  liver  was  a  little 
smaller  than  normal.  The  surface  of  the  liver 
was  scarified  by  roughly  rubbing  it  with  a  piece 
of  gauze,  the  round  ligament  was  shortened,  and 
the  peritoneum  overlying  the  liver  scarified.  By 
shortening  the  round  ligament  the  operator  hoped 
to  bring  the  liver  more  intimately  into  attachment 
with  the  peritoneum  and  produce  adhesions.  The 
edges  of  the  liver  were  sutured  with  chromic 
gut  to  the  diaphragm.  The  spleen  was  sacrificed 
to  some  extent.  The  omentum  was  sutured  to 
the  abdominal  wall.  With  this  large  incision  he 
was  able  to  reach  every  portion  of  the  abdomen. 
The  intestines  were  handled  considerably  in  order 
to  produce  adhesions.  The  abdominal  cavity  was 
thoroughly  dried  with  sponges  and  the  incision 
closed. 

During  the  first  week  after  operation  there  was 
some  return  of  the  ascitic  fluid,  but  this  was  ab- 
sorbed during  the  third  week.  The  patient  had 
a  hvpostatic  pneumonia  during  the  second  week, 
from  which  he  recovered  very  promptly.  Since 
the  patient  left  the  hospital  his  diet  has  consisted 
of  everything  except  meat,  fish  and  fowl,  which 
have  been  prohibited.     The  scar  has  two  weal: 


points,  one  half-way  between  the  umbilicus  and 
the  ensiform  cartilage,  and  the  other  at  the  neigh- 
borhood of  the  umbilicus.  At  the  time  the  speaker 
first  saw  the  patient  he  was  very  emaciated.  He 
is  now  in  fairly  good  health. 

appendicitis  in  ixfancv,  complicating 

inguinal  hernia. 
Dr.  J.  P.  Warbasse  reported  a  case  of  a  deli- 
cate child  six  months  old,  operated  upon  by  him 
at  the  German  Hospital  for  strangulated  inguinal 
hernia  on  the  right  side.  The  sac  contained  the 
caecum  and  appendix.  The  latter  was  the  seat  of 
an  acute  appendicitis,  and  was  surrounded  by 
purulent  serum  and  plastic  lymph.  The  appendix 
was  removed  and  the  hernia  cured.  The  child 
died  of  pneumonia  on  the  second  day. 

Discussion. 

Dr.  M.  Figueira  said  he  thought  when  the 
contents  of  a  hernia  are  strangulated,  all  the 
structures  involved,  whether  the  appendix,  the 
caecum  or  any  other  part  of  the  gut  are  all  in- 
flamed, and  the  fact  that  the  appendix  is  inflamed 
in  a  strangulated  hernia,  it  seemed  to  him  did  not 
wrarrant  our  calling  it  an  appendicitis.  He  be- 
lieved we  might  as  well  say  -it  was  a  case  of  her- 
nia with  colitis  or  enteritis.  He  thought  it  is 
straining  a  point  to  call  it  a  rare  case  of  appendi- 
citis in  a  hernia. 

Dr.  Warbasse  said  when  an  appendix  vermi- 
formis  is  the  seat  of  an  inflammation  and  is  sur- 
rounded by  plastic  lymph  and  exudate  and  has 
undergone  the  peculiar  changes  which  character- 
ize an  inflammation,  that  that  constitutes  appen- 
dicitis ;  therefore,  this  was  a  case  of  appendi- 
citis. 

OVARY  GRAFTING. 

Dr.  J.  P.  Warbasse  reported  a  case  of  a  young 
woman  who  had  suffered  the  removal  of  both 
ovaries,  and,  as  a  result,  was  required  to  take 
ovarian  extract  to  control  the  profound  nervous 
disturbances  incident  to  the  absence  of  the  in- 
ternal secretion  of  these  organs.  He  implanted 
an  ovary  from  another  woman  into  the  broad  lig- 
ament of  his  patient.  She  was  relieved  of  her 
symptoms  for  about  a  year,  at  the  end  of  which 
time  the  suffering  recurred. 

He  thought  in  all  probability  that  the  implanted 
ovarian  tissue  functionated  and  supplied  her  w  ith 
a  sufficient  amount  of  ovarian  internal  secretion 
to  keep  her  nervous  poise.  Now  that  the  ovary 
has  begun  to  degenerate  she  is  again  suffering 
from  the  absence  of  ovarian  secretion.  Whether 
or  not  such  an  operation  is  worth  while  he  was 
not  sure. 
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Discussion. 

Dr.  M.  Figueira  thought  Dr.  Warhasse's  case 
was  very  interesting.  At  the  same  time,  if  he 
were  to  do  the  operation  he  would  doubt  very 
much  the  feasibility  of  putting  a  degenerated 
ovary  in  the  abdomen  of  a  poor  woman  who  was 
so  badly  off  without  it. 

The  relief  that  was  given  to  Dr.  Warbasse's 
patient  bv  the  operation,  he  doubted  very  much 
if  it  was  due  to  the  functionating  of  the  ovarian 
tissue  transplanted.  We  must  stop  and  think,  he 
said,  that  these  small  glands  are  supplied  with 
blood  by  the  ovarian  arteries,  and  we  know  that 
the  changes  in  the  glandular  tissue  are  due  to 
the  proper  carrying  on  of  the  circulation  such  as 
cannot  take  place  in  a  graft  poorly  supplied  with 
blood. 

In  many  of  these  neurasthenic  cases,  the  opera- 
tion itself  will  relieve  the  neurasthenic  symptoms 
for  a  while.  In  this  case  the  speaker  thought  the 
operation  per  se  gave  more  relief  than  any  influ- 
ence the  ovarian  tissue  might  have  had. 

Dr.  R.  W.  Westbrook  inquired  whether  the 
ovarian  extract  which  was  used  with  apparent 
good  effect  previous  to  he.  operation  had  also 
been  tried  since  the  supposed  good  effect  of  the 
operation  had  passed  off.  It  seemed  to  him  that 
in  drawing  conclusions  it  would  be  valuable  to 
know  whether  it  retained  its  apparent  good  effect 
as  at  first. 

Dr.  J.  R.  Kevin  said  it  occurred  to  him  that 
perhaps  the  question  might  be  asked,  would  she 
not  have  had  these  neurasthenic  symptoms,  even 
though  she  had  not  had  both  ovaries  removed  at 
all.  He  had  in  mind  two  cases  which  came  under 
his  observation,  one  particularly,  a  colored 
woman,  a  hysterectomy,  in  which  case  he  re- 
moved both  ovaries  five  or  six  years  ago.  He 
had  seen  the  patient  periodically  since,  with  a 
view  of  keeping  an  eye  on  her,  in  order  to  find 
out  the  results  of  the  removal  of  both  ovaries. 
This  patient  was  a  good  subject  to  draw  conclu- 
sions from ;  she  is  not  a  pessimist,  nor  is  her  life 
one  of  the  activity  of  the  typical  American,  nor 
arc  her  environments  those  that  would  produce 
the  neurasthenia  we  see  to-day.  His  conclusions 
in  her  case  led  him  to  believe  that  the^removal  of 
the  ovaries  are  not  very  frequently  followed  by 
neurasthenia  and  did  not  lessen  the  sexual  ap- 
petite. The  question  arises,  he  said,  in  Dr.  War- 
basse's case  whether  the  patient's  environments 
and  method  of  life  were  not  sufficient  to  produce 
a  neurasthenic  condition  with  or  without  an  op- 
eration. 


Dr.  J.  S.  Wight  said  that  neurasthenics  are 
susceptible  to  suggestion  is  generally  conceded, 
and  he  would  like  to  know  if  Dr.  Warbasse  sug- 
gested to  his  patient  that  she  would  improve  after 
the  operation.  He  would  like  to  ask  him  also 
what  he  meant  by  the  internal  secretion  of  the 
ovary ;  was  it  some  special  function  of  the  ovary, 
or  did  it  arise  from  the  metabolism  of  its  cellular 
elements  as  in  other  internal  secretions.  He  con- 
fessed he  would  always  be  sceptical  of  the  re- 
sults of  that  operation  until  someone  reopened 
the  abdomen  at  some  remote  time  and  found  that 
ovary  in  place,  not  fibrous  tissue,  and  that  evi- 
dence, he  added,  is  still  lacking. 

Dr.  L.  W.  Pearson  said  it  struck  him  that  the 
case  had  been  somewhat  unfairly  criticized  by  the 
gentlemen  who  believed  that  the  transplanted 
ovary  was  not  able  to  carry  on  its  functions 
afterwards.  The  new  ovary  implanted  in  that 
manner  can  very  quickly  generate  a  new  circu- 
lation, he  said.  Ovarian  cysts  have  been  found 
in  which  the  pedicle  was  twisted  so  that  the  cir- 
culation was  completely  cut  off,  and  yet  in  three 
days'  time  new  blood-vessels  had  formed  between 
the  adjacent  peritoneal  surfaces  and  the  periphery 
of  the  cyst — some  of  the  new  blood-vessels  being 
very  large.  It  seemed  to  him  new  blood-vessels 
sufficient  to  nourish  the  implanted  ovary  might 
form  quickly  enough  to  carry  on  the  circulation, 
and  the  ovarian  tissue  being  planted  there  and 
being  supplied  by  blood,  there  did  not  seem  to  be 
any  reason  why  it  should  not  functionate  in  the 
person  in  whom  it  was  implanted  as  in  the  woman 
from  whom  it  was  taken. 

He  said  it  is  not  any  peculiar  kind  of  blood 
that  enables  an  ovary  to  generate  its  secretion — 
any  blood  will  do — it  is  the  function  of  the  cells 
in  the  ovary  that  produces  this  fluid  with  its  pe- 
culiar function. 

The  fact  that  Dr.  Warbasse's  case  had  relief 
for  a  year  would  lead  us  to  infer  it  was  the  im- 
planted ovary  that  did  the  gpod.  We  would 
hardly  expect  suggestion  to  last  so  long.  Mental 
suggestion  may  bear  an  influence  for  a  month  or 
two,  but  not  for  a  year. 

The  fact  that  the  transplanted  ovary  was  cystic 
had  been  referred  to.  What  further  changes 
there  were  he  thought  we  were  hardly  able  to 
say.  We  know  that  an  ovary  with  a  cyst  is  liable 
to  further  cystic  changes.  This  ovary  may  have 
undergone  further  cystic  degeneration,  which 
caused  it  to  cease  to  functionate.  If  a  healthy 
ovary  were  taken  from  a  healthy  animal,  a  sheep 
for  instance,  it  should  grow  there  as  well  as  hu- 
man tissue.    It  looked  to  the  speaker  as  though  a 


280 


BROOKLYN  MEDICAL  JOURNAL. 


July,  1905 


wide  field  for  investigation  had  been  opened  up. 
The  benefit  which  the  patient  had  obtained  for  a 
year  seemed  to  him  to  be  very  encouraging. 

Dr.  R.  S.  Fowler  said  that  Dr.  Robert  Morris 
had  gone  into  this  subject  very  thoroughly. 
Tbere  were  some  experiments  he  made  on  rab- 
bits, in  which  it  was  found  the  ovary  would  live 
and  would  remain  in  place  for  about  nine  months 
after  it  was  put  into  tbe  peritoneal  cavity.  He 
supposed  the  reason  this  patient's  symptoms  were 
somewhat  alleviated  for  some  months  was  due 
to  the  fact  that  the  peritoneum  did  not  have  time 
to  absorb  or  digest  all  the  ovarian  tissue  that  was 
transplanted. 

Dr.  C.  P.  Gildersleeve  believed  that  the  evi- 
dence showed  that  this  woman  improved,  and 
that  she  improved  for  an  appreciable  length  of 
time.  The  only  question  is,  what  caused  it,  and 
that  is  answered  in  one  of  two  ways.  It  is  either 
caused  by  the  ovary  beginning  to  functionate,  or 
else  by  the  moral  support  given  the  patient  as  a 
result  of  the  operation.  The  improvement  lasted 
a  year,  and  that  was  longer  in  his  opinion  than  it 
would  have  lasted  had  the  improvement  been  the 
result  of  mere  moral  support.  On  the  other  hand, 
he  thought  it  is  fair  to  assume  that  this  particular 
ovary  at  the  end  of  a  year  would  degenerate,  and 
if  that  is  true  it  accounts  for  the  fact  that  the 
improvement  ceased  at  that  time,  and  it  was  his 
opinion  that  the  weight  of  evidence  in  this  case 
would  show  that  the  improvement  was  due  to  the 
return  of  the  functional  activity  of  the  organ. 
He  confessed  that  as  Dr.  Warbasse  began  to  read 
his  report,  it  flashed  across  his  mind  at  once  that 
the  whole  improvement  must  be  moral  support. 

The  effect  of  the  removal  of  these  organs  from 
women,  he  thought,  is  dependent  upon  the  nerv- 
ous temperament  of  the  particular  subject.  A 
fair  comparison  is  the  removal  of  the  testicles, 
and  we  all  know  that  in  some  subjects  the  removal 
of  both  testicles  causes  less  mental  and  nervous 
disturbance  than  the  presence  of  a  moderate 
varicocele  does  in  others.  It  is  not  unusual  to 
see  a  line  of  neurasthenic  symptoms  in  a  patient 
with  varicocele  amounting  to  melancholia.  He 
had  a  case  in  mind  in  which  he  removed  both  of 
the  testicles  for  tubercular  disease  ten  years  ago, 
and  the  man  is  as  mirthful  as  the  average  man 
to-day.  He  has  gained  thirty  pounds  in  weight 
and  has  married  since.  The  speaker  thought 
that  while  one  is  taking  away  a  functionating 
organ  in  the  removal  of  the  ovaries,  and  that 
they  exert  some  effect  upon  the  nervous  system, 
still  there  are  a  large  number  of  women  where 
the  effect  it  produces  is  insignificant,  and  the 


same  rule  applies  to  the  removal  of  the  testicles. 

Dr.  J.  A.  Lee  said  that  about  the  most  discour- 
aging thing  he  came  in  contact  with  was  to  dr  a 
radical  operation  for  the  removal  of  diseased 
ovaries,  secure  anatomical  and  surgical  results^ 
and  have  the  patients  come  back  afterward  with 
these  menstrual  crises — neurasthenic  symptoms 
■ — which  are  almost  absolutely  beyond  control. 
He  had  been  rather  more  unfortunate  than  Dr. 
Kevin.  He  had  a  number  of  cases  in  which  he 
was  thoroughly  discouraged  at  the  results,  so- 
much  so  that  it  was  with  great  reluctance  that 
he  felt  like  advising  the  removal  of  an  ovary  in 
a  woman  between  the  ages  of  25  and  40.  Possibly 
he  had  run  across  cases  that  are  constitutionally 
neurasthenic.  In  his  cases  from  an  anatomical 
and  surgical  standpoint  the  operation  had  been 
a  success,  but  it  had  been  followed  by  a  train  of 
sy  mptoms  which  were  only  in  a  lessened  degree 
different  from  what  they  possessed  before  opera- 
tion. If  Dr.  Warbasse  by  transplantation  was 
going  to  relieve  these  conditions,  or  if  anything 
could  relieve  them,  it  is  going  to  be  a  great  relief 
for  a  lot  of  suffering  women. 

Dr.  J.  P.  Warbasse  concluded  the  discussion 
by  saying  that  he  was  much  interested  by  the  dis- 
cussion and  somewhat  surprised  as  well.  The 
first  proposition  which  he  would  present  in  con- 
nection with  this  case  was,  that  suggestion  had 
nothing  to  do  with  it.  He  should  have  made 
that  point  clearer.  He  held  out  to  this  woman 
little  hope  of  relief.  She  knew  that  taking  ovar- 
ian extract  w:as  the  only  thing  which  gave  her 
immunity  from  her  nervous  symptoms ;  and  he 
proposed  to  her  this  operation.  He  did  not  assure 
her  that  it  would  help  her ;  he  simply  expressed 
the  hope  that  it  might.  He  was  not  particularly 
anxious  to  do  it,  but  her  condition  was  so  de- 
plorable that  she  consented.  Her  first  period, 
the  first  month  after  the  operation,  as  he  stated, 
was  not  entirely  free  from  these  symptoms,  and 
she  required  while  in  the  hospital  some  bromide 
to  give  her  relief ;  and,  indeed,  at  that  time  she 
made  the  statement  that  she  was  sorry  the  oper- 
ation had  been  done.  Later,  the  next  period  and 
the  subsequent  periods  for  a  year,  found  her  com- 
pletely relieved  from  the  distressing  symptoms 
she  sufferetl  from ;  and  that,  he  thought,  quite 
effectually  disposed  of  the  suggestion  proposition. 

That  a  transplanted  gland  is  able  to  functionate 
and  supply  the  system  with  its  peculiar  secretion 
is  not  a  question  for  discussion ;  it  is  a  thing 
which  we  know  as  the  result  of  animal  experi- 
mentation and  surgery.  He  was  surprised  that 
any  member  in  discussing  this  thing  would  say 
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to  the  Surgical  Society  that  the  source  of  the 
blood  supply  had  anything  to  do  with  the  case. 
It  is  not  a  matter  of  blood  supply,  for  the  trans- 
planted organ,  the  transplanted  tissue  becomes 
attached  and  develops  vital  connections.  What 
it  furnishes  the  system  is  the  secretion  of  its  own 
vitalized  cells,  and  that  has  nothing  to  do  with 
the  source  and  character  of  its  blood  supply.  This 
has  been  demonstrated  not  only  in  the  lower 
animals,  but  in  the  human  animal  as  well. 

The  speaker  also  expressed  himself  as  inter- 
ested that  he  should  be  called  upon  to  defend  the 
internal  secretion  of  organs.  This,  he  said,  is 
another  thing  which  it  was  not  necessary  to  dis- 
cuss here.  It  is  a  well-known  thing  and  consti- 
tutes one  of  the  most  important  and  interesting 
fields  in  glandular  physiology.  It  is  a  vast  field 
and  now  well  advanced  in  its  stage  of  develop- 
ment. 

The  speaker  insisted  that  we  should  not  allude 
to  this  woman's  symptoms  as  neurasthenic ;  they 
approached  somewhat  the  picture  of  neurasthenia, 
but  the)1  had  little  connection  with  neurasthenia. 
The  symptoms  which  those  people  who  have  been 
deprived  of  the  ovaries  suffer  from  is  a  peculiar 
condition  in  itself,  just  as  it  is  a  peculiar  condition 
which  a  patient  suffers  from  who  has  been  de- 
prived of  his  thyroid  or  both  testicles.  The  in- 
ternal secretion  in  these  organs  is  different  in 
each  case ;  and  the  symptoms  incident  to  the 
deprivation  of  the  system  of  these  secretions  are 
peculiar  in  each  case. 

As  an  example  of  what  has  been  done  in  sur- 
gery in  this  line  he  might  cite  the  thyroid.  We 
know  the  profound  disturbances  which  develop 
when  a  patient's  thyroid  degenerates  or  the  whole 
thyroid  is  removed,  and  there  are  not  a  few  cases 
in  the  literature  of  surgery  in  which  the  whole 
thyroid  has  been  removed  and  a  separate  piece 
of  thyroid  implanted,  and  the  thyroprivic  symp- 
toms have  been  relieved.  These  operations  are 
well  known,  and  are  worked  out  rationally  upon 
the  basis  of  the  internal  secretion  that  is  neces- 
sary. In  this  case,  he  thought,  it  is  quite  clear 
that  this  ovary  supplied  this  woman  with  a  suffi- 
cient amount  of  ovarian  extract,  or  ovarian  juice, 
or  secretion — the  peculiar  secretion  of  the  ovar- 
ian parenchymatous  cells — to  relieve  her  tempo- 
rarily;  and  yet  in  the  course  of  time  this  ovary 
has  undergone  degeneration  and  has  failed  to 
functionate. 

Dr.  Warbasse  did  not  accept  the  proposition, 
that  because  this  ovarian  tissue  was  in  contact 
with  a  cyst  that  that  condemned  the  rest  of  the 
ovarian  tissue.    We  all  know  that  a  single  indi- 


vidual cyst  may  develop  in  an  ovary,  which 
throughout  the  rest  of  its  structure  is  healthy, 
unless  it  has  sustained  damage  from  the  mechan- 
ical pressure  of  the  cyst.  One  cyst  sometimes, 
may  develop  in  an  ovary,  and  no  more.  The  cyst 
was  small,  and  the  ovarian  tissue  implanted  in 
this  case  grossly  presented  the  appearances  of 
healthy  ovarian  tissue. 

The  life  of  tissues  transplanted  in  this  way 
has  been  experimentally  demonstrated  to  be  short. 
As  Morris'  experiments  have  shown,  the  life  of 
transplanted  tissue  is  about  a  year  or  nine  months. 
From  a  biological  point  of  view  experiments  have 
also  shown  that  if  tissue  is  removed  from  one 
species  and  transplanted  into  another,  it  fails  still 
more  rapidly.  It  is  quite  different  from  the  same 
operation  performed  between  two  of  the  same 
species,  showing  that  there  is  a  vital  relation,  and 
that  this  tissue  does  take  root  and  functionate 
for  a  certain  period.  The  practicability  of  this 
operation  Dr.  Warbasse  was  inclined  to  doubt. 
This  woman  at  the  present  time  says  she  is  sorry 
the  operation  was  done,  although  it  gave  her  a 
year's  immunity.  She  is  just  about  as  badly  off 
as  she  ever  was,  and  she  has  had  her  pains  for 
nothing. 

CARCINOMA  OF  INTESTINE. 

Dr.  J.  M.  Clayland  reported  the  case  of  a  wo- 
man, 50  years  old,  who  about  a  month  ago  called 
in  her  family  physician  complaining  of  pain  in 
the  lumbar  region.  The  next  day  there  was  pain 
around  to  the  front.  The  temperature  was  100. 
She  had  nausea  and  vomiting.  On  the  second 
day  the  pain  was  of  a  colicky  nature,  occupying 
the  umbilical  region,  and  as  he  could  map  out  a 
mass  in  the  region  of  the  appendix,  he  made  a 
diagnosis  of  appendicitis.  Dr.  Clayland  saw  her 
on  the  following  Wednesday,  when  her  tempera- 
ture was  100,  pulse  80 ;  no  rigidity  of  the  muscles, 
and  no  distention  of  the  abdomen.  There  was  a 
mass  as  large  as  an  egg  in  the  region  of  the  ap- 
pendix. The  following  Sunday  at  five  o'clock 
A.  M.,  she  had  a  chill  with  temperature  101  and 
nausea  and  vomiting.  She  was  sent  to  St.  Mary's 
Hospital,  and  the  usual  incision  made,  the  ap- 
pendix was  normal,  but  a  tumor  was  found  in 
the  wall  of  the  caecum  about  an  inch  above  the 
appendix,  of  cancerous  nature.  The  speaker 
took  out  that  part  of  the  wall  which  was  involved, 
going  about  half  an  inch  beyond  the  tumor  and 
including  the  appendix,  bringing  the  intestine  to-^ 
gether  with  Lembert  sutures.  At  night  she 
vomited  stercoraceous  material.  It  was  evident 
there  was  an  obstruction,  so  he  cut  the  stitches. 


282 


BROOKLYN  MEDICAL  JOURNAL. 


July,  1905 


allowing  an  artificial  anus  to  be  formed,  since 
which  time  the  patient  has  been  perfectly  well. 
As  soon  as  the  wound  heals  he  intends  to  resect 
that  portion  of  the  intestine,  probably  using  a 
Murphy  button. 

FIBROUS    TUMOR    OF    THIGH.    WITH  CALCAREOUS 
DEGENERATION. 

Dr.  J.  M.  Clayland  reported  the  case  of  a 
man  who  in  the  Franco-Prussian  War  had  an 
injury  of  the  thigh  produced  by  an  exploding 
shell.  In  addition  he  was  hit  in  the  head  and 
rendered  unconscious.  A  piece  of  shell  went  in 
below  the  knee,  and  he  also  received  a  glancing 
blow  on  the  left  thigh,  at  which  point  a  few 
months  after  he  developed  a  tumor  about  as  large 
as  a  hazel  nut.  which  has  been  gradually  increas- 
ing, until  it  reached  the  size  of  a  fcetal  head. 
Two  days  ago  Dr.  Clayland  remover  the 
tumor,  which  he  exhibited.  The  tumor  was  of  a 
fibrous  nature  and  in  some  portions  contained 
calcareous  plates.  He  did  not  think  it  was  ma- 
lignant. 

OPERATIONS  FOR  CLUB  FEET. 

Dr.  J.  M.  Clayland  said  he  spoke  of  the  fol- 
lowing cases  of  congenital  club  feet  only  to  show 
the  necessity  for  watching  these  cases : 

John  YV.,  aged  7,  admitted  to  Brooklyn  Hospi- 
tal suffering  from  double  talipes-equino-varus. 
An  operation  was  performed  on  the  left  foot,  a 
subcutaneous  division  of  the  tendons  of  the  tibi- 
alis posticus,  flexor  longus  digitorum,  flexor 
longus  hallucis  and  the  tendo  Achilles.  On  the 
right  foot  a  division  of  the  flexor  longus  hallucis 
and  the  tendo  Achilles.  The  feet  were  put  up  in 
good  position  and  the  patient  left  the  hospital. 
He  disappeared  from  view,  and  as  most  of  these 
cases  do  that  come  back  for  observation,  he  re- 
lapsed. The  second  time  this  patient  was  brought 
to  him  Dr.  Clayland  excised  the  head  of  the  as- 
tragalus and  brought  the  foot  around  in  a  correct 
position  and  the  patient  again  was  discharged. 

The  second  case  is  similar.  The  patient  had 
been  treated  by  plaster  of  paris  casts  in  the  dis- 
pensary, and  came  into  the  hospital  in  1903  when 
two  years  old.  He  had  a  tenotomy  of  the  right 
tendo  Achilles  and  on  the  left  side  a  division  of 
the  tendo  Achilles  and  the  removal  of  the  head  of 
the  astragalus.  The  feet  were  put  in  plaster  and 
the  patient  discharged.  He  turned  up  again 
after  a  year  in  a  relapsed  condition.  In  addition 
to  the  club  foot  there  was  a  decided  bending  of 
the  leg  itself.  At  this  operation  on  the  right  foot 
an  incision  1  x/z  inches  long  was  made  along  the 
course  of  the  metatarsal  bone  with  its  center  op- 


posite the  joint,  the  tendon  of  the  adductor  hallu- 
cis was  severed,  then  an  incision  was  made  above 
and  behind  the  malleolus  and  the  tendo  Achilles 
and  the  flexors  of  the  toes  and  the  tibialis  posti- 
cus were  cut.  In  addition  to  this  the  leg  was 
broken  by  manual  force,  the  foot  and  leg  put  up 
in  plaster,  the  deformity  being  overcorrected. 
The  left  foot  had  a  tenotomy  of  the  adductor  hal- 
lucis similar  to  that  on  the  right  side  and  the  left 
leg  broken.  He  was  discharged  with  his  feet  and 
legs  in  good  condition.  He  turned  up  again  last 
month  in  the  Brooklyn  Hospital  relapsed.  The 
Doctor  made  an  incision  on  the  outer  side  of  the 
foot  and  took  out  a  wedge-shaped  piece  of  bone 
and  again  overcorrected  the  foot  and  the  patient 
is  in  the  hospital  yet.   The  feet  are  in  good  shape. 

These  cases  show  the  necessity  of  after  treat- 
ment in  cases  of  operation  for  club  foot. 

THE  BROOKLYN  PATHOLOGICAL 
SOCIETY. 


Henry  G.  Webster,  M.D.,  Editor. 


456th  Regular  Meeting,  February  16,  1905. 


The  President,  J.  C.  McEvitt,  M.D.,  in  the 
Chair. 

REPORT  OF  CASE  :     PROLIFERATIVE  PERITONITIS. 

Dr.  J.  C.  McEvitt  said  that  some  two  years 
ago  there  was  sent  to  him  for  confirmation  of 
diagnosis  a  woman  who  had  been  married  two 
years.  The  cessation  of  the  menses  gave  rise  to 
a  suspicion  of  pregnancy.  The  attending  phy- 
sician was  not  able  to  make  out  the  objective 
symptoms  of  enlargement.  She  was  supposedly 
at  the  seventh  month  of  pregnancy.  Dr.  McEvitt 
was  unable  to  make  out  any  other  symptoms  than 
the  enlargement  of  the  abdomen,  the  absence  of 
the  menses  and  discoloration  of  the  areolae.  After 
a  thorough  examination  and  keeping  the  patient 
under  observation  for  some  time  he  became  con- 
vinced that  the  fluid  was  contained  in  a  thin 
walled  cyst,  but  finding  that  the  flanks  became  dis- 
tended when  the  woman  was  in  a  prone  position, 
he  was  unable  to  determine  whether  it  was  a  thin 
walled  cyst  or  ascites.  He  could  find  no  cause 
for  the  ascites.  As  time  went  on  the  distention 
became  so  great  that  it  was  deemed  advisable  to 
puncture,  and  a  clear,  serous  fluid  was  removed. 
The  suspicion  of  some  malignant  growth  pro- 
ducing this  serous  exudate  occurred  to  the  doc- 
tor, but  when  the  abdomen  was  flaccid  he  was 
unable  to  determine  any  neoplasm  or  enlarge- 
ment.  It  was  necessary  to  remove  this  fluid  every 
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six  weeks.  This,  of  course,  produced  a  certain 
amount  of  exhaustion  and  caused  the  woman  to 
be  confined  to  her  room. 

Notwithstanding  the  fact  that  he  was  unable 
to  determine  a  neoplasm,  it  was  thought  advisa- 
ble to  open  the  abdominal  cavity,  which  he  did, 
and  was  unable  to  find  any  other  pathological 
condition  except  a  sodden  peritoneum,  probably 
one-tenth  of  an  inch  in  thickness.  He  removed 
a  portion  of  this.  He  folded  the  omentum  upon 
itself,  and  failing  to  find  any  other  pathological 
condition  closed  the  abdominal  cavity. 

The  Doctor  referred  to  the  fact  that  the  expo- 
sure of  the  peritoneum  in  these  ascitic  conditions 
will  sometimes  produce  a  cure,  and  said  that  in 
this  case  whereas  it  was  necessary  to  remove  the 
abdominal  fluid  every  six  weeks  for  one  year 
after  the  operation  there  was  no  return  of  the 
fluid  in  the  abdominal  cavity.  She  was  able  to 
attend  to  her  household  duties  and  took  a  trip 
abroad. 

Some  fourteen  months  after  the  operation  an 
oedema  of  the  lower  extremities  appeared  which 
became  general.  A  nephritis  developed  with 
granular  casts.  A  remarkable  condition  was 
that  the  oedema  extended  into  the  cervical  mus- 
cles. You  could  take  any  portion  of  the  integu- 
ment and  form  it  into  a  globe,  the  oedema  was  so 
marked,  and  yet  there  was  no  return  of  this  fluid 
in  the  abdominal  cavity.  She  died  sixteen  months 
after  the  operation  from  exhaustion  complicated 
by  the  nephritic  condition  and  not  by  coma. 

paper:   observations  on  gun  shot  injuries, 
with  lantern  slide  illustrations. 

by  dr.  george  r.  fowler. 

An  Abstract  from  Dr.  Fowler's  Forthcoming 
Work  on  Surgery. 
Discussion. 

Dr.  A.  T.  Bristow  said  that  the  discussion  of 
a  topic  usually  involved  a  difference  of  opinion, 
but  in  this  case  there  could  be  no  difference  of 
opinion  as  to  the  postulates  laid  down  by  Dr. 
Fowler.  Nevertheless  he  thought  it  might  not  be 
out  of  place  to  make  a  few  remarks  in  regard  to 
bullet  wounds  seen  in  civil  practice.  Very  few 
of  us  have  seen  the  bullet  wounds  sent  by  high 
power  missiles.  A  few  came  under  the  Doctor's 
charge  at  the  Long  Island  College  Hospital  dur- 
ing the  Spanish  War,  and  our  experiences  with 
the  high  power  bullet  wounds  naturally  are  very 
limited.  We  do  occasionally,  he  said,  see  a  good 
many  wounds  inflicted  by  the  revolver.  In  civil 
practice  there  are  two  chief  classes  of  revolver 


wounds,  those  inflicted  by  the  small  .22  calibre, 
and  those  by  the  .38  calibre. 

Dr.  Bristow  added  that  bullet  wounds  in  civil 
practice  differ  in  this  respect  from  those  in  mili- 
tary practice  inflicted  by  the  high  power  arm ; 
that  whereas  in  the  high  power  missile  a  large 
bullet  is  a  rarity;  in  civil  practice  a  large  bullet 
is  the  rule.  The  reader  of  the  paper  had  practi- 
cally already  laid  down  for  us  the  rules  we  should 
follow,  which  are  briefly  these :  _  where  a  large 
bullet  is  doing  no  harm  or  occasioning  no  symp- 
tom, it  is  wise  to  let  it  alone.  He  thoroughly 
agreed  with  the  Doctor  as  to  the  futility  of  prob- 
ing for  a  bullet.  This  is  particularly  harmful  in 
wounds  of  the  abdomen.  It  is  equally  futile 
everywhere  for  the  reason  that  the  muscular 
planes  when  the  patient  comes  to  the  examining 
table,  occupy  the  same  places  to  each  other  that 
they  did  when  the  injury  was  inflicted.  The  rule 
has  been  laid  down  that  it  is  not  wise  to  do  a 
laparotomy  for  a  gun  shot  wound  of  the  abdomen 
inflicted  by  a  high  power  arm.  There  are  two 
reasons  for  this :  one  the  fact  that  in  military 
practice  it  is  impossible  to  get  the  necessary  sub- 
sequent care  of  the  wounded  man,  the  other  that 
it  is  not  possible  to  get  the  proper  appliances  and 
the  proper  surroundings  for  exploratory  lapar- 
atomies  in  wounds  of  the  abdomen. 

Dr.  Bristow  doubted  very  much  whether  the 
fact,  which  has  been  stated,  that  these  penetrating 
wounds  of  the  abdomen  passed  through  the  ab- 
domen, wounded  the  intestine,  and  nevertheless 
did  no  harm,  was  true.  There  were  a  number  of 
cases  of  gun  shot  wounds  of  the  abdomen  re- 
ported in  theAnglo-Boer  War,  in  which  the  pa- 
tients recovered  without  any  untoward  symptoms. 
That,  he  thought,  is  not  a  proof  that  the  intestine 
was  injured  and  yet  the  patient  recovered  with- 
out operation,  but  rather  a  proof  of  the  fact  that 
the  modern  high  power  bullet  can  penetrate  the 
abdomen  without  injuring  the  intestine. 

With  regard  to  the  same  class  of  injuries  in 
civil  practice,  he  firmly  'believed  that  the  proper 
method  of  treatment  of  all  gun  shot  wounds  of 
the  abdomen  is  by  exploration,  and  by  that  he  did 
not  mean  exploring  with  the  finger  or  probe ;  the 
only  way  to  explore  is  with  the  knife. 

As  to  the  point  of  incision,  that  should  be  gov- 
erned, it  seemed  to  him,  by  the  point  of  injury. 
He  should,  for  instance,  be  unwilling  to  make  a 
median  laparotomy  for  a  wound  in  the  flank.  He 
believed  a  wound  near  the  center  of  the  abdomen 
should  always  be  explored  by  a  median  incision, 
because  in  that  way  we  should  not  only  gain  ac- 
cess to  the  wounded  tract  itself,  but  we  are  in  a 
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better  position  to  deal  with  any  injury  to  the 
intestines  which  we  may  meet. 

It  makes  little  difference  as  to  whether  the  cal- 
ibre of  the  ball  is  .38  or  .22.  He  had  seen  a  num- 
ber of  wounds  of  the  abdomen  with  the  .22  cal- 
ibre, which  is  the  usual  cartridge  used,  where 
there  has  simply  been  a  wound  of  the  abdominal 
wall  penetrating  sufficiently  to  enter  the  abdo- 
men and  yet  without  producing  any  injury  of  the 
intestine.  He  remembered  one  case  in  which  he 
made  an  exploratory  incision  through  the  bullet 
wound,  and  found  the  little  ball  lying  on  the 
omentum,  which  it  had  not  injured. 

As  to  the  time  of  exploration,  the  Doctor  said 
if  you  are  going  to  explore  at  all  a  gun  shot 
wound  of  the  abdomen,  the  proper  time  is  just 
as  soon  as  the  patient  is  ready  for  it.  There  are 
cases  in  which  the  patient  comes  in  almost  ex- 
sanguinated with  hemorrhage,  as  in  a  case  seme 
weeks  ago,  in  which  he  transfused,  and  gave  the 
patient  time  to  rally  from  the  shock,  as  otherwise 
he  believed  the  action  of  an  anesthetic  would  be 
fatal.  The  longer  you  delay  interfering  in  a 
case,  the  more  blood,  the  more  extravasation  you 
are  liable  to  get  and  the  greater  the  danger  of 
infection,  so  that  gunshot  wounds  of  the  abdo- 
men should  be  investigated  at  once,  and  should 
be  investigated  with  the  knife  and  not  with  the 
probe,  and  due  attention  paid  to  whatever  con- 
ditions we  may  then  find. 

With  regard  to  gunshot  wounds  of  the  chest, 
as  a  rule  he  believed  they  are  best  left  alone,  par- 
ticularly a  gunshot  wound  of  the  lung.  The  blood 
in  the  pleural  cavity  produces  enough  pressure 
to  stop  the  hemorrhage.  There  was  a  case  re- 
ported in  which  enough  gauze  was  stuffed  in  the 
pleural  cavity  to  stop  the  hemorrhage,  but  he 
believed  that  to  be  bad  practice. 

In  gunshot  wounds  involving  the  chest  and 
abdomen,  the  Doctor  believed  the  best  results  will 
be  obtained  by  following  the  dictum  of  Sir 
Charles  Bell :  giving  the  patient  a  bed  to  lie  on, 
put  an  antiseptic  dressing  on  and  leave  him  alone. 

Dr.  W.  F.  Campbell  was  interested  in  Dr. 
Fowler's  paper,  because  the  subject  is  a  live  topic 
in  view  of  the  recent  events  which  have  trans- 
pired between  Russia  and  Japan,  and  in  view  of 
the  additional  fact  that  interest  in  gunshot  wounds 
is  going  to  be  very  much  revived  after  we  begin 
to  get  statistics  from  the  surgeons  who  have  been 
treating  wounds  in  Manchuria. 

The  Doctor  had  an  opportunity  of  seeing  a 
number  of  these  wounds  in  soldiers  sent  from 
Santiago  to  the  Long  Island  College  Hospital 
during  the  Spanish-American  war,  and  saw  the 


results  of  some  wounds  which  occurred  at  that 
time.  In  the  first  place,  he  said,  we  must  recog- 
nize the  fact  that  the  wound  as  made  by  the  pres- 
ent small  arm  projectile  is  different  from  that 
made  by  the  old  lead  bullet.  The  old  lead  bullet 
was  effective  at  200  yards ;  the  small  present  pro- 
jectile will  kill  a  man  at  2]/'2  miles.  The  old  bul- 
let was  unprotected,  and  the  present  bullet  con- 
sists of  a  lead  core  with  a  steel  jacket,  sometimes 
nickel  plated.  The  calibre  is  about  .30,  and  the 
wound  in  general  which  the  bullet  makes  at  the 
present  time  is  a  punctured  rather  than  a  lacerated 
one,  and  as  a  rule  is  not  an  infected  wound,  and, 
consequently,  heals  up  rapidly. 

Whether  the  accusation  that  the  Russians  used 
dum  dum  bullets  or  not  is  true,  we  do  not  know, 
of  course,  but  it  seemed  to  him  that  it  is  possible, 
that  the  wounds  supposed  to  be  made  by  the  dum 
dum  bullets  were  probably  received  by  the  sol- 
diers in  the  explosive  range.  All  writers  on  the 
subject  recognize  that  a  bullet  in  traversing  its 
course  goes  through  three  zones :  the  first,  the 
explosive  zone,  and  the  wounds  received  in  the 
explosive  zone  are  terrific  (were  a  man  hit  in 
that  zone  his  head  would  be  blown  into  a  number 
of  fragments)  ;  and  then  the  bullet  goes  through 
the  second  zone,  and  makes  a  punctured  wound ; 
and  in  the  third  zone  it  makes  a  lacerated  wound. 
While  the  line  of  demarcation  between  these 
zones  is  entirely  imaginary,  yet  the  wounds  re- 
ceived in  each  of  the  these  zones  are  character- 
istic ;  and  whether  the  illustration  is  a  good  one 
or  not,  it  seemed  to  him  that  the  one  given  by 
Lydston  of  the  spinning  top.  in  illustrating  these 
different  zones,  brings  it  clearly  before  our 
mind.  He  illustrates  the  projectile  by  a  spinning 
top.  In  the  first  place,  as  the  spinning  top  leaves 
the  hand,  it  has  a  forward  and  rotary  motion. 
When  the  spinning  top  reaches  the  floor  it  loses 
its  forward  motion,  and  it  takes  an  additional  one, 
namely,  a  revolving  motion,  and  he  illustrates 
that  as  showing  how  the  explosive  action  of  the 
bullet  takes  place  ;  it  not  only  rotates  but  revolves 
at  the  same  time,  and,  consequently,  large  pieces 
of  tissue  are  gouged  out  as  the  bullet  goes 
through.  Finally  the  spinning  top  reaches  a  point 
where  it  centers  and  spins  for  a  time — that  illus- 
trates the  second  zone,  and  simply  causes  a  punc- 
tured wound ;  and  then  as  the  top  loses  its  force, 
it  begins  to  wabble,  and  that  illustrates  the  third 
zone  in  which  the  bullet  goes,  and  in  which  zone 
we  get  the  lacerated  wounds. 

Dr.  Campbell  thought  that  a  large  number  of 
the  wounds  which  we  saw  from  the  field  of  action 
in  the  Spanish  war  showed  us  that  the  modern 
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small  arm  is  more  humane  than  the  old  rifle  used 
to  be  with  the  lead  bullet,  and  it  seemed  to  him 
that  a  majority  of  these  wounds  were  rather  punc- 
tured wounds  than  anything  else.  There  was  no 
foreign  body,  bits  of  clothing,  etc.,  brought  into 
the  wound  with  the  projectile,  and  as  a  conse- 
quence they  saw  many  men  who  were  shot 
through  the  lungs  with  the  wound  of  entrance  and 
of  exit  clearly  shown  healing  up  primarily. 

Another  point,  too,  was  illustrated  during  the 
Spanish-American  war,  viz. :  that  the  average 
wound  differs  according  to  the  density  of  the 
tissue  through  which  it  passes.  In  passing 
through  compact  bone  the  splintering  will  be 
quite  considerable ;  in  passing  through  the  epi- 
physes the  splintering  will  be  very  insignificant. 
One  case  in  which  they  operated  to  get  the  bullet 
out  of  the  tissue,  which  was  easily  palpated  just 
below  the  skin,  the  bullet  had  passed  through  the 
lower  end  of  the  femur,  and  after  getting  hold  of 
the  bullet  he  examined  the  hole  in  the  bone  and 
found  it  was  simply  a  round  tunnel  corresponding 
to'  the  calibre  of  a  lead  pencil.  On  the  front  in 
the  bullet  wound  shot  of  the  femur  at  the  middle 
third,  he  found  the  splintering  was  considerable, 
a  septic  infection  occurred,  and  it  was  necessary 
to  amputate  at  the  middle  third  of  the  thigh. 

In  the  treatment,  the  Doctor  said  we  have 
learned  to  leave  these  gunshot  wounds  alone. 
We  may  put  this  dictum  down,  viz. :  if  the  bullet 
is  not  palpable  and  outside  the  abdominal  cavity 
and  giving  no  symptoms,  we  can  leave  it  alone, 
and  he  thought  the  other  dictum  of  Nussbaum 
(?)  that  the  fact  that  a  wounded  man  is  in  the 
hands  of  the  person  who  does  the  first  dressing 
is  exceedingly  valuable  for  us  to  remember. 

Dr.  H.  B.  Delatour  wished  to  recite  a  few 
experiences  in  connection  with  cases  which  came 
under  his  care  at  the  Long  Island  College  Hos- 
pital following  the  Spanish-American  war.  He 
wanted  to  emphasize  what  had  been  said  by  the 
previous  gentlemen  as  to  probing.  It  is  common, 
he  said,  in  the  ordinary  every-day  pistol  shot 
wounds  we  see  in  the  hospitals  for  probes  to  be 
introduced.  He  thought  if  any  of  us  will  make 
an  incision  through  the  skin  down  to  muscle  and 
pass  a  probe,  we  will  find  it  will  very  easily  fol- 
low a  tract,  that  being  the  plane  between  the 
muscular  fibres,  and  men  are  frequently  misled 
in  thinking  they  are  following  a  bullet  tract,  be- 
cause the  probe  easily  passes  in  a  given  direction. 

The  use  of  the  X-ray  in  conjunction  with  bul- 
let wounds  is  exceedingly  useful  in  determining 
the  presence  of  a  bullet  in  the  tissues.  The  loca- 
tion of  that  bullet  is  not  always  determined  by  a 


single  radiograph ;  a  radiograph  from  two  direc- 
tions must  be  taken  in  order  to  properly  locate 
the  ball.  That  was  very  beautifully  shown  in  a 
case  he  had  that  came  from  Cuba.  Dr.  Senn  had 
radiographed  the  case  on  the  way  up  and  cut  for 
the  bullet,  but  had  failed  to  find  it.  After  the 
man  had  been  admitted  to  the  hospital  he  had 
symptoms  resulting  from  the  presence  of  the  ball. 
Dr.  Delatour  had  two  radiographs  taken  (the  ball 
was  in  the  neighborhood  of  the  knee)  ;  one  was 
taken  from  before,  backward,  and  one  laterally. 
Instead  of  the  ball,  as  it  appeared  in  the  first  ra- 
diograph, being  behind  the  femur,  the  lateral 
radiograph  showed  it  to  be  behind  the  head  of 
the  tibia.  He  made  his  incision  about  three 
inches  below  and  an  inch  or  so  to  one  side  of 
Senn's  incision,  and  came  down  immediately  upon 
the  bullet,  but  if  he  had  followed  a  single  radio- 
graph, as  Senn  probably  did,  his  incision  would 
have  been  made  at  the  same  point  Senn  made  his. 

The  case  spoken  of  by  Dr.  Campbell  where  the 
bullet  passed  through  the  femur  and  made  a  per- 
fectly round  opening  was  a  case  peculiar  other 
than  for  that  fact.  That  ball  had  entered  the 
man's  back  on  the  left  side,  and  passing  through 
his  body,  had  entered  the  inner  side  of  the  thigh, 
and  they  took  it  out  on  the  lower  outer  side  of  the 
thigh.  That  ball  had  passed  completely  through 
the  man's  body,  and  about  fifteen  days  after  the 
battle  that  man  walked  into  the  hospital. 

Another  man,  a  colored  man,  had  a  ball  enter 
below  the  occipital  protuberance  and  pass  out  at 
the  top  of  the  head  in  the  median  line  almost  at 
the  forehead.    He  had  absolutely  no  symptoms. 

The  case  Dr.  Campbell  spoke  of,  where  the  ball 
had  shattered  the  femur,  was  a  peculiar  one,  in 
that  they  found  in  that  extremity  after  they  had 
amputated,  a  bullet  of  modern  make,  the  so-called 
Mauser  bullet,  and  an  old  flattened  leaden  bullet. 
The  question  of  how  one  of  our  soldiers  received 
a  lead  bullet,  apparently  from  a  Springfield  rifle, 
was  of  considerable  interest.  The  Government 
sent  on  from  Washington,  hearing  of  the  case, 
and  wanted  to  have  the  bullets  photographed.  He 
forwarded  them  to  Washington,  and  very  shortly 
afterward  he  received  a  request  from  the  Sur- 
geon-General that  they  might  be  deposited  in  the 
Army  Museum. 

In  another  man,  he  said,  who  was  shot  in  the 
thigh,  the  bullet  traversed  the  urethra  and  came 
out  in  front.  He  had  a  bladder  fistula  which  per- 
sisted for  a  short  time  and  healed. 

Two  cases  of  injury  to  the  upper  extremity 
gave  him  the  most  trouble.  He  was  very  much 
surprised  at  the  pictures  shown  by  Dr.  Fowler 
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as  to  the  wound  of  exit.  In  none  of  his  cases  was 
the  wound  of  exit  much  larger  than  the  wound  of 
entrance. 

As  regards  the  treatment  of  abdominal  wounds, 
where  the  bullets  have  passed  through  the  ab- 
domen, his  experience,  in  what  might  be  called 
civil  surgery,  from  gun  shot  wounds  has  been 
that  almost  invariably  where  the  bullet  has  en- 
tered the  abdominal  cavity  injury  has  been  done 
sufficient,  either  to  the  intestine  or  mesentery,  to 
warrant  opening  the  abdomen  and  some  surgical 
interference.  The  cases  coming  from  the  Span- 
ish-American War  apparently  did  not  warrant 
the  same  interference,  and  he  believed  we  must 
be  guided  entirely  by  the  individual  case  and  not 
by  the  projectile. 

Dr.  J.  D.  Sullivan  said  that  the  only  point  in 
the  paper  that  he  felt  like  taking  up  was  the  one 
in  which  Dr.  Fowler  said  that  the  great  danger 
in  the  recent  gun  shot  wounds  of  the  abdomen 
was  from  the  meddling  or  probing  of  the  wound. 
He  wished  to  emphasize  that  point,  and  to  express 
his  belief  that  the  injury  or  damage  done  by  the 
probe  is  not  so  much  the  danger  of  infecting  the 
wound  as  it  is  by  adding  a  further  traumatism 
to  the  tissues.  The  tissues  probably  might  be 
able  to  recover  their  vitality  if  they  were  let  alone 
and  not  further  handled  or  manipulated  by  probe, 
finger  or  other  instrument,  which  might  be  the 
means  of  acting  as  the  straw  to  break  the  camel's 
back  and  make  the  wound  go  badly.  He  had 
noticed  this  in  all  forms  of  surgery ;  that  those 
surgeons  who  manipulate  the  tissues  least  get  the 
best  results.  He  frequently  saw  an  operation 
done  remarkably  well,  but  the  tissues  were 
handled  so  much  that  in  three  or  four  days  sup- 
puration occurred.  The  blame  was  ascribed  to 
the  catgut  or  attendants,  but  he  attributed  it  to  the 
manipulation  done  by  the  operator.  While  clean- 
liness is  next  to  godliness,  he  said,  rest  is  next  to 
cleanliness. 

Dr.  J.  R.  Taylor  wanted  to  call  attention  to 
one  fact  in  regard  to  the  manner  in  which  a  bul- 
let may  make  a  wound  without  striking  any  sub- 
stance in  its  path  to  ricochet.  With  the  ordinary 
leaden  bullet  it  is  not  an  uncommon  thing  to  find 
on  examination  that  the  bullet  instead  of  perfor- 
ating in  the  line  of  its  long  axis  has  gone  in 
broadside  on.  He  did  not  think  it  impossible  for 
the  modern  high  power  small  calibre  bullet  to 
undergo  the  same  change  of  direction,  and  possi- 
bly so  produce  the  different  character  of  injuries, 
which  Dr.  Fowler  had  shown  on  the  screen,  and 
which  had  been  attributed  to  the  ball  striking  a 
rock  or  some  other  substance  and  ripping  off  a 


part  of  the  mantle,  and  which  might  have  been 
attributed  to  the  use  of  a  dum  dum  bullet.  In  the 
same  way  he  had  seen  rifle  bullets  of  the  ordinary 
type  enter  the  body  at  moderate  ranges  up  to  200 
yards  when  there  was  no  possibility  of  their  hav- 
ing been  deflected  in  their  course  between  the  gun 
muzzle  and  the  body. 

Dr.  G.  R.  Fowler,  in  conclusion,  said  that  the 
conditions  in  the  treatment  of  gun  shot  wounds 
in  civil  life  and  those  occurring  in  military  life  of 
course  are  due  largely  and  almost  exclusively  to 
the  difference  in  the  arm  employed ;  for  instance 
nowadays  in  military  life  we  seldom  see  contour 
shots,  and  yet  in  civil  life  these  are  not  infrequent 
— a  shot  which  strikes  the  body  and  at  the  mo- 
ment of  impaction,  the  one  who  is  struck  makes 
a  sudden  turning  motion,  and  the  bullet  is  de- 
flected and  carried  around  the  outside  of  the  chest 
wall,  for  instance,  sometimes  making  its  exit  near 
the  spinal  column,  but  more  frequently  lodging 
under  the  skin,  and  a  distinct  tract  of  tenderness 
can  be  followed  all  the  way  around  from  the 
point  of  entrance  to  the  point  of  exit,  and  yet  at 
first  glance  it  would  appear  as  if  the  missile  must 
certainly  have  gone  through  the  patient's  body, 
and  still  nothing  of  the  kind  has  ocurred. 

Many  years  ago  Simon  made  some  experiments 
with  reference  to  this  subject.  He  hung  up  a 
cadaver  and  fired  a  shot  and  had  an  arrangement 
whereby  the  body  was  twisted  around  in  the  frac- 
tion of  a  second,  and  he  could  produce  this  effect 
of  the  contour  shot  every  time,  and  without  a 
twisting  motion  of  the  body  the  same  direction 
of  shot  would  result  in  a  perforation  of  the  chest. 
That  was  not  uncommonly  observed.  Even  to- 
day we  see  such  conditions  in  civil  life,  while  in 
military  life  they  are  almost  unknown. 

If  we  were  to  study  the  treatises  on  gun  shot 
wounds  of  a  hundred  years  ago  and  compare  the 
effects  with  those  seen  by  us  to-day  in  civil  life, 
they  would  compare  very  favorably  with  them. 
Except  under  the  conditions"  following  the 
Spanish  War,  when  the  wounded  were  brought 
up  to  the  several  hospitals  of  the  North  and  placed 
under  the  care  of  the  surgeons  there,  except  under 
such  favorable  conditions,  very  few  of  these  in- 
juries are  observed  by  surgeons  in  civil  life. 

As  to  the  opening  of  the  abdomen  following  a 
gun  shot  wound,  theoretically  it  would  seem  if 
the  surgeon  could  follow  the  oscillations  of  the 
bullet  at  once  and  repair  could  be  made  before 
there  was  any  escape  of  septic  fluid  into  the  peri- 
toneal cavity,  the  ideal  result  which  follows  an 
aseptic  laparatomy  might  be  obtained,  but  this 
is  scarcely  possible,  as  the  shock  has  to  be  taken 
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into  account,  and  second  the  uncertainty  as  to 
whether  the  bullet  has  gone  forward,  or  as  in 
Dr.  Bristow's  case,  has  simply  lodged  in  the 
omentum.  He  conceived  it  highly  improbable 
(not  impossible  of  course)  that  a  missile  of  any 
velocity  of  any  size  could  traverse  the  abdominal 
cavity  without  injuring  one  or  more  coils  of  in- 
testine ;  then  the  question  of  the  damage  that 
is  inflicted,  that  is,  the  further  damage  that  oc- 
curs as  the  result  of  the  wounding,  depends  on 
how  much  intestinal  contents  escape,  how  pro- 
longed this  flow  from  the  intestinal  canal  may  be 
and  how  diffuse  it  may  become.  He  thought 
there  is  small  question  there  as  to  the  virulency 
of  the  fluid,  and  the  matter  of  the  vital  resistance 
of  the  patient  is  of  comparatively  little  account. 
There  it  is  simply  a  question  of  how  much  escapes 
and  how  long  it  continues  to  escape ;  the  viru- 
lence is  always  enough  to  kill,  and  the  vital  resist- 
ance of  the  patient  is  never  enough  to  resist  it 
absolutely. 

The  fact  that  the  bullet  traverses  tissues  of  dif- 
ferent density  had  been  dwelt  upon,  and  he 
thought  had  been  sufficiently  emphasized,  but 
there  was  one  point  that  might  be  taken  up,  and 
that  is  in  a  low  velocity,  soft  lead,  unprotected 
fire  arm  missile :  as  it  enters  the  body  it  becomes 
easily  deflected  from  its  normal  course,  and  may 
do  a  considerable  damage  after  its  deflection  ;  that 
is  to  say  its  velocity  is  not  sufficient  to  prevent 
the  deflection  of  the  missile  doing  almost  as  much 
damage  as  if  the  missile  pursued  its  original 
course.  For  instance,  in  a  case  under  his  care, 
a  lad  was  shot  in  the  buttocks  by  a  stray  and  ac- 
cidental shot.  The  bullet  struck  near  the  tuberos- 
ity of  the  ischium  on  one  side,  traveled  across 
the  urethra,  struck  the  ascending  ramus  of  the 
pubis  on  the  opposite  side  and  was  then  deflected 
upward  and  backward  and  lodged  near  the  neck 
of  the  bladder,  from  which  point  it  was  removed. 
It  was  supposed  at  first  that  the  most  damage 
inflicted  in  this  case  was  the  damage  done  by  the 
passage  of  the  bullet  across  the  urethra.  It  cut 
the  urethra  completely  across,  necessitating  an 
immediate  perineal  section,  at  which  operation 
the  missile  was  removed,  but  it  subsequently  de- 
veloped that  the  neck  of  the  bladder  had  been 
injured  by  the  bullet  as  it  was  deflected,  so  much 
so  that  for  a  considerable  time  afterward,  when 
the  patient  was  convalescing,  there  was  incon- 
tinence of  urine,  the  vesical  neck  having  received 
injury  from  one-half  to  three-quarters  of  an  inch 
back  from  the  point  the  bullet  crossed  the  urethra. 
Jn  this  case  there  was  an  opening  up  of  the  deep 
cellular  pelvic  planes  and  a  septic  inflammation 


along  the  line  of  the  psoas  muscle,  first  on  one 
side  and  then  upon  the  other.  The  patient  finally 
made  a  good  recovery,  but  the  case  was  one  to 
cause  a  great  deal  of  anxiety,  and  it  was  fraught 
with  many  lessons,  not  the  least  of  which  was  the 
fact  that  even  this  slow  power  projectile  travel- 
ing 30  or  40  feet  and  becoming  deflected  struck 
against  the  ascending  ramus,  was  deflected  from 
that,  and  still  retained  sufficient  energy  to  wound 
the  neck  of  the  bladder  itself. 
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Regular  Meeting,  March  3,  1905. 
removal  of  the-  appendix  while  operating 
for  salpingitis. 

BY  DR.   GEORGE  m'nAUGHTON. 

Discussion. 

•  Dr.  C.  Jewett  said,  it  had  been  his  custom  to 
take  out  all  appendices  when  laparotomy  was  per- 
formed for  whatever  cause,  if  the  condition  of  the 
patient  permitted,  and  the  appendix  presented 
here  was  one  of  the  best  arguments  in  favor  of 
this  procedure.  It  does  not  add,  as  a  rule,  more 
than  three  minutes  to  the  length  of  the  operation. 

Dr.  O.  A.  Gordon  asked  Dr.  McNaughton 
what  relation  the  appendix  bore  to  this  tumor. 

Dr.  McNaughton  replied  that  the  omentum 
was  attached  to  the  tumor  and  broad  ligament  in 
several  places.  It  was  rather  a  difficult  thing  to 
get  it  out. 

Dr.  Gordon  did  not  think  anyone  would  ques- 
tion the  advisability  of  removing  such  an  ap- 
pendix. It  was  doubled  on  itself  by  adhesions. 
He  supposed  that  it  was  involved  in  the  adhesions 
in  connection  with  the  tumor.  That  would  hardly 
come  under  the  head  of  removing  a  normal  ap- 
pendix when  the  abdomen  is  opened  for  other 
reasons. 

Dr.  W.  P.  Pool  remarked  that  this  was  a 
rather  trite  subject  and  had  been  discussed  at 
great  length  a  short  time  ago.  However,  he  de- 
sired to  speak  of  a  very  interesting  paper,  which 
he  had  heard  recently  at  the  Woman's  Hospital 
Society  of  New  York,'  a  paper  read  by  Dr.  Baker, 
of  Boston,  in  which  he  reported  a  series  of  twenty- 
four  cases,  in  which  an  apparently  normal  appen- 
dix was  removed  during  the  course  of  abdominal 
operation  done  for  some  other  reason.  Histo- 
logical examination  was  made  of  all  these  appen- 
dices, and  in  twenty-two  a  disease  process  was 
found.    This  seems  to  be  rather  a  striking  argu- 
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ment  for  the  removal  of  the  appendix  under  all 
circumstances. 

Dr.  L.  G.  Langstaff  inquired  as  to  whether 
the  removal  of  a  normal  appendix  added  any- 
thing to  the  risks  of  life.  If  it  did  he  did  not  see 
how  one  could  justify  oneself  in  removing  a  nor- 
mal appendix. 

Dr.  Gordon  stated  that  only  2%  of  the  popula- 
tion ever  suffer  from  appendicitis.  Dr.  Pool  had 
just  related  a  series  of  cases  where  22  out  of  24 
apparently  normal  appendices  were  shown  to  be 
diseased.  If  these  figures  were  correct,  it  seems 
strange  that  no  larger  percentage  of  the  popula- 
tion suffer  from  appendicitis.  He  thought  no  one 
can  dispute  that  there  is  a  risk  in  removing  a 
normal  appendix.  It  may  be  a  fraction  of  1%. 
Perhaps  in  some  hands  the  risk  might  be  nil,  but 
with  the  average  operator  there  will  be  small  risk, 
and  unless  it  is  diseased  he  maintained  that  one 
has  no  business  to  touch  an  apparently  normal 
appendix. 

Dr.  J.  O.  Polak  said  he  had  lost  a  patient  only 
a  few  days  ago  illustrative  of  Dr.  Gordon's  posi- 
tion as  to  removal  of  the  appendix  when  the  ab- 
domen is  opened  for  other  causes.  It  was  the 
first  one  he  ever  lost  solely  from  the  added  risk 
of  an  appendix  amputation  to  that  of  another 
operation.  He  had  performed  a  hysterectomy  on 
a  woman  in  whom  the  appendix  was  very  long ; 
he  had  failed  to  cover  up  the  stumps,  owing  to 
the  depth  of  the  pelvis,  the  amount  of  fat  and  the 
difficulty  of  getting  the  peritoneal  flaps  over  be- 
cause of  the  previous  pelvic  inflammation.  For 
this  reason  he  thought  he  would  feel  safer  with 
the  appendix  out  than  in.  Her  condition  was 
not  good,  so  he  rapidly  tied  off  the  appendix  as 
recommended  by  Seely  and  Lilienthal.  On  the 
second  day  the  woman  was  seized  with  severe 
pain  in  the  right  side  and  developed  local  peri- 
tonitis in  the  region  of  the  appendix.  Vomiting 
set  in  and  she  died  on  the  fourth  day  of  a  local 
peritonitis  which  had  kept  up  tlje  persistent  vom- 
iting. He  simply  reported  this  case  because  he 
had  stood  in  favor  of  removing  the  appendix 
when  the  abdomen  was  open.  The  ligature  had 
slipped  or  the  stump  had  sloughed. 

Dr.  L.  G.  Baldwin  said  that  he  did  not  think 
this  case  of  Dr.  Polak's  ought  to  go  down  as  an 
argument  against  the  removal  of  the  appendix. 

Dr.  Gordon  stated  that  Deaver,  who  at  one  time 
was  in  favor  of  removing  the  appendix  when  he 
saw  it,  to-day  is  positively  opposed  to  that  pro- 
cedure unless  it  is  diseased. 

The  patient  from  whom  this  tumor  was  re- 
moved was  delivered  of  her  first  child  Sept.  21, 


1904.  Her  labor  and  puerperium  were  normal. 
Examination  at  the  end  of  two  months  showed 
her  pelvic  organs  to  be  in  a  normal  condition. 
She  menstruated  Feb.  14,  and  the  only  thing 
out  of  the  ordinary  was  a  sensation  of  fullness 
and  pressure  in  the  pelvis  which  continued  to  a 
moderate  degree  up  to  the  time  of  her  second 
menstruation,  March  29  (six  weeks  and  one  day 
from  the  first  period).  This  continued  for  seven 
days  and  was  profuse.  The  pelvic  pressure  be- 
came more  pronounced,  which  led  her  to  consult 
Dr.  Peebles  who  discovered  a  mass  in  the  pelvis 
and  kindly  referred  her  to  me.  Examination 
revealed  a  large  mass  which  filled  the  pelvic  cav- 
ity, crowding  the  uterus  up  and  to  the  left.  The 
cervix  was  very  soft,  and  the  uterus  somewhat 
enlarged.  Pressure  on  the  tumor  was  quite 
painful,  and  the  temperature  was  101.  Operation 
was  advised  and  accepted.  Upon  opening  the  ab- 
domen this  cyst  of  the  right  tube,  with  three 
twists  of  the  proximal  end,  was  found.  The 
measurements  were  4%  x  4  x  t,1A  inches.  It  has 
been  preserved  in  alcohol  and  has  shrunken  some- 
what since  the  operation.  After  the  members 
have  had  an  opportunity  to  examine  the  speci- 
men I  will  open  it  in  order  that  we  may  arrive 
at  a  clearer  diagnosis.  (The  case  seems  to  be 
of  interest  from  the  fact  that  the  tumor  attained 
such  a  size  without  rupture.)  The  patient  made 
an  uninterrupted  recovery  and  left  the  hospital 
in  thirteen  days. 

Upon  opening,  the  tumor  is  shown  to  be  a  hy- 
drosalpinx. 

paper  :  hemorrhagic  cyst  of  fallopian  tube, 
by  dr.  o.  a.  gordon. 
Discussion. 

Dr.  L.  G.  Baldwin  said  that  as  he  had  an 
opportunity  of  seeing  the  case  before  the  opera- 
tion and  saw  the  removal  of  the  mass,  it  was 
only  fair  to  make  a  free  confession  of  ignorance 
as  to  diagnosis.  The  six  weeks'  amenorrhea 
rather  led  him  to  suppose  that  it  was  an  ectopic 
pregnancy,  yet  the  almost  entire  absence  of  pain 
caused  him  to  doubt  it  on  account  of  the  size  of 
the  mass,  and  his  feeling  was  before  the  abdomen 
was  opened,  that  it  was  either  an  ectopic  preg- 
nancy, or  (with  the  weight  of  evidence  in 
his  mind  being  in  favor  of  it)  an  inflamed  cystic 
ovary.  It  is  now  evident  that  it  is  neither  one 
of  the  two.  It  looked  to  him  now  that  it  was 
simply  a  hemorrhagic  tube  due  to  a  twist  in  the 
pedicle. 

Dr.  Gordon,  replying  to  a  question,  said  that 
the  other  tube  was  patent  and  normal. 
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Dr.  R.  H.  Pomeroy  said  that  he  raised  this 
question  because  the  interesting  feature  about  the 
case  was  the  pathology.  He  operated  on  a  sim- 
ilar case  two  months  ago,  in  which  was  a  history 
of  acute  pain  and  gradually  enlarging  tumor  that 
could  be  noted  suprapubically.  There  was  some 
resistance  in  the  pelvis.  The  patient  was  not  in 
any  grave  condition,  except  for  the  pain  of  the 
peritonitis,  evidently  non-septic.  The  operation 
showed  a  hematosalpinx  about  the  size  of  a  large 
banana,  and  lying  just  back  of  the  bladder  with 
two  twists  in  the  pedicle.  All  the  adjacent  struc- 
tures were  adherent  by  recent  plastic  peritonitis 
with  no  great  amount  of  exudate.  The  interest- 
ing feature  in  that  case  was  that  the  other  tube 
was  a  hematosalpinx,  but  not  twisted,  and,  of 
course,  of  very  much  smaller  size.  His  conclu- 
sion at  the  time  was  that  they  were  both  hydro- 
salpinges,  and  one  becoming  twisted,  hemorrhage 
and  inflammation  was  the  result.  He  presumed 
the  specimen  presented  was  of  the  same  character. 

SECONDARY   OPERATION   FOR   PYOSALPINX  OF 
REMAINING  TUBE. 

Dr.  J.  O.  Polak  presented  a  specimen,  which 
he  said  brought  out  a  point  about  salpingitis, 
which  Dr.  Keenan  had  spoken  of  at  the  last  meet- 
ing. 

This  patient,  24  years  of  age,  three  years  ago 
contracted  acute  gonorrhea,  which  resulted  in 
some  tubal  inflammation.  She  went  to  the  Leb- 
anon Hospital  and  was  operated  on  by  Dr.  Waldo. 
He  removed  the  right  tube  and  ovary  for  adnexal 
disease.  For  five  weeks  after  leaving  the  hos- 
pital her  condition  was  perfect.  At  the  end  of 
that  time  she  was  suddenly  seized  with  pain  in 
the  left  side.  She  had  a  pelvic  peritonitis.  The 
pain  gradually  subsided  until  it  only  bothered  her 
at  menstrual  periods.  For  the  past  year  she  has 
had  almost  constant  pain  in  the  left  side  and  a 
great  deal  of  difficulty  in  moving  freely.  She  could 
not  bring  herself  up  to  the  erect  posture  without 
causing  dragging  pain  in  the  pelvis.  He  saw 
her  about  seven  weeks  ago.  At  that  time  he  made 
a  diagnosis  of  a  left  salpingitis  with  pelvic  peri- 
tonitis and  adhesions  in  the  right  side  of  her 
pelvis. 

He  opened  the  abdomen  and  found  the  omen- 
tum adherent  in  the  right  lateral  cul-de-sac,  form- 
ing a  tense  apron  over  the  intestines,  which  ex- 
plained her  discomfort  on  assuming  an  erect 
posture.  The  adhesions  were  freed,  the  omentum 
amputated,  and  the  uterus  and  left  tube  and  ovary 


were  removed.  The  tube  close  to  its  uterine  end 
had  an  absolute  stenosis,  due  to  interstitial  hyper- 
plasia of  the  tissue. 

The  point  he  wanted  to  bring  out  was,  that 
where  there  has  been  a  gonorrheal  salpingitis 
from  gonorrheal  involvement,  both  tubes  are 
always  involved  to  a  greater  or  less  extent,  and 
when  it  is  necessary  to  remove  one  tube  in  these 
cases,  he  did  not  believe  it  is  wise  to  leave  the 
other.  Tubes  such  as  these  certainly  demonstrat- 
ed that  Tait's  dictum  was  a  good  one,  that  where 
gonorrhea  has  entered  the  body  of  the  uterus  and 
extended  to  the  tubes,  as  it  will  in  almost  all 
cases,  when  one  tube  has  to  be  removed  for 
hyperplastic  inflammation,  the  other  tube  is  as 
well  out  as  in — much  better,  for  that  matter. 

Dr.  G.  McNaughton  wanted  to  know  if  the 
reason  for  removing  the  body  of  the  uterus  was 
on  account  of  the  infection  of  the  endometrium. 
If  Dr.  Polak  had  allowed  the  uterus  to  remain 
what  harm  would  it  have  done?  Was  the  drain- 
age as  good  as  uterine  drainage  would  have  been 
under  these  circumstances?  Removing  the  body 
of  the  uterus  adds  considerably  to  the  risk  of  the 
operation.  He  questioned  the  propriety  of  always 
removing  the  body  of  the  uterus  under  all  circum- 
stances. Although  the  uterus  may  be  useless  it 
is  not  a  menace.  It  does  fill  a  purpose — helps  to 
complete  the  contents  of  the  pelvis. 

Dr.  Polak,  replying,  said  that  in  this  particular 
case  he  removed  the  uterus  for  two  reasons.  One 
was  the  fact  that  the  woman  had  had  gonorrhea. 
He  admited  that  a  number  of  these  gonococci 
outlive  their  virulence  if  you  take  away  the  possi- 
bility of  getting  out  of  the  uterus,  they  become 
quiescent  and  the  uterus  often  gives  no  trouble. 
At  the  same  time  he  had  seen  a  number  of  uteri 
where  both  tubes  and  ovaries  had  been  removed 
that  have  given  a  great  deal  of  trouble  with  leu- 
corrhea  and  a  sero-sanguineous  discharge.  In 
the  general  treatment  of  gonorrheal  cases  he 
should  prefer  to  remove  the  body  of  the  uterus 
with  the  tubes,  if  both  tubes  need  to  be  removed. 
There  are  a  certain  number  of  these  cases  which 
do  not  become  quiescent,  and  again  by  leaving  the 
cervix  in  we  get  a  very  much  better  pelvis  than 
we  can  if  we  take  the  tubes  out  and  leave  a  bare 
uterus,  as  we  frequently  do  in  these  cases.  The 
more  extensive  and  older  the  inflammation,  the 
more  extensive  adhesions  are  present,  and  the 
more  raw  surfaces  we  have  the  less  satisfactory 
results  are  obtained. 

Dr.  Baldwin  inquired,  not  in  a  spirit  of  crit- 
icism, he  said,  but  in  getting  at  the  truth  of  these 
particular  cases,  why  the  entire  cervix  is  left  in 
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the  patient.  In  his  experience  the  troublesome 
leucorrheas  that  we  get  come  from  the  cervix  and 
not  from  the  body  of  the  uterus,  and  he  thought, 
to  make  these  cases  complete,  the  ideal  thing,  if 
you  are  going  to  remove  any  part  of  the  uterus, 
take  it  all. 

NEW  NEEDLE  HOLDER. 

Dr.  L.  G.  Langstaff  presented  a  needle  holder, 
and  showed  also,  for  comparison,  two  other  needle 
holders  in  most  common  use.  He  claimed  the 
following  advantages  for  the  one  he  had  devised : 
It  would  positively  hold  needles  of  all  styles  and 
sizes  without  breaking  them.  It  was  simple  in 
construction,  light  and  quickly  manipulated,  and 
differed  radically  from  any  others  he  had  seen. 

PAPER  :    THE  TREATMENT  OF  INEVITABLE  AND  IN- 
COMPLETE ABORTION. 
BY  DR.  L.  G.  LANSTAFF. 

Dr.  O.  A.  Gordon  understood  the  doctor  to 
say  that  he  never  used  tampons  in  cases  of  in- 
evitable abortion.  Perhaps  he  was  a  little  old- 
fashioned,  but  if  he  found  a  woman  suffering 
from  impending  abortion  he  introduced  an  ascep- 
tic  tampon  and  left  the  patient  in  charge  of  a 
competent  nurse.  And  in  most  instances  on  his 
return  visit  the  products  of  conception  would  be 
found  in  the  vagina,  and  it  would  be  unnecessary 
to  interfere  with  the  interior  of  the  uterus  at  all. 

Dr.  H.  C.  Keenan  agreed  with  Dr.  Gordon 
in  the  use  of  tampons  in  these  cases  of  inevitable 
abortion.  By  putting  in  a  tampon  and  leaving 
it  there  for  24  hours,  frequently  the  cervix  will 
soften  up  considerably,  expulsive  pains  will  be  set 
up,  and  the  entire  mass  will  be  delivered.  As 
far  as  he  could  see  there  is  no  danger  at  all  in 
inserting  a  tampon  in  these  cases,  as  there  is  no 
infection  at  the  time. 

As  to  the  puncture  of  the  uterus  by  the  curette. 
As  far  as  he  knew,  and  as  far  as  he  had  read,  it 
does  not  seem  to  be  a  very  dangerous  accident, 
unless  the  uterus  is  infected.  He  had  gone 
through  the  uterus  on  two  occasions.  Nothing 
at  all  followed  it.  Most  authors  seem  to  think 
it  rather  a  trivial  accident,  except  where  there  is 
a  certain  amount  of  infection  in  the  uterus. 

As  to  emptying  the  uterus,  he  did  not  think  it 
is  possible  to  be  positive  that  the  uterus  is  empty, 
unless  the  finger  is  introduced.  In  a  few  con- 
fessions in  this  society  two  years  ago  a  number 
of  gentlemen  acknowledged  they  had  curetted 
uteri,  and  unknowingly  left  behind  a  considerable 
mass,  showing  that  even  the  experienced  operator 


may  be  mistaken  and  believe  the  uterus  empty, 
when  there  is  a  large  piece  of  placenta  still  re- 
maining. 

Dr.  J.  C.  MacEvitt  said  that  in  the  treatment 
of  these  cases  it  is  necessary  to  view  them  both 
from  the  standpoint  of  the  general  practitioner 
and  of  the  specialist ;  the  specialist  sees  most  of 
his  cases  in  the  hospital.  A  good  practice,  when 
the  symptoms  indicate  inevitable  abortion,  is  to 
use  some  antiseptic  solution  to  wash  out  the  va- 
gina, and  then  tampon.  After  12  to  48  hours, 
if  the  foetus  and  membranes  are  not  found  in  the 
vagina,  and  the  pain  and  hemorrhage  continue, 
instrumental  delivery  is  necessary  and  should  be 
resorted  to  without  any  hesitancy  whatever. 

It  has  been  a  general  practice  to  curette,  and 
it  is  wonderful  what  varying  results  have  been 
achieved  from  the  fact  that  the  reported  mortality 
has  been  so  low  in  the  hands  of  many,  while,  on 
the  other  hand,  so  large  with  others.  The  teach- 
ings of  recent  years  is  not  to  use  the  curette  at 
all.  The  fault  of  the  use  of  the  curette,  in  his 
opinion,  is  this,  if  you  know  in  what  portion  of 
the  uterus  the  site  of  the  placental  attachment  is, 
a  dull  curette  would  do  no  harm,  but  with  the 
indiscriminate  use  of  the  curette  in  the  uterine 
cavity,  you  certainly  remove  a  great  deal  of 
healthy  mucous  membrane,  leaving  a  greater  field 
for  infection.  After  the  ovum  has  been  expelled 
with  its  membranes,  should  septic  symptoms  ap- 
pear, the  washing  out  of  the  uterus  is  demanded, 
and  is  one  of  the  most  requisite  procedures  for 
the  safety  of  the  patient. 

His  practice  in  the  hospital  is  invariably  to  di- 
late to  such  an  extent  that  by  the  introduction  of 
the  finger  he  can  sweep  over  the  whole  surface 
of  the  uterus,  and  where  he  finds  any  remaining 
membrane  to  remove  in  that  way,  but  oftentimes 
particles  will  remain,  which  the  finger  will  not 
remove,  and  which  are  firmly  adherent  to  the 
uterine  wall.  In  such  cases,  then,  the  dull  curette, 
or  one  sharp  enough  to  remove  the  pieces,  is  ab- 
solutely necessary. 

The  after-treatment  is  simple ;  if  any  septic 
symptoms  arise  use  the  intrauterine  douche,  and 
upon  the  subsidence  of  the  temperature  its  dis- 
continuance. 

The  curette  devised  by  Dr.  Langstaff  is,  beyond 
all  doubt,  an  improvement  over  those  now  in 
general  use.  The  downward  inclination  of  the 
cutting  edge  removes  a  dangerous  quality  and 
lessons  the  possibility  of  doing  harm. 

Dr.  R.  H.  Pomeroy  said  that  there  were  so 
many  different  conditions  encountered  in  abor- 
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tion  cases  that  it  had  never  been  possible  for  him 
to  formulate  a  universal  line  of  treatment,  be- 
cause the  management  must  vary  a  great  deal 
with  the  period  of  gestation  and  the  circumstances 
under  which  the  abortion  occurs.  From  a  prac- 
tical standpoint  he  had  been  in  the  habit  of  acting 
in  most  cases  of  early  abortion  on  the  supposition 
that  there  should  be  a  distinct  line  of  manage- 
ment as  to  whether  the  case  was  probably  infect- 
ed or  presumably  uninfected.  If  your  patient 
on  her  own  statement  will  eliminate  to  your 
satisfaction  any  reason  to  believe  that  the  interior 
of  the  uterus  has  been  tampered  with  by  herself 
or  another,  one  can  deal  with  the  situation  almost 
entirely  on  the  supposition  that  hemorrhage  is 
the  only  danger.  That  can  usually  be  controlled 
by  vaginal  sterile  tamponade  until  the  major  part 
of  the  ovum  has  been  extruded.  It  may  need  a 
little  assistance  if  a  portion  of  it  has  been  arrest- 
ed in  the  cervix.  He  believed  that  in  90%  of 
the  cases  if  no  further  treatment  is  carried  on, "the 
case  will  take  care  of  itself  thereafter. 

The  other  class  of  cases  in  which  we  get  an 
admission  of  infra-uterine  instrumentation,  as 
well  as  those  in  which  there  is  a  continuation  of 
hemorrhage  or  offensive  lochial  discharge  after 
the  major  part  of  the  ovum  has  been  apparently 
extruded,  call  for  surgical  complete  cleansing  of 
the  uterine  cavity.  He  agreed  with  Dr.  Mac- 
Evitt  that  the  only  positive  guide  we  have  as  to 
whether  that  uterus  is  empty  or  not  is  the  finger 
examination  under  an  anesthetic,  and  with  that 
we  may  need  to  use  the  curette  to  ioosen  some 
attached  portions,  but  that  usually  any  material 
that  needs  to  be  removed  can  be  detached  by  the 
finger  and  removed  with  forceps,  and  the  uterus 
flushed  out,  either  with  a  mild  disinfectant  such 
as  a  weak  formalin  solution,  or  in  case  of  active 
oozing,  he  is  in  the  habit  of  using  a  solution  of 
tr.  iodine  and  water — an  ounce  to  the  litre. 

In  summarizing  the  intent  of  these  comments 
he  ventures  to  express  an  opinion  that  post- 
abortion curetting — in  the  sense  of  scraping  over 
every  portion  of  the  intra-uterine  surface — is  un- 
necessary in  uninfected  and  mischievous  in  in- 
fected cases. 

As  to  the  puncture  of  the  uterus,  he  thought, 
in  the  main,  that  it  is  a  matter  to  be  ignored,  ex- 
cept that  it  is  a  good  point  at  which  to  stop  oper- 
ating. When  you  are  sure  you  have  punctured 
the  uterus,  do  not  do  more  than  clean  out  the 
vagina  with  swabs,  without  irrigating.  As  a 
rule,  do  not  worry,  and  do  not  think  of  doing  a 
laparotomy. 

Dr.  J.  O.  Polak  agreed  with  Dr.  Pomeroy  in 


classifying  these  cases  into  the  septic  and  non- 
septic.  He  further  classified  them  into  those 
cases  of  less  than  three  months  and  those  over. 
He  did  not  think  the  cases  of  two  months  could 
be  handled  with  the  finger.  He  took  exception 
to  the  doctor  there ;  cases  of  three  months  or 
over  are  better  handled  with  the  finger  than  the 
curette.  Inevitable  abortion  means  the  ovum  has 
become  loosened,  and  if  there  has  not  been  any 
interference  by  intra-uterine  instrumentation,  that 
ovum  is  intact,  and  if  the  vagina  is  thoroughly 
packed,  no  further  interference  is  necessary.  It 
is  unwise  to  douche  out  the  vagina  beforehand, 
as  you  do  more  harm  by  douching  than  by  leav» 
ing  it  alone.  As  long  as  the  vulva  is  clean,  that 
is  all  we  need  concern  ourselves  about. 

In  these  cases  he  has  been  in  the  habit  of  pack- 
ing the  vagina  with  the  patient  in  the  knee  chest 
position,  and  leaves  the  pack  there  for  24  hours. 
Many  of  these  patients  do  not  need  to  have  any- 
thing more  done,  as  in  most  cases  the  ovum  is 
out  of  the  cervix  when  you  take  out  the  pack. 
Ergot  is  given  afterwards,  and  the  patient  makes 
an  uneventful  and  asceptic  recovery. 

In  the  incomplete  cases  with  hemorrhage  it 
is  a  different  propositon,  as  it  is  a  different  prop- 
osition, as  Dr.  Pomeroy  made  the  point,  in  in- 
complete cases  following  instrumentation,  either 
criminal  or  otherwise.  These  cases  need  to  be 
emptied.  There  is  no  question  but  that  emptying 
by  the  finger  can  be  done,  and  it  is  just  as  thor- 
ough and  safer  for  the  patient  than  curetting. 
Occasionally  there  are  some  pieces  that  you  can- 
not remove  by  the  finger.  He  has  gone  a  step 
further  in  these  cases ;  he  has  not  curetted ;  he 
has  packed  the  uterus  with  iodoform  gauze  and 
taken  it  out  in  24  hours,  and  the  pieces  of  endo- 
metrial tissue  would  be  on  the  gauze  the  next 
morning.  In  that  way  the  uterus  was  stimulated 
to  contraction  and  the  continuity  of  structure  was 
left  undisturbed  better  than  by  curetting. 

The  doctor  thought  we  had  to  regulate  the 
treatment  of  these  cases  from  the  standpoint  of 
the  general  practitioner.  Asceptic  tamponade  is 
much  safer  for  the  general  practitioner  than 
asceptic  curetting. 

In  regard  to  perforation  of  the  uterus,  he  could 
not  see  why  Dr.  Langstaff's  curette  could  not 
perforate  the  uterus.  He  had  perforated  the 
uterus  with  a  douche  tube,  he  had  perforated  it 
with  his  finger  in  a  case  of  deciduoma  malign um, 
and  he  had  perforated  the  uterus  with  a  Munde 
curette,  which  is  known  to  be  dull.  Perforation 
of  the  uterus  is  not  such  a  serious  matter ;  every 
one  of  us  have  perforated  it  at  some  time.  He 
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has  always  followed  the  principle  that  when  we 
have  perforated,  get  out  as  quickly  as  possible 
and  do  not  douche.  He  worried  over  the  first 
two  or  three  perforations  he  had,  but  he  has  not 
worried  lately,  and  he  has  gone  through  the  uterus 
a  number  of  times.  Dr.  Langstaff's  curette  had 
the  advantage  that  it  could  rake,  but  he  did  not 
think  that  it  had  any  other  advantage  over  the 
other  curettes. 

In  septic  cases  there  is  one  criticism  he  wanted 
to  make  of  the  doctor's  statement  in  his  treatment. 
He  spoke  of  the  post-partum  douches.  On  gen- 
eral principles.  Dr.  Polak  thought  post-partum 
douches  were  bad.  It  would  not  be  if  a  douche 
could  be  given  under  surgical  cleanliness,  but  to 
prescribe  a  douche  every  three  hours  or  once  a 
day  is  a  dangerous  procedure,  even  with  the  or- 
dinary trained  nurse,  and  he  thought  these  pa- 
tients are  much  better  left  alone.  If  the  uterus 
is  empty  it  will  drain  itself,  and  if  the  patient 
changes  her  position  the  vagina  will  empty  itself ; 
and  he,  consequently,  could  not  see  why  any 
douche  should  be  given  in  these  cases. 

Dr.  W.  P.  Pool  stated  that,  as  to  curetting 
the  uterus,  he  fully  agreed  with  what  had  been 
said  as  to  the  division  of  the  cases  into  septic 
and  non-septic.  He  could  not  understand  why 
a  curette,  sharp  or  dull,  is  dangerous  in  a  non- 
septic  uterus.  If  there  is  any  reason  to  suspect 
sepsis,  other  means  must  be  taken.  If  a  part  of 
the  placental  tissue  remains  attached  to  the  uter- 
ine wall,  he  uses  a  Keith  forceps  with  a  sponge 
and  tries  to  remove  it  in  that  manner,  or  the 
method  of  packing  the  uterus  and  removing  the 
gauze  in  24  hours,  in  which  case  the  pieces  will 
usually  be  attached  to  the  gauze. 

Dr.  G.  McNaughton  wished  he  was  as  lucky 
as  Dr.  Polak  after  tamponing  the  vagina  in  cases 
of  inevitable  abortion  in  always  finding  the  ovum 
on  the  gauze  next  day.  In  the  main,  he  thought, 
we  all  treated  these  cases  very  much  alike.  One 
instrument  had  been  mentioned,  which  he  would 
take  exception  to,  and  that  is  the  placental  for- 
ceps. He  believed  it  to  be  the  most  dangerous 
instrument  we  can  put  into  a  uterus,  for  the 
reason  that  you  can  perforate  the  uterus,  and  you 
may  close  the  forceps  on  tissue  that  is  not  uterine 
tissue.  He  had  seen  a  loop  of  small  intestine 
brought  down,  thinking  it  was  something  else, 
and  he  had  seen  intestinal  anastomosis  made  ne- 
cessary by  the  use  of  that  instrument.  He  be- 
lieved it  is  more  dangerous  than  a  curette.  When 
pregnancy  is  present,  the  uterus  is  easily  perfor- 
ated, and  he  believed  the  less  instrumentation 
possible,  the  better  for  the  patient. 


Dr.  A.  A.  Hussey  said  there  was  one  point  he 
very  often  found  it  difficult  to  determine :  the 
question  as  to  whether  the  symptoms  of  sepsis  or 
temperature,  rise  of  pulse,  etc.,  are  due  to  a  con- 
dition of  sapraemia,  septicaemia  or  streptococcus 
infection.  He  thought  the  differentiation  is  im- 
portant, because  the  difference  in  treatment  in 
the  two  cases  is  considerable.  If  it  is  simply  a 
sapraemia  due  to  putrefaction  of  the  retained  pro- 
ducts, they  should  be  removed  at  once.  If  it  is 
a  septic  infection  of  the  lining  of  the  uterus,  it 
did  not  seem  to  him  that  an  instrument,  sharp  or 
dull,  scraping  over  the  surface  of  that  infected 
uterus  is  going  to  enhance  the  woman's  chances 
of  recovery.  It  will  break  up  the  protecting 
zone  of  round-celled  infiltration  and  increase  the 
chances  of  further  spread  of  the  infection. 

Dr.  L.  G.  Langstaff,  in  closing,  said  that  two 
or  three  points  brought  out  in  the  discussion  were 
of  interest  to  him.  One  was  about  tamponing 
the  vagina.  He  has  found  the  operation  of  curet- 
ting very  simple  ;  in  fact  it  is  as  simple  as  tam- 
poning the  vagina,  and  is  more  satisfactory  in 
the  long  run  to  the  patient.  There  is  an  uncer- 
tainty in  tamponing  the  vagina  whether  one  will 
get  the  results  one  expects.  He  did  not  think 
satisfactory  results  occur  quite  as  often  as  is 
stated.  You  have  to  tampon  the  vagina  tightly 
and  perhaps  interfere  with  urination,  and  after 
all  that  trouble  you  may  still  have  to  curette. 

He  thought  the  point  Dr.  Polak  made  about 
douching  out  the  vagina  was  a  good  one.  Of 
course,  he  knew  there  was  a  great  risk  in  un- 
trained nurses  douching  the  uterus  when  it  is 
only  intended  to  douche  the  vagina. 

His  curette  is  square  at  the  end  while  the  others 
are  rounded  ;  puncturing  is  thus  almost  impos- 
sible. So  far  he  has  had  a  great  deal  of  satisfac- 
tion with  it,  and  he  based  his  remarks  on  the 
experience  he  had  had. 


Dr.  J.  S.  McCollom,  in  an  original  article  pub- 
lished in  Boston  Medical  and  Surgical  Journal, 
June  17,  1905,  titled  The  Experience  of  Nine 
Years  in  the  Treatment  of  Diphtheria  with  Anti- 
toxin, states  that  it  was  not  until  1859  that  the 
term  "diphtheria"  was  used  in  Boston,  as  far  as 
we  are  able  to  learn  from  the  death  certificates. 
Boston  has  suffered  more  from  diphtheria  than 
any  of  the  larger  cities  in  this  country.  He  fur- 
ther insists  upon  the  importance  of  giving  the 
serum  at  the  earliest  moment  possible  of  the  dis- 
ease, which  in  attacks  of  diphtheria  of  a  severe 
type  should  be  given  in  very  large  doses.  In 
laryngeal  diphtheria,  intubation  is  the  operation 
of  election. 
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QUACKERY  IN  THE  LEGAL  PROFESSION. 


Quacks  in  the  medical  profession  are,  as  a  rule, 
very  promptly  weeded  out  of  the  county  medicai 
organizations.  It  is  all  the  more  a  cause  of  sur- 
prise to  the  doctors  that  the  lawyers  who  so  fre- 
quently seize  the  opportunities  presented  to  flay 
them  in  a  friendly  spirit,  do  not  take  measures  to 
rid  their  ranks  of  the  glaringly  offensive  member- 
ship which  persists  in  applying  the  methods  of 
the  quack  to  the  acquisition  of  clients.  The  prin- 
ciple of  "no  pay  without  favorable  verdict"  seems 
to  come  very  close  to  that  of  the  "old,  reliable 
Doctor  Blank"  who  advertises  "no  cure,  no  pay." 
The  particular  aspect  of  the  commercial  spirit 
among  the  lawyers  which  daily  offends  the  sense 
of  right  of  the  physician  is  the  development  of  a 
tribe  of  legal  sharks  who  have  earned  for  them- 
selves the  title  of  "ambulance  chasers."  These 
men,  or  their  representatives,  are  promptly  on 
hand  after  any  accident,  even  following  the 
patient  to  the  hospital  in  the  guise  of  an  anxious 
friend  or  relative  and  at  a  time  when,  often,  an 
injured  patient  should  be  undisturbed,  or  even 
when  his  thoughts  would  better  be  turned  to  other 
than  earthly  affairs,  holding  out  prospects  of 
unearned  gain,  or  promises  of  large  damages  un- 
til the  patient  commits  himself  body  and  soul  to 
these  unhallowed  interlopers.  It  is  said  that 
some  of  the  Brooklyn  hospitals  are  vainly  seeking 
relief  from  these  individuals.  The  conditions  are 
such  that  they  cannot  well  be  excluded  without 
causing  occasional  unnecessary  hardship  to  the 
patient  and  his  real  friends. 

The  Har  Association  should  certainly  act,  if 
these  conditions  exist  here  as  they  are  reported. 
The  exclusion  of  a  few  flagrant  offenders  from 
the  privileges  of  the  court  would  rapidly  produce 


a  change  for  the  better,  and  the  ends  of  justice 
would  likewise  be  better  served  than  is  at  present 
the  case.  

MEETING    OF  THE    AMERICAN   MEDICAL  ASSO- 
CIATION AT  PORTLAND,  OREGON. 

The  meeting  of  the  American  Medical  Associ- 
ation at  Portland,  this  summer,  promises  to  be 
one  of  more  than  ordinary  interest.  Many  men 
will  be  attracted  from  the  East  by  one  if  not  by 
all  of  the  features,  which  bid  fair  to  make  it  at- 
tractive. The  wish  to  see  part  of  the  wonderful 
Western  country  is  seldom  gratified  by  the  med- 
ical man,  unless  some  opportunity  like  this  pre- 
sents itself.  A  program  of  more  than  ordinary 
excellence  has  also  been  provided  in  various  de- 
partments of  medicine,  in  itself  of  sufficient 
value  to  attract  a  large  meeting,  even  though  the 
place  itself  had  no  attractions  of  its  own. 

The  prepartions  made  are  so  thorough  and 
complete  that  a  very  large  number  of  physicians 
will  doubtless  make  the  journey  and  contribute 
to  the  success  of  the  meeting. 


SANITATION  ON  THE  ISTHMUS  OF  PANAMA. 

As  the  Japanese  army  surgeons  obtained  sur- 
prising results  in  the  maintenance  of  the  health  of 
their  armies,  so  can  the  United  States  army  sur- 
geons obtain  equally  good  sanitation  on  the  Isth- 
mus. The  results  secured  by  the  Japanese  were 
obtained  through  the  application  of  sanitary 
laws  which  are  the  common  property  of  the  med- 
ical world.  The  magnificent  showing  was  but  the 
outcome  of  a  successful  ami  skillful  application 
of  them.  The  responsibility  of  attainment  lay 
with  the  governors,  the  generals-in-chief,  who 
saw  or  were  made  to  see  the  possibilities  of  the 
application  of  sanitary  science  to  the  health  of 
armies. 

The  ability  of  the  United  States,  both  in  regard 
to  skill  in  sanitary  science  and  in  financial  power, 
leave  no  excuse  for  anything  but  the  best  sani- 
tary conditions  among  the  troops  and  the  army  of 
employees  on  the  Isthmus. 

OBITUARIES. 

HEBER  NELSON  HOOPLE,  M.  D. 

It  is  with  feelings  of  sadness  that  the  writer  is 
called  upon  to  record  the  death  of  his  colleague 
in  the  historical  work  of  the  Society.  Dr.  Hoople 
was  chairman  of  the  Historical  Committee  in 
1 901,  and  a  member  of  the  same  in  1904  to  the 
time  of  his  death. 

Dr.  Hoople  was  born  in  Stomout  County,  Pro- 
vince of  Ontario,  Canada,  on  October  4,  [856, 
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and  died  in  Brooklyn,  N.  Y.,  May  8,  1905.  His 
father  was  Nelson  Hoople  and  his  mother,  Eliza- 
beth Adams,  both  of  Ontario,  Canada. 

In  1895  he  was  united  in  marriage  with  Miss 
Carrie  Louise  Munson,  of  Cobourg,  Canada.  Two 
children  were  born  of  this  union,  a  son  and  a 
daughter. 


Heber  Neison  Hoople. 

Dr.  Hoople  was  educated  in  the  public  and 
high  schools  of  Ontario,  and  graduated  A.B.  from 
Victoria  College  in  1878.  The  study  of  medi- 
cine was  begun  under  the  direction  of  Tecumseh 
H.  Holmes,  M.D.,  of  Ontario.  Matriculating 
with  Trinity  Medical  College  in  1881,  he  received 
the  degree  of  M.D.  from  the  University  of  To- 
ronto Medical  Department  in  1885,  and  in  the 
same  year  from  Bellevue  Hospital  Medical  Col- 
lege, New  York.  His  private  practice  dates  from 
the  year  of  his  graduation  in  this  city  until  the 
time  of  his  death. 

During  his  professional  life  he  held  the  posi- 
tion of  Assistant  Sanitary  Inspector,  Brooklyn 
Health  Department ;  Assistant  Surgeon  to  the 
Williamsburg  Hospital,  Eye  and  Ear  Infirmary, 
New  York  City,  and  the  Brooklyn  Throat  Hos- 
pital, Eye  Department. 

He  was  a  member  of  the  Medical  Society  of 
the  County  of  Kings,  1888-1905 ;  Brooklyn  Path- 
ological Society,  Long  Island  Medical  Society, 
Associated  Physicians  of  Long  Island,  1899- 
1905 ;  the  New  York  Physicians'  Mutual  Aid 
Association,  Kings  County  Medical  Association, 


British  Medical  Association,  1886-1905  ;  Medical 
Association  of  Greater  New  York,  1900-1905 ; 
American  Medical  Association  and  the  American 
Laryngological,  Rhinological  and  Otological  So- 
ciety;  Arts  and  Sciences,  1885-1895  ;  University 
Club,  Brooklyn,  and  Hill  Grove  Lodge,  No.  206, 
F.  A.  M. 

Medical  Papers. 
History  of  a  Case  with  Meniere's  Syndrome. 
1897.  Praxis. 

1897.  Some  Cases  of  Reflex  Neurosis. 
1900.  Tooth  from  the  Right  Nares. 
1900.  Nasal  Reflex  Neurosis. 
1900.  Anatomy  of  the  Middle  Ear. 

1900.  Orbital  Cellulitis ;  presentation  of  pa- 
tient ;  History. 

1 90 1.  A  Nasal  Condition  affecting  the  Ocular 
Muscles. 

1 901.  Economics  of  the  practice  of  Medicine. 


MAUD  MILLER,  M.  D. 

This  is  the  first  time  in  the  history  of  the  Medi- 
cal Society  of  the  County  of  Kings  that  we  are 
called  upon  to  record  the  life  work  of  a  woman 
physician  who  died  during  the  time  of  her  active 
membership  in  the  Society.  Dr.  Miller  was  born 
in  Brooklyn,  N.  Y.,  March  18,  1876.  where  she 
died  on  May  22,  1905.  Her  father  was  the  late 
Rev.  Charles  E.  Miller,  D.D.,  for  a  number  of 
years  pastor  of  the  De  Kalb  Avenue  M.  E. 
Church.  Her  mother  was  Ella  Virginia  Briggs, 
of  New  York  City. 

Dr.  Miller  was  educated  in  the  public  schools 
and  the  Girls'  High  School,  of  this  city,  and  the 
Law  Class  for  Women  of  the  New  York  Univer- 
sity, graduating  M.D.  from  the  Woman's  Medi- 
cal College,  New  York  City,  in  1899.  This  was 
followed  as  interne  in  the  New  York  Infirmary 
from  July,  1899,  to  November,  1900.  Entering 
upon  the  practice  of  medicine  in  this  city,  she  was 
a  member  of  the  Medical  Society  of  the  County 
of  Kings  from  1901  to  1905.  The  funeral  ser- 
vices were  conducted  at  the  De  Kalb  Avenue 
M.  E.  Church. 

William  Schroeder,  M.D., 
Chairman  of  the  Hist.  Com. 


Resolutions  adopted  by  the  Section  on 
Laryngology,  Rhinology  and  Otology,  of  the 
Medical  Society  of  the  County  of  Kings,  on 
the  death  of  Dr.  Heber  N.  Hoople: 

Whereas,  The  death  of  Dr.  Heber  N.  Hoople 
has  removed  from  the  Section  on  Laryngology, 
Rhinology  and  Otology,  of  the  Medical  Society 
of  the  County  of  Kings,  an  active  member,  and 
one  who  was  enthusiastically  devoted  to  the  prac- 
tice of  our  chosen  department  of  medicine. 
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Be  it  Resolved,  That  we  hereby  express  sorrow 
and  regret  for  the  loss  of  his  presence  from  our 
meetings.  His  work  was  guided  by  a  high  sin- 
cerity of  purpose,  and  this  section  has  met  with  a 
distinct  loss  in  his  death. 

Be  it  further  Resolved,  That  a  copy  of  these 
resolutions  be  presented  to  Mrs.  Hoople  and  the 
Brooklyn  Medical  Journal  for  publication, 
and  that  they  be  spread  upon  the  minutes  of  this 
section. 

William  C.  Braislin. 

P.  H.  Sturges. 

J.  E.  Sheppard. 

Wm.  F.  Dudley. 

Henry  Mitchell  Smith. 


MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 

It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 

Dr.  Fred.  D.  Bailey  will  spend  the  months  of 
July  and  August  at  Richmond  Springs. 

Dr.  Martin  Linderoth's  temporary  address  is 
Essex,  Conn. 

Dr.  and  Mrs.  Paul  M.  Pilcher  will  remain  in 
Germany  until  October. 

Dr.  William  Averill  Jewett  announces  the  re- 
moval of  his  office  to  380  Vanderbilt  avenue. 

Dr.  William  S.  Bainbridge  has  been  appointed 
Consulting  Gynecologist  to  St.  Mary's  Hospital, 
Jamaica,  L.  I. 

Dr.  Henry  A.  Alderton  expects  to  leave  Brook- 
lyn August  1st  for  a  month  in  California.  He 
will  return  September  1st.  Dr.  Alderton's  family 
has  recently  arrived  on  the  Pacific  coast. 

The  Association  of  Medical  Librarians  has  se- 
lected the  following  officers  for  1905-6 :  President, 
Abraham  Jacobi,  M.D.,  LLD.,  New  York;  George 
Dock,  Ann  Harbor,  Mich.,  Vice-President ;  Albert 
T.Huntington, Brooklyn, N.Y., Secretary  ;  George 
D.  Hersey,  M.D.,  Providence,  R.  I.,  Treasurer ; 
John  S.  Brownne,  New  York  City;  Charles  Perry 
Fisher,  Philadelphia,  Pa. ;  James  R.  Chadwick, 
Boston,  Mass.,  Executive  Committee.  The  Fi- 
nance Committee  is  composed  of  William  Osier, 
M.D.,  Oxford,  Eng.;  Frank  J.  Lutz,  M.D.,  St. 
Louis,  Mo. ;  Albert  Van  der  Veer,  Albany,  N. 
Y. ;  Eugene  F.  Cordell,  M.D.,  Baltimore,  Md., 
and  James  M.  Winfield,  M.D.,  Brooklyn,  N.  Y. 


Mrs.  J.  W.  Lockwood,  of  30  South  Portland 
avenue,  announces  the  marriage  of  her  daughter, 
Isabel,  to  Dr.  Nathan  T.  Beers,  Jr.,  M.D.,  of  196 
New  York  Avenue,  on  June  16th.  It  was  the 
Doctor's  intention  to  have  a  quiet  wedding,  but 
this  plan  was  frustrated  by  several  of  his  friends 
who  saw  to  it  that  his  journey  from  the  house 
to  New  York  was  enlivened  by  proceedings 
warranted  to  make  the  bashful  groom  wish 
for  wings.  It  is  said  that  the  Doctor  remarked 
that  "Quiet  weddings  are  too  strenuous  for  me. 
When  I  marry  again  there  will  be  no  quiet  wed- 
ding." 

On  July  12  the  Associated  Physicians  of  Long 
Island  will  hold  their  meeting  at  Oyster  Bay.  An 
attractive  program  has  been  provided  by  Dr. 
Dickinson,  who  hopes  to  have  as  guest  Dr.  John 
B.  Murphy,  of  Chicago.  Dr.  Delatour,  as  chair- 
man of  the  Entertainment  Committee,  announces 
that  President  Roosevelt  will  attend  the  meeting. 

Recently  the  surgical  staff  of  the  Long  Island 
College  Hospital  met  to  look  over  and  discuss 
the  plans  of  the  new  Skene  Memorial  Operating 
Amphitheatre,  to  be  erected  in  conjunction  with 
the  new  hospital  buildings.  The  plans  propose 
the  erection  of  a  most  complete  and  elaborate 
operating  plant,  occupying  the  two  top  floors  of 
the  Amity  Street  pavilion.  A  separate  entrance 
for  students  from  the  ground  floor  to  the  Amphi- 
theatre is  provided,  so  that  no  student  can  go 
through  a  ward  or  any  of  the  hospital  buildings 
when  he  wishes  to  attend  an  operation.  The 
amphitheatre  is  designed  to  seat  two  hundred  and 
fifty,  and  is  a  model  of  architectural  construction, 
especially  as  regards  ventilation,  heating,  lighting 
and  facilities  for  cleansing.  Special  rooms  have 
been  provided  for  the  surgical  staff,  the  suite  con- 
sisting of  lounging  and  smoking  rooms,  large 
private  lockers,  shower  and  tub  baths,  lavatory 
and  dressing  rooms.  The  operating  nurses  fare 
equally  well.  There  will  also  be  separate  rooms 
for  instruments,  sterilizing  plants,  "recovery"  and 
anesthesia  rooms,  visitors'  quarters,  two  small 
private  operating  rooms  with  separate  sterilizing 
apparatus,  a  room  for  surgical  dressings,  and 
X-ray  work,  and  one  for  the  surgeons'  use  in 
sterilizing  their  hands.  In  addition,  there  will  be 
a  private  laboratory,  with  resident  pathologist,  for 
immediate  diagnosis  of  suspected  specimens. 
When  complete,  the  hospital  can  boast  of  the 
best-equipped  and  most  modernly  constructed 
operating  plant  of  any  hospital  in  the  United 
States,  embodying,  as  it  does,  the  salient  features 
of  the  well  equipped  operating  plants  of  other 
well-known  hospitals. 
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Health  and  Disease  in  Relation  to  Marriage  and 
the  Married  State..  Edited  by  Prof.  Dr.  H.  Sena- 
tor and  Dr.  S.  Kaminer.  The  only  authorized  trans- 
lation from  the  German  into  the  English  language 
by  J.  Dulberg,  M.D.  Volume  J.  N.  Y.,  Rebman  Co., 
1904.    498  pp.    8vo.    Price :  Cloth,  $3.50. 

This  and  the  volume  to  follow  constitute  an  exhaustive 
discussion  of  the  title-subject  in  general  and  in  partic- 
ular. It  is  done  with  German  thoroughness  and  atten- 
tion to  minutiae.  The  various  chapters  comprising  the 
first  volume  have  been  written  by  such  men  as  Senator, 
Orth,  Fiirbringer.  v.  Leyden,  Ewald,  and  others  equally 
competent.  Among  the  subjects  here  treated  are  the 
Hygiene  of  Marriage,  Consanguinity  and  Marriage,  and 
Marriage  as  Related  to  Constitutional  Diseases,  and 
Diseases  of  the  Blood  and  Vascular  System,  of  the 
Respiratory  and  Digestive  Organs,  and  the  Kidneys. 

This  work,  because  of  the  standing  of  its  writers,  and 
the  evidently  careful  study  bestowed  upon  its  subjects, 
must  be  considered  as  authoritative ;  and  if  any  one 
desires  information  concerning  this  heretofore  little 
considered  field  of  medicine  and  hygiene,  he  will  be  able 
to  find  it  here  in  full  measure.  G.  R.  B. 

The  Practical  Medicine  Series  of  Year  Books..  Vol. 
VIII.  July,  1904.  Materia  Medica  and  Therapeutics  , 
Preventive  Medicine.  Climatology,  Suggestive  Thera- 
peutics, Forensic  Medicine.  Chicago  Year  Book 
Publishers,  1904.    344  pp.    i2mo.    Price:  Cloth,  $1.00. 

It  is  a  pleasure  to  renew  the  commendations,  previ- 
ously expressed,  of  this  handy  and  useful  series  of  year 
books.  The  digests  of  current  literature  on  the  topics 
included  in  the  volume  are  condensed  but  quite  suffi- 
ciently complete  for  reference.  G.  R  B. 

A  Reference  Handbook  of  the  Medical  Sciences. 
New  Edition.  Edited  by  Albert  H.  Buck.  M.D.  Vol. 
VIII.  UMB-ZYM  and  Index.  N.Y.,  W.Wood  & 
Co.,  1904. 

The  last  volume  of  this  encyclopaedic  work  measures 
up  to  the  high  standard  of  its  predecessor.  The  accom- 
plished editor  may  well  congratulate  his  coworkers  and 
himself  on  the  successful  completion  of  an  enormous 
task.  The  Handbook  is  indeed  a  library  in  itself,  and 
as  a  book  of  reference  is  without  a  peer.        G.  R.  B. 

Manual  of  Serum  Diagnosis.    By  Rostoski. 

This  small  volume  contains  the  best  summary  of  our 
present  knowledge  of  the  theory  and  practice  of  serum 
diagnosis  yet  published.  The  translator,  Dr.  Boldman, 
of  Brooklyn,  is  to  be  congratulated  on  the  admirable 
manner  in  which  he  has  rendered  the  original  German 
text  into  clear  and  readable  English.  G.  R.  B. 

Saunders'  Medical  Hand-Atlases.  Atlas  and  Epi- 
tome of  Operative  Ophthalmology.  By  Prof.  Dr. 
O.  Haab.  Authorized  translation  from  the  German, 
with  Editorial  Notes  and  Additions.  Edited  bv  G. 
E.  de  Schweinitz,  A.M.,  M.D.  Phil.,  X.  Y„  Lond., 
W.  B.  Saunders  &  Co.,  1905.  377  PP-.  3°  col.  pi. 
i2mo.     Price:   Cloth,  $3.50. 

Without  any  disparagement  to  the  previous  atlases  of 
Haab,  it  can  be  said  that  this  last  is  by  far  the  best  of 
the  series.  Next  to  the  pleasure  of  seeing  a  famous 
surgeon  operate,  comes  the  gratification  derived  from 
studying  plates  accurately  representing  all  the  important 
operations  on  the  eye. 

The  notes  and  suggestions  by  Dr.  de  Schweinitz  have 
greatly  enhanced  the  value  of  the  work.  Doubtless, 
this  is  the  best  book,  published  in  the  English  language, 
on  the  subject  of  ophthalmic  surgery. 

James  W.  Ingalls. 

The  Ophthalmic  Year-Book.  A  Digest  of  the  Litera- 
ture of  Ophthalmology  with  Index  of  Publications 
for  the  Year  1903.  By  Edward  Jackson,  A.M.,  M.D. 
Denver,  Col.,  The  Herrick  Book  &  Stationery  Co., 


1904.  Col.  front.,  x,  11-260  pp.    8vo.     Price:  Cloth, 

$2.00. 

The  mass  of  ophthalmic  literature,  annually  published, 
is  so  overwhelming  that  it  is  next  to  impossible  for  one 
to  be  familiar  with  more  than  a  fraction  of  what 
has  been  written  during  the  preceding  year.  In  order 
to  aid  the  oculist  in  obtaining  a  elear  and  comprehensive 
view  of  the  progress  of  ophthalmology,  Dr.  Jackson 
has  given  a  careful  resume  of  all  the  more  important 
articles.  Also  he  has  added  a  complete  index,  both 
of  authors  and  subjects.  The  Ophthalmic  Year-Book 
will  be  invaluable  for  reference. 

James  W.  Ingalls. 

Diseases  of  the  Eye  and  Ear..  A  Manual  for  Students 
and  Practitioners.  Bv  Arthur  N.  Ailing.  M.D.,  and 
Ovidus  Arthur  Griffin^  B.S.,  M.D.  Phil.,  N.  Y.,  Lea 
Bros.  &  Co.,  1905.  9,  17-252  pp.  i2mo.  Price:  Cloth, 
$1.00. 

This  manual  has  been  carefully  prepared  to  meet  the 
needs  of  students  and  those  who  wish  to  become  familiar 
with  the  essentials  of  ophthalmology  and  otology.  The 
main  facts  have  been  clearly  stated  and  theories  avoided. 
In  order  to  assist  in  preparation  for  examination,  ques- 
tions are  appended  to  each  chapter. 

James  W.  Ingalls. 

Bacteriology  and  Surgical  Technique  for  Nurses. 
By  Emily  M.  A.  Stoney.  Second  Edition,  Thoroughly 
Revised  and  Enlarged.  By  Frederic  Richardson 
Griffith,  M.D.  (Univ.  of  Penn.)  Phil.,  N.  Y.,  Lond., 
W.  B.  Saunders  &  Co.,  1905.  ii.,  278  pp.  8vo.  Price : 
Cloth,  $1.50. 

The  author  of  this  work  has  written  so  well  and 
successfully  before,  that  we  naturally  expect  much  from 
her  pen.  This  revised  and  enlarged  second  edition  is 
a  creditable  production  and  amply  fulfills  the  purpose 
for  which  it  was  intended.  The  portion  devoted  to 
bacteriology  is  clear,  concise,  and  sufficient,  while  the 
surgical  technique  is  well  adapted  to  the  nurse's  needs. 

There  is  but  one  criticism  which  can  justly  be  made 
in  this  book,  and  it  really  amounts  to  a  protest,  namely, 
the  paper  on  which  this  book  is  printed  is  an  abomina- 
tion. In  thickness  the  leaves  almost  approach  the  pro- 
portions of  card-board.  We  cannot  understand  why 
publishers  are  willing  to  sacrifice  the  artistic  and  the 
useful  for  the  sake  of  bulk. 

William  Francis  Campbell. 

The  Practical  Medicine  Series  of  Year-Books.  Series 

1905.  Vol.  II.  General  Surgery.  Edited  by  John  B. 
Murphy,  M.D.  Chic,  Year-Book  Publishers,  1905. 
543  pp.    i2mo.     Price:   Cloth,  $1.50. 

It  is  always  a  pleasure  to  review  this  year-book  of 
general  surgery  edited  by  Murphy.  It  is  the  most  con- 
cise, complete  and  satisfactory  resume  of  surgical  liter- 
ature published.  The  articles  have  been  selected  with 
discrimination  and  reflect  the  best  surgical  thought. 
The  editors  comments  are  worthy  of  consideration  and 
give  the  work  a  distinct  value.  No  better  compilation  of 
the  latest  in  surgical  progress  can  be  obtained. 

Transactions  of  the  National  Association  of  the 
United  States  Pension  Examining  Surgeons.  Sec- 
ond Annual  Meeting,  Washington,  D.  C,  May  13,  14. 
1903.  Including  an  Account  of  First  Meeting,  at 
Saratoga  Springs,  June  9,  1902.  Vol.  I.  Rochester, 
N.  Y.  Published  by  the  Association.  1903.  215  pp. 
8vo. 

Among  the  various  boards  of  examiners  those  who 
examine  applicants  for  pension  need  the  most  patience, 
tact  and  discernment.  In  these  transactions  will  he 
found  many  helpful  suggestions  and  much  that  will  aid 
in  the  attainment  of  more  accurate  work. 

The  article  on  Improvement  of  Reports  by  Raub  is 
specially  pertinent  and  suggestive,  and  will  amply  repay 
a  perusal.  There  are  many  other  excellent  articles 
of  timely  interest  to  those  specially  interested  in  this 
line  of  work.  William  Francis  Campbell. 
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HONORS   THAT    HAVE   COME    TO    THE  MEDICAL 
PROFESSION  IN  AMERICA. 


BY    WILLIAM    SCHROEDER,  M.D. 

Chairman  of  the  Historical  Committee  of  the  Medical  Society 
County  of  Kings  and  the  Brooklyn  Medical  Society. 
Member  of  the  Historical  Committee  of  the 
Associate  Physicians  of  Long  Island. 

The  silent  motto  of  a  museum  is,  "All  things 
come  to  him  who  waits."  And  so  it  is  with  the 
medical  profession.  .Many  years  have  come  and 
gone  with  no  silent  monitor  to  remind  the  people 
that  there  ever  was  a  physician  or  surgeon  in 
the  United  States  worthy  of  having  his  figure 
cast  in  bronze  or  cut  in  stone,  or  his  name  per- 
petuated by  some  institution  of  learning  or  hos- 
pital for  the  care  of  suffering  humanity.  True, 
there  have  been  memorials  erected  in  honor  of 
those  who  have  been  at  some  time  in  their  lives 
students  of  medicine,  or  who  have  practiced  the 
healing  art,  and  for  some  reason  or  other  have 
adopted  other  professions.  This  does  not  dis- 
pose of  the  fact  that  they  were  at  one  time  one 
of  us,  and  we,  as  a  profession,  should  ever  hold 
them  in  grateful  remembrance.  There  are  those 
who  were  born  in  America  and  were  honored 
on  the  other  side  ;  others  came  from  Europe  to 
receive  their  reward  in  the  land  of  their  adop- 
tion. A  few,  whose  labors  have  been  of  such  a 
high  order  as  to  command  recognition  on  this 
side  of  the  Atlantic,  have  received  it,  although 
they  themselves  have  not  had  the  opportunity 
to  be  among  us. 

Standing  in  Central  Park,  Xew  York  City,  is 
a  bronze  bust  of  Alexander  von  Humboldt. 
It  rests  upon  a  granite  pedestal,  and  was  pre- 
sented to  the  city  September  14,  1869.  He  was 
not  a  physician,  as  we  understand  the  term  to- 
day, but  his  treatise,  published  in  1797,  "On  the 
irritability  of  muscle  and  nervous  fibres,"  and 
his  work  in  connection  with  the  science  of  bot- 
any, indicate  his  early  training.  He  was  born 
in  Germany,  September  14,  1769,  and  died  May 
6,  1859. 

In  the  same  park  will  be  found  a  bronze  bust, 
erected  on  a  sandstone  pedestal,  of  Fuiedricii 


No.  8. 


von  Schiller.  He  was  known  as  a  poet,  but 
be  began  his  early  life  as  a  medical  student 
under  the  direction  of  Prof.  Abel,  receiving  the 
degree  of  M.D.  from  the  Academy  of  Stuttgart 
in  1780.  In  November  of  the  same  year  he  was 
appointed  an  army  surgeon,  but  in  a  short  time 
resumed  the  life  of  a  poet.  He  was  born  in 
Germany,  November  10,  1759;  died  May  9, 
1805.  The  centennial  celebration  of  the  death 
of  Schiller  was  attended  with  considerable  cere- 
mony during  three  days  of  May,  1905.  At  this 
time  a  heroic  bust,  in  plaster,  of  Schiller  was 
on  exhibition  at  Carnegie  Hall,  New  York  City, 
the  sculptor  being  Henry  Baerer.  During  the 
celebration  the  following  badges  were  in  use, 
composed  of  celluloid,  surrounded  by  a  gilt 
border : 

Friedrich  Schiller,  face  to  the  left. 

Friedrich  von  Schiller.  100th  Anniversary. 
Face  to  the  left. 

The  centenary  anniversary  of  the  birth  of 
Schiller  was  celebrated  in  New  York  in  1859. 
A  copper  medal  with  a  bust  of  Schiller  was 
struck  on  this  occasion. 

Conditions  connected  with,  or  circumstances 
srrrounding,  the  death  of  an  individual  lead  to 
various  expressions  of  admiration,  which  some- 
times take  the  form  of  things  more  enduring 
than  words.  This  is  particularly  so  in  the  case 
of  Dr.  Joseph  Warren,  a  physician  by  profes- 
sion, a  soldier  by  force  of  circumstances.  Dr. 
Warren  received  the  degree  of  A.B.  from  Har- 
vard in  1759,  and  A.M.  in  1762,  and  studied 
medicine  with  Dr.  James  Lloyde,  of  Boston, 
Mass.  The  first  memorial  erected  to  Warren 
was  through  the  efforts  of  King  Solomon 
Lodge,  F.  &  A.  M.,  of  Charlestown.  Mass. 
Joseph  Warren  was  a  Past  Grand  Master  of  the 
State  of  Massachusetts,  and  a  member  of  King 
So'omon  Lodge.  The  memorial  consisted  of  a 
Tuscan  pillar  eighteen  feet  in  height,  made  of 
wood,  and  placed  on  a  brick  pedestal  eight  feet 
square  and  ten  feet  high.  The  front  of  the  ped- 
estal contained  this  inscription: 

Erected  A.  D.  MDCCXCIY.  By  King  Solo- 
mon Lodge  of  Freemasons.  In  memory  of 
Major-General  Joseph  Warren.  Slain  June  17. 
1775- 
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This  monument  was  dedicated  December  2, 
1794.  The  eulogy  was  pronounced  by  Dr. 
Joseph  Bartlett. 

A  statue  of  Warren  was  inaugurated  by  the 
Bunker  Hill  Monument  Association  on  June  17, 
1857.  It  is  seven  feet  high,  of  Italian  marble, 
draped  in  the  costume  of  the  Revolutionary 
period,  and  rests  upon  a  pedestal  of  marble.  A 
bronze  statue  of  General  Joseph  Warren  is  to  be 
dedicated  during  the  year  1905,  and  to  be  erected 
at  Roxbury,  Mass.  The  sculptor  is  Paul  W. 
Bartlett.  In  1868,  a  bronze  door  was  placed  in 
the  Senate  Chamber  at  the  Capitol,  in  Washing- 
ton, D.C.  '  The  upper  right-hand  panel  repre- 
sents the  battle  of  Bunker  Hill  and  death  of 
Gen.  Joseph  Warren.  Fort  Warren,  in  honor 
of  Gen.  Warren,  is  situated  on  an  island  in  Bos- 
ton Harbor.  It  contains  forty-three  acres, 
nearly  the  whole  of  which  is  •  covered  by  forti- 
fications. 


Dr.  Joseph  Warren,  Major-General  U.S.A. 


Benjamin  Thompson.  "  Count  Rumford." 
Born  March  26,  1753,  at  Woburn,  Mass.,  and 
died  August  21,  1814,  at  Anteuil,  France.  He 
studied  medicine  with  Dr.  John  Hay,  of  Woburn. 
Mass.,  and  attended  lectures  at  Harvard  Uni- 
versity Medical  Department.  His  life  was  de- 
voted to  different  departments  of  science  ;  in  1778 
he  was  elected  a  Fellow  of  the  Royal  Society,  in 
1785  of  the  Bavarian  Academy  of  Sciences,  in 
1758  received  the  Order  of  St.  Stanislaus  from 
the  King  of  Poland,  in  1878  a  member  of  the 
Berlin  Academy  of  Sciences,  in  1789  honorary 
member  of  the  American  Academy  of  Arts  and 


Sciences,  in  1791  the  Elector  of  Bavaria  made 
him  a  Count  of  the  Holy  Roman  Empire,  and 
gave  him  the  Order  of  the  White  Eagle.  In  1796 
he  was  made  a  member  of  the  Royal  Irish  Acad- 
emy and  the  Society  for  the  Encouragement  of 
Arts,  in  1799  he  founded  the  Royal  Institution. 
The  first  Rumford  Medal  of  the  Royal  Society, 
1802.  The  second  Rumford  Medal  of  the  Royal 
Society,  183 1 .  These  medals  are  for  discoveries 
in  heat  or  light.  Rumford  medal  of  the  American 
Academy  of  Arts  and  Sciences,  183 1.  A  bronze 
statue  of  Count  Rumford  stands  in  Maximilian 
street,  Munich.  The  figure  is  ten  feet  high  stand- 
ing on  a  granite  pedestal  eleven  feet.  Erected 
in  1867  and  modeled  by  Prof.  Casper  Zumbusch, 
of  Munich. 

Inscription  on  front  of  the  pedestal : 
Benjamin  Thompson.     Graf  von  Rumford. 
Reverse : 

Errichted    von    Maximillian    II.,    Koenig  von 
Bayern. 

On  a  scroll  in  the  hand  of  Rumford : 
Englische  Garten  Architecte. 

Jean  Louis  Rodolph  Agassig.  Born  May  28, 
1807,  in  Switzerland,  died  December  14,  1873, 
at  Cambridge,  Mass.  He  received  the  following 
degrees :  University  of  Erlangen,  Ph.D.,  1829 ; 
University  of  Munich,  M.D.,  1830;  University 
of  Edinburgh,  LL.D.,  1834;  Dublin,  1835;  Har- 
vard, 1848;  Regents  of  the  University  of  the 
State  of  New  York,  M.D.  Hon.,  1847.  In 
honor  of  Agassig:  Lake  Agassig — New  York 
Zoological  Park,  New  York  City.  Agassig  Bridge 
— Back  Bay  Fens,  Mass.  Agassig  Museum  of 
Comparative  Zoology — Cambridge,  Mass.  Louis 
Agassig  Medal.  Agassig  Institute,  Sacramento, 
California.  Mount  Agassig,  of  the  Uinta  range 
of  mountains,  Utah.  The  Agassig  Clubhouse  for 
Radcliffe  girls  in  connection  with  Radcliffe  Col- 
lege in  honor  of  Elizabeth  Cary  Agassig,  wife 
of  Louis  Agassig. 

Memorial  Pavilion,  University  Hospital,  Uni- 
versity of  Pennsylvania  ;  opened,  1896 ;  in  honor  of 
David  Haves  Agnew,  born  November  24,  1818; 
died  March  22,  1892,  Pennsylvania.  University 
of  Pennsylvania,  M.D.,  1838.  Princeton,  A.M., 
1861 ;  LL.D.,  1876.  The  Agnew  Surgical  So- 
ciety, Philadelphia,  Pa. ;  founded,  1887. 

Samuel  Glasgow  Armor.  Born  in  Washing- 
ton County,  Pa.,  January  29,  1818 ;  died  in  Brook- 
lyn, N.  Y.,  October  27,  1885.  Received  from 
Franklyn  College,  A.M.,  1840;  Kemper  Medical 
Medical  College,  M.D.,  1844;  Franklyn  College, 
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LL.D.,  1872.  A  memorial  tablet  in  bronze  with 
a  medallion  portrait,  inscribed:  1818-1885.  Prof. 
Samuel  Glasgow  Armor,  M.D.,  LL.D.,  Dean  of 
the  Long  Island  College  Hospital ;  was  presented 
to  the  College  by  the  Alumni  Association  at  its 
annual  meeting,  March  19,  1894.  The  sculptor 
was  J.  Massey  Rhind. 

Jacob  Bigelow.  Born  in  Massachusetts,  Feb- 
ruary 27,  1787;  died  in  Boston,  Mass.,  January 
10,  1879.  Harvard  University,  A.B. ;  1806,  A.M. ; 
University  of  Pennsylvania,  M.D.,  1810;  Har- 
vard University,  LL.D.,  1857;  In  January,  1873, 
the  trustees  of  Mount  Auburn  Cemetery  were 
instructed  to  procure  a  suitable  testimonial  in 
honor  of  the  retiring  President,  Jacob  Bigelow. 
After  consultation  a  marble  bust  was  decided 
upon  to  be  placed  in  the  Chapel  of  Mount  Auburn. 
Henry  Dexter,  sculptor. 

Ward  Nicholas  Boylston.  Born  in  Bos- 
ton, Mass.,  November  22,  1749;  died  in  Rox- 
bury,  Mass.,  January  7,  1828.  He  presented  to 
Harvard  University  a  valuable  collection  of  med- 
ical and  anatomical  works  and  engravings  in  1810. 

Bronze  medal  of  the  W.  N.  Boylston  School. 
"Medicine  Foundator."  Head  to  the  left.  Boyl- 
ston Medical  School,  "Incorporated,"  was  organ- 
ized in  1846  in  Boston,  Mass.  It  was  an  active 
school  until  1856.  Connected  with  the  school 
were  Drs.  John  Bacon,  Chas.  E.  Buckingham, 
Edward  H.  Clark,  Samuel  Kneeland,  John  B. 
Walker,  William  Henry  Thayer,  John  C.  Dalton, 
Henry  G.  Clark,  George  H.  Gray,  and  Henry  W. 
Williams. 

Daniel  Garrison  Brinton.  Born  May  13, 
1837,  at  Chester  County,  Pa.;  died  at  Phila- 
delphia, Pa.,  1899.  Yale  University,  A.B. ;  1858, 
A.M. ;  Jefferson  Medical  College,  M.D.,  1861 ; 
LL.D.,  Jefferson  in  1891 ;  Sc.D.,  University  of 
Pennsylvania.  A  medal  was  struck  in  his  honor 
by  the  Neumismatic  and  Antiquarian  Society  of 
Philadelphia  in  1899.    Head  to  the  left. 

An  effort  is  now  being  made  to  collect  funds 
for  a  proposed  mural  tablet  in  memory  of  the 
late  Albert  B.  Craig,  M.D.,  of  Philadelphia,  Pa. 

William  Johnson  Dale.  Born  in  Gloucester, 
Mass.,  September  5,  1815;  graduated  from  Har- 
vard University,  A.B.,  1837;  A.M.,  1840;  Har- 
vard University  Medical  Department,  M.D.,  1840; 
Assistant  Surgeon  U.  S.A.,  June,  1861  ;  Surgeon, 
December,  1861  ;  Surgeon-General  of  Massa- 
chusetts, October,  1863.  Dale's  General  Hospital, 
opened  September,  1865;  Worcester,  Mass. 

Joseph  Rodman  Drake.  Born  in  the  city  of 
New  York,  August,  1795;  died  in  the  city  of 
his  birth,  September,  1820.     It  is  intended  to 


honor  him  by  naming  a  new  park  near  his  old 
home  in  the  Bronx,  "Drake  Park."  He  is  the 
author  of  "The  Culprit  Fay"  and  "The  American 
Flag."  Joseph  R.  Drake  received  the  degree  of 
M.D.,  from  Queens  College  Medical  Department, 
New  York  City  in  1816. 

William  Henry  Dudley  was  born  in  Ireland, 
October,  181 1;  died  in  Brooklyn,  N.  Y.,  October 
9,  1886.  Licensed  by  the  Royal  College  of  Sur- 
geons, Dublin,  and  a  Fellow  of  Kings  College 
of  Physicians  and  Surgeons,  Jamaica,  W.  I.  Re- 
ceived the  degree  of  M.D.  in  1842  from  the  Col- 
lege of  Physicians  and  Surgeons,  New  York. 
The  Dudley  Gold  Medal  of  the  Long  Island 
College  Hospital  is  awarded  for  clinical  medical 
work.  Henry  W.  Maxwell  made  provision  for  a 
gold  medal  to  be  known  as  the  Dudley  Memorial 
Medal,  to  be  awarded  for  clinical  surgical  work. 
The  Dudley  Memorial,  in  memory  of  William 
H.  Dudley,  M.D.,  erected  by  the  estate  of  the 
late  Henry  W.  Maxwell.  Designed  for  a  home 
for  the  Training  School  for  Nurses  in  connection 
with  the  Long  Island  College  Hospital. 

William  Elias  Brownlee  Davis.  Born, 
November  25,  1863,  at  Trussville,  Ala, ;  died, 
February  24,  1902.  Bellevue  Hospital  Medical 
College,  M.D.,  1884.  The  Southern  Surgical 
and  Gynecological  Association  erected  a  statue 
in  the  city  of  Birmingham,  Ala.,  which  was  un- 
veiled on  December,  1904,  in  memory  of  William 
E.  B.  Davis,  M.D.  Inscription  on  monument : 
"In  memory  of  William  Elias  B.  Davis,  Surgeon. 
Erected  by  the  Southern  Surgical  and  Gynecolog- 
ical Association,  which  he  founded  in  1887.  Sec- 
retary, 1887-1901.  President,  1902.  He  would 
have  been  known  to  the  world  as  a  patriot  had  he 
not  been  known  as  something  greater — a  phy- 
sician." The  statue  is  Sy2  feet  high  and  rests 
on  a  granite  pedestal  9^2  feet  in  height.  It  is 
located  in  a  park  in  the  city  of  Birmingham,  Ala. 

Samuel  David  Gross  was  born  at  Easton,  Pa., 
July  8,  1805 ;  died  in  Philadelphia,  Pa.,  May  6, 
1884.  He  received  the  degree  of  M.D.  from 
Jefferson  Medical  College  in  1828;  D.C.L.  from 
Oxford  University  in  1834;  LL.D.  from  Jeffer- 
son College  in  1861,  University  of  Cambridge, 
1880;  Pennsylvania,  1883,  and  Edinburgh,  1884. 
A  marble  bust  of  Dr.  Gross  is  in  the  hall  of  the 
College  of  Physicians  of  Philadelphia,  Pa.  A 
statue  was  unveiled  at  Washington,  D.C.,  on 
May  5,  1897,  in  Smithsonian  Park.  The  statue 
is  of  life  size  resting  upon  a  pedestal  supported 
by  three  steps.    Inscribed  in  front : 

Samuel  D.  Gross.  "American  Physicians 
have  erected  this  statue  to  commemorate  the 
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great  deeds  of  a  man  who  made  such  an  impress 
upon  American  Surgery  that  it  has  served  to 
dignify  American  Medicine."  1897.  The  Gross 
Medical  College  was  established  on  April  9, 
1887,  and  united  with  the  Denver  Medical  Col- 


Samuel  David  Gross,  M.D.,  LL.D.,  D.C.L. 


lege,  to  form  a  part  of  the  University  of  Den- 
ver, Colorado,  on  June  19,  1902.  The  college 
was  named  in  honor  of  Samuel  D.  Gross,  M.D., 
LL.D.  Gross  Medical  Club,  at  Clarence,  New 
York.  Organized. 

Asa  Gray.  Born  November  18,  1810,  at 
Oneida,  New  York  ;  died  at  Cambridge,  Mass., 
on  January  30.  1888.  He  was  a  physician  and 
botanist,  having  studied  medicine  at  the  College 
of  Physicians  and  Surgeons  at  Fairfield,  N.  Y., 
graduating  M.D.  in  1831  ;  the  degree  of  A.M. 
from  Harvard  in  1844;  LL.D.  from  Hamilton 
College  in  i860;  Harvard  in  1875;  McGill  Uni- 
versity in  1884;  University  of  Michigan  in  1887; 
University  of  Edinburgh  in  1887;  Sc.D.  from  the 
University  of  Cambridge  in  1887 ;  D.C.L.  from 
Oxford  in  1887.  A  bronze  medallion  portrait 
of  Asa  Gray,  by  St.  Gaudens,  was  presented  to 
Harvard  University  in  1884.  On  his  seventy- 
fifth  birthday,  November  18,  1885,  a  vase  of 
silver,  embossed  with  figures  of  the  plants  iden- 
tified with  his  name  or  studies,  was  presented 
to  him  with  a  note  of  congratulation  from  one 
hundred  and  eighty  American  botanists.  A 
special  building,  provided  by  Nathan  Thayer  in 
1864,  containing  over  four  hundred  thousand 
specimens,  known  as  Gray's  Herbarium  of  Har- 


vard University.  In  the  science  of  botany  a  few 
plants  have  been  named  in  honor  of  our  dis- 
tinguished colleague — Grayia-Polygaloides,  Lin- 
ium-Grayi,  and  Notholcena-Grayi.  Even  in  so 
conservative  a  place,  in  so  far  as  physicians  are 
concerned,  as  the  New  York  Hall  of  Fame, 
which  was  dedicated  May  31,  1901,  we  find  one 
of  the  tablets  bearing  the  following  inscription  : 
Asa  Gray,  1810-1888. 

I  confidently  expect  that  in  the  future,  even 
more  than  in  the  past,  faith  in  an  order  which 
is  the  basis  of  science  will  not  be  dissevered  from 
faith  in  an  ordainer,  which  is  the  basis  of  re- 
ligion. 

Oliver  Wendell  Holmes.  Born  in  Cam- 
bridge, Mass.,  August  29,  1809;  died  in  Boston, 
Mass.,  October  7.  1894.  He  received  from  Har- 
vard the  degree  of  A.B.  in  1829,  and  A.M.  in 
1889;  from  the  Medical  Department  M.D.  in 
[836;  Harvard  University  LL.D.  in  1880;  Uni- 
versity of  Cambridge  Litt.D.  1886 ;  Oxford 
D.  C.  L.  1886;  Edinburgh  LL.D.  1886.  A 
bronze  bust  of  Dr.  Holmes,  by  Richard  Brooks, 
is  in  the  Boston  Public  Library. 

Joseph  Henry  was  born  on  December  17, 
1799,  at  Albany,  N.  Y.,  and  died  at  Washington, 
D.C.,  on  May  13,  1878.  He  studied  medicine 
with  Theodoric  R.  Beck,  M.D.,  but  gave  his 
attention  to  chemistry  and  electricity.  The  de- 
gree of  LL.D.  was  conferred  upon  him  by  Union 
College  in  1829,  College  of  South  Carolina  in 
1838,  University  of  the  State  of  New  York  in 
1850,  and  Harvard  in  1851.  A  statue  of  bronze 
has  been  erected  to  his  memory  at  Washington, 
D.C.,  in  front  of  the  Smithsonian  Institute,  on 
April  19.  1883.  Also  one  at  the  World's  Fair, 
held  in  1904  at  St.  Louis,  Mo.  The  erection  of 
a  memorial  statue  of  Joseph  Henry  is  now  con- 
templated by  the  State  of  New  York,  at  Albany, 
the  place  of  his  birth.  Cape  Joseph  Henry, 
North  Polar  Regions,  in  honor  of  Dr.  Henry. 

Josiah  Gilbert  Holland.  Born  July  24, 
1819,  at  Belchertown,  Mass:  died  October  12, 
1881.  Graduated  from  Berkshire  Medical  Col- 
lege, M.D.,  in  1844.  Received  the  degree  A.M. 
from  Amherst  College  in  1851.  Holland  Monu- 
ment in  Peabody  Cemetery.  Eas-relief  of  Dr. 
J.  G.  Holland  executed  by  St.  Gaudens. 

Horner  Museum  of  Anatomy,  University  of 
Pennsylvania.  William  E.  Horner.  Born 
June  3,  1793,  Virginia;  died  March  13,  1853, 
Pennsylvania,  University  of  Pennsylvania, 
M.D.,  1814. 

John  T.  Hodgen,  M.D.  Born,  1826,  Ken- 
tucky; died  in  1882,  St.  Louis,  Mo.    A  bust  of 
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Dr.  Hodgen  has  been  placed  in  one  of  the  in- 
stitutions of  St.  Louis. 

Cornelius  Nevius  Hoagland.  Born  No- 
vember 23,  1828,  at  Xeshanic.  X.  J.;  died  in 
Brooklyn,  N.  Y.,  April  24,  1898.  Received  the 
degree  of  M.D.  from  the  Western  Reserve  Uni- 
versity in  1852.  The  Hoagland  Laboratory  on 
Henry  Street,  Brooklyn,  N.  Y.,  was  opened  Oc- 
tober 1,  1888.  A  bronze  tablet  of  the  late  Dr. 
Hoagland  has  been  placed  on  the  outside  of  the 
laboratory,  bearing  a  profile  of  the  doctor  and 
the  following  inscription  : 

"Founder  of  the 1  Hoagland  Laboratory  in 
1887,  the  first  laboratory  in  the  United  States 
erected,  equipped  and  endowed  by  private  means 
for  the  sole  purpose  of  bacteriological  research. 
His  benefactions  and  noble  charities  have  raised 
for  him  a  monument  more  enduring  than  bronze. 
Born  1828;  died  1898.  J.  S.  Hartley,  Sculptor, 
1899." 

Isaac  Israel  Hayes.  Born  in  Chester 
County,  Pa.,  March  5.  1832 ;  died  in  New  York 
City,  December  17,  1881.  University  of  Penn- 
sylvania, Medical  Department,  M.D.,  1853. 
Gold  medal,  Royal  Geographical  Society,  1867. 
Gold  Medal,  Societe  Geographie,  1869.  In  honor 
of  Dr.  Hayes :  Hayes  Sound,  Hayes  Peninsular, 
North  Polar  Regions ;  Cape  Hayes,  most  north- 
erly point  of  Hudson's  Island. 

Samuel  Hahnemann,  M.D.  Monument 
erected  in  Washington,  D.C.,  June  21,  1900,  con- 
sisting of  a  statue  of  bronze.  The  foundation 
and  superstructure  are  built  of  granite,  four 
panels  of  bronze,  representing  four  periods  of 
Hahnemann's  life.  Christian  Frederick  Samuel 
Hahnemann.  Born  April  11,  1755,  in  Germany; 
died  July  2,  1843,  in  Paris.  Graduated  M.D.  at 
Erlangen  in  1779. 

Elisha  Kent  Kane.  Born  February  3,  1820, 
at  Philadelphia,  Pa. ;  died  February  16,  1857,  at 
Havana,  Cuba.  University  of  Pennsylvania, 
Medical  Department,  M.D.,  1842.  Medals  in 
honor  of  Dr.  Kane :  Gold  medal  of  the  Royal 
Geographical  Society,  1856;  gold  medal  of  the 
Societe  de  Geographie,  1857.  Medal,  Dr.  E.  A. 
Kane,  Commander  of  the  Grinnell  Arctic  Expe- 
dition, May  30,  1853.  Bronze  and  white  metal. 
Medal,  Masonic,  Dr.  Elisha  Kent  Kane,  The 
Great  Arctic  Navigator,  U.  S.  N.,  1859.  Bronze 
and  white  metal.  Presented  with  a  sword  by  the 
citizens  of  Philadelphia,  Pa.,  February  8,  1849. 
Kane  medal,  for  Natural  Science.  Awarded  by 
the  Normal  College  of  the  City  of  New  York. 
Named  in  honor  of  Dr.  Kane :  Kane  Basin  and 


Cape  Kane,  North  Polar  Region.  Kane  Sea  and 
Kane  Channel  divides  Hudson's  Island  from 
Lok's  Land.  Dr.  Kane  was  a  member  of 
Franklin  Lodge,  No.  34,  F.  &  A.  M.,  Phila- 
delphia, Pa.  Kane  Lodge,  No.  454,  F.  &  A.  M., 
New  York  City,  N.  Y.,  and  Kane  Lodge,  No. 
55,  F.  &  A.  M.,  Newark,  X.  J.,  are  named  in 
his  honor. 

Alfred  Lebbens  Loomis.  Born  in  Benning- 
ton, Va.,  October  16,  1831 ;  died  in  New  York 
City,  January  23,  1895.  Union  College,  A.B., 
1851  ;  A.M.,  1856.  College  of  Physicians  and 
Surgeons,  New  York  City,  M.D.,  in  1852.  Uni- 
versity of  the  City  of  New  York,  LL.D.,  in  1882. 
Loomis  Laboratory  in  New  York  City,  organ- 
ized in  1888,  at  414  E.  26th  Street,  for  medical 
research.  The  Loomis  Sanatorium  was  estab- 
lished in  1894  as  a  memorial  to  the  late  Alfred 
L.  Loomis  for  the  treatment  of  tuberculous  dis- 
eases. Situated  at  Liberty,  N.Y.  Bust  of  Dr. 
Loomis  in  one  of  the  institutions  of  New  York. 

Jesse  William  Lazear.  Johns  Hopkins  Uni- 
versity, A.B.,  1889.  College  of  Physicians,  Xew 
York,  M.D.,  1892.  A  memorial  tablet  was  un- 
veiled October  5,  1904,  at  Johns  Hopkins  Hos- 
pital in  memory  of  Dr.  Lazear.  He  died  of 
yellow  fever  while  investigating  that  disease  on 
the  Government  Commission  at  Quemados, 
Cuba,  by  permitting  himself  to  be  infected  and 
contaminated  by  mosquitoes. 

Ephriam  McDowell.  Known  as  the  father 
of  ovariotomy.  Born  Xovember  11,  1771,  in 
Rockbridge  County,  Virginia.  Died  June  25, 
1830,  at  Danville,  Kentucky.  He  received  the 
honorary  degree  of  M.D.  from  the  University  of 
Maryland  in  1825.  Licensed  by  the  Philadelphia 
Medical  Society  in  1807.  On  May  14,  1879, 
during  the  session  of  the  Kentucky  State  Medi- 
cal Society,  a  monument  was  dedicated  to  the 
memory  of  Ephraim  McDowell  at  Danville.  It 
it  a  shaft  made  of  Virginia  granite,  in  the  center 
a  bronze  medallion  of  McDowell,  beneath  his 
monogram,  with  the  motto,  "A  grateful  profes- 
sion reveres  his  memory  and  treasures  his  ex- 
ample ;"  on  the  opposite  side,  "Erected  by  the 
Kentucky  State  Medical  Society,  1879."  On  the 
east  side,  "  Beneath  this  shaft  rests  Ephraim 
McDowell,  M.D.,  the  Father  of  Ovariotomy, 
who,  by  originating  a  great  surgical  operation, 
became  a  benefactor  of  his  race,  known  and 
honored  throughout  the  civilized  world."  On 
the  west  side,  "Born  in  Rockbridge  County,  Vir- 
ginia, 1 77 1  ;  attended  the  University  of  Edin- 
burgh,  1793;  located  at  Danville,  Ky.,   1705  ; 
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performed  the  first  ovariotomy,  1809;  died 
1830."  The  monument  is  located  in  the  center 
of  the  City  of  Danville,  in  a  public  park.  The 
seal  of  the  Southern  Surgical  and  Gynecological 
Society  bears  a  profile  of  Ephraim  McDowell. 

William  Osler.  Born  July  12,  1849,  at 
Tecumseh,  Ontario,  Canada.  McGill  Univer- 
sity, M.D.,  1872.  University  of  Edinburgh, 
Aberdeen,  McGill  and  Yale,  LL.D.  University 
of  Oxford,  M.D.,  1905.  On  March  4,  1905,  the 
Charaka  Club  of  New  York  City  presented  to 
each  of  its  guests  at  the  dinner  tendered  to  Dr. 
Osier  a  bronze  medallion  bearing  a  profile  on 
one  side  of  William  Osier,  with  the  inscription 
on  the  back,  "The  Charaka  Club  to  Dr.  William 
Osier,  Medico  illustri,  literarum  cultori,  socio 
gratissimo,  March  4,  1905." 

Willard  Parker.  Born  in  Hillsboro,  N.  H., 
and  died  in  XewYork  City.  Harvard  University, 
A.B.,  1826;  A.M.,  1830;  Berkshire  Medical  Col- 
lege, M.D.,  1831  ;  College  of  New  Jersey,  LL.D., 
1870.  Willard  Parker  Hospital,  foot  of  East  16th 
street,  New  York  City,  for  contagious  diseases, 
was  erected  and  named  in  his  honor. 

William  Pepper.  Born  in  the  city  of  Phila- 
delphia, Pa.,  on  August  21,  1843,  and  died  at 
Pleasanton,  Cal.,  on  July  28,  1898.    The  degree 


William  Pepper,  M.D.,  LL.D. 

of  A.B.  was  received  from  the  University  of 
Pennsylvania  in  1862,  and  A.M.  in  1865;  that  of 
M.D.  from  the  Medical  Department  of  the  same 
institution  in  1864.  Lafayette  College  conferred 
the  degree  of  LL.D.  in  1881.  A  bronze  bust  of 
Dr.  Pepper  was  presented  to  the  University  of 


Pennsylvania  on  his  retirement  as  provost,  June 
7,  1894.  The  Pepper  Clinical  Laboratory,  as  a 
memorial  to  his  father,  was  formally  opened  De- 
cember 4,  1895.  A  bronze  statue  was  unveiled 
December  20, 1899,  in  memory  of  William  Pepper, 
amid  the  University  buildings.  The  tablet  on 
pedestal  is  inscribed  as  follows : 

"As  provost  he  established  the  following  Uni- 
versity departments :  The  Wharton  School  of  Fi- 
nance, the  University  Library  and  Economy,  the 
Biological  Department,  the  Graduate  Department 
for  Women,  the  Department  of  Philosophy,  the 
Department  of  Hygiene,  the  Veterinary  Depart- 
ment, the  Department  of  Architecture,  the  Train- 
ing School  for  Nurses,  the  Wistar  Institute  of 
Anatomy  and  Biology,  the  Department  of  Public 
Education,  the  William  Pepper  Laboratory  of 
Clinical  Medicine,  the  Department  of  Archaeology 
and  Palaeontology.  The  following  public  insti- 
tutions were  his  creation :  The  Free  Library  of 
Philadelphia,  the  Free  Museum  of  Science  and 
Art,  the  Philadelphia  Museum.  You  and  I  must 
pass  away  but  these  things  will  last." 

The  King  of  Sweden  made  him  a  Knight  Com- 
mander of  the  Order  of  St.  Olaf.  July  10,  1877. 
William  Pepper  Hall  of  the  Arts  and  Sciences, 
University  of  Pennsylvania,  dedicated  December 
20,  1899. 

Benjamin  Rush  was  born  in  Philadelphia, 
Pa.,  December  24,  1745,  and  died  in  the  same 
city  on  April  19,  1813.  He  received  the  degree 
of  A.B.  from  the  College  of  New  Jersey  in  1760, 
and  A.M.  from  the  same  college.  LTniversity  of 
Edinburgh,  M.D.  in  1768;  Connecticut  Medical 
Society,  M.D.,  Hon.,  1794,  and  Yale  University, 
LL.D.  in  1812.  A  monument  was  unveiled  at 
Washington,  D.  C,  on  June  11,  1904,  in  memory 
of  Dr.  Rush.  The  statue  of  bronze  resting  on  a 
pedestal  of  Indiana  limestone  and  situated  oppo- 
site the  U.  S.  Naval  Museum  of  Hygiene.  Upon 
the  panel  in  front  is  inscribed:  "Dr.  Benjamin 
Rush,  Physician  and  Philanthropist,  1745-1813." 
Of  the  other  panels  one  bears  the  crossed  swords, 
a  wreath  and  the  inscription :  "Signer  of  the  Dec- 
laration of  Independence ; "  another  bears  a 
scroll,  a  pen,  and  a  wreath ;  inscription,  "First 
American  Alienist ;"  the  remaining  panel  bears 
the  Caduceus  and  the  inscription :  "Stadium  sine 
calomo  somnum."  The  Rush  Hospital  for  Con- 
sumptives and  Allied  Diseases,  Philadelphia,  Pa. ; 
established,  1890.  Two  medals  of  Dr.  Rush  in 
bronze,  bust  to  the  left,  date,  1808,  are  in  the 
collection  of  the  Boston  Medical  Library.  Rush 
Medical  College,  chartered  February,  1837,  by  the 


August,  1905 


BROOKLYN  MEDICAL  JOURNAL. 


303 


Benjamin  Rush,  M.D.,  LL.D. 


State  of  Illinois ;  in  1898  it  became  the  medical 
department  of  the  University  of  Chicago. 

Benjamin  Silliman.  Born  August  8,  1779, 
in  Conn., died  November  13,  1864,  at  New  Haven, 
Conn.  Yale  University,  A.B.,  1796;  A.M.,  1799; 
Bowdoin  College,  A.M.,  1818;  M.D.,  1818;  Mid- 
dlebury  College,  LL.D.,  1826.  Statue  erected  of 
bronze  and  situated  in  the  grounds  of  Yale  Uni- 
versity, New  Haven,  Conn.,  in  1884.  Front  in- 
scription on  pedestal:  "Benjamin  Silliman.  Pro- 
fessor of  Natural  Sciences.  Yale  College.  From 
1802-1858.  Born,  Aug.  8,  1779.  Died,  Nov.  14, 
1864." 

John  Swinburne.  Born  in  Denmark,  N.  Y., 
May  30,  1820;  died  at  Albany,  N.  Y.,  March  28, 
1889.      Albany  Medical    College,  M.D.,  1847. 


Benjamin  Siu.iman,  A.M.,  M.U.,  LL.D. 


Swinburn  Island,  so  named  by  an  act  of  the  legis- 
lature in  1872.  Situated  3J/2  miles  below  the 
Narrows.  The  Hospital  for  Contagious  Diseases 
is  situated  on  this  island,  and  all  suspects  are 
transferred  to  this  island  to  await  development 
of  disease. 

James  Marion  Sims.  Born  January  25,  1813, 
at  Lancaster  District,  South  Carolina ;  died  in 
New  York  City,  November  13,  1883.  Received 
the  degree  of  A.B.  from  the  South  Carolina  Col- 
lege in  1832,  that  of  M.D.  from  Jefferson  Medical 
College  in  1835,  and  LL.D.  from  Williams  Col- 
lege in  1874.  Marion  Sims  College  of  Medicine, 
organized  in  1890,  at  St.  Louis,  Mo.,  in  1901,  it 
became  a  part  of  the  St.  Louis  University.  A 
marble  bust  of  J.  Marion  Sims  is  now  in  the 
Library  of  the  Medical  Society  of  the  County  of 


James  Marion  Sims,  M.D.,  LL.D. 


Kings,  presented  by  the  family  of  the  late  Alex. 
J.  C.  Skene,  M.D.,  LL.D.  A  statue  of  J.  Marion 
Sims,  by  Meyer  of  Munich,  erected  in  Bryant 
Park,  New  York  City,  and  unveiled  October  20, 
1894.  The  statue  is  of  bronze  resting  upon  a 
granite  pedestal.  Inscription  in  front :  J.  Marion 
Sims,  M.D.,  LL.D.  Born  in  South  Carolina, 
181 3.  Died  in  New  York  City,  1883.  Surgeon 
and  Philanthropist.  Founder  of  the  Woman's 
Hospital,  State  of  New  York.  His  brilliant 
achievement  carried  the  fame  of  American  surgery 
throughout  the  civilized  world.  In  recognition 
of  his  services  in  the  cause  of  science  and  man- 
kind he  received  the  highest  honors  in  the  gift 
of  his  countrymen,  and  decorations  from  the  gov- 
ernments of  France,  Portugal,  Spain,  Belgium 
and  Italy.  Inscription  of  back  of  pedestal: 
"Presented  to  the  City  of  New  York  by  his 
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professional  friends,  loving  patients,  and  many 
admirers  throughout  the  world.  Dr.  Sims  re- 
ceived the  following  decorations :  Knight  of  the 
Legion  of  Honor,  France ;  Knight  of  the  Order 
of  Leopold  L,  Belgium  ;  Iron  Cross  of  Germany ; 
two  medals  from  the  Italian  Government ;  decor- 
ations from  the  Spanish  and  Portugese  Govern- 
ments. The  seal  of  the  Marion  Sims  College  of 
Medicine  bears  a  face  view  of  J.  Marion  Sims. 

Alexander  Johnston  Chalmers  Skene. 
Born  in  Aberdeen,  Scotland,  June  17,  1838,  and 
died  at  Highmount,  X.  Y.,  July  4,  1900.  He  re- 
ceived the  degree  of  M.D.  from  the  Long  Island 
College  Hospital  in  1863,  and  LL.D.  from  the 
University  of  Aberdeen  in  1897.  In  memory  of 
Dr.  Alex.  J.  C.  Skene,  library  at  Griffins  Cor- 
ners, X.  Y.  Building  erected  by  Andrew  Car- 
negie. 1901.  Peabody  brothers  subscribed 
$50,000  to  establish  a  room,  to  be  known  as  the 
Skene  Memorial  Operating  Amphitheatre,  in  the 
Long  Island  College  Hospital  in  1901.  Skene 
memorial  library  fund.  To  assist  in  completing 
the  stack-room  of  the  Medical  Society,  County 
of  Kings,  by  the  Alumni  of  the  Long  Island  Col- 
lege Hospital.  Amount,  $480,  year  1902.  Bed 
endowed  in  the  President  Street  Sanitarium  by 
Mrs.  Henry  K.  Sheldon  in  1902.  Amount, 
$1,000.  Memorial  window  to  Dr.  A.  J.  C.  Skene, 
St.  Paul's  P.  E.  Church,  Flatbush,  March,  1902. 
Inscribed.  "To  the  glory  of  God  and  in  loving 
memory  of  Alex.  J.  C.  Skene,  M.D.,  LL.D." 
Tablet  in  memory  of  Alex.  J.  C.  Skene,  M.D., 
LL.D..  Building  of  the  Medical  Society,  County 
of  Kings.  Memorial  to  Alex.  J.  C.  Skene,  M.D., 
LL.D..  amount  $5,000,  to  the  Library  of  the 
Medical  Society,  County  of  Kings,  1904.  Mon- 
ument in  memory  of  Alex.  J.  C.  Skene,  M.D.. 
LL.D..  Prospect  Park  Circle. 

Lewis  Atterbury  Stimson.  Born  in  Pater- 
son,  X.  J..  1844.  Yale  University,  A.B.,  1863. 
Bellevue  Hospital  Medical  College,  M.D.,  1874. 
Yale  University.  LL.D.,  1900.  Stimson  Hall, 
Cornell  Medical  College,  Ithaca,  X.  Y.,  in  honor 
of  Lewis  A.  Stimson,  M.D.,  LL.D.  A  gift  of 
the  late  Dean  Sage,  1902. 

Caspar  Wistar.  Born  in  Philadelphia,  Pa.. 
September  13,  1761  ;  died  in  the  same  city,  Jan- 
uary 18,  1818.  Philadelphia  College  of  Medi- 
cine. M.D.,  1784.  University  of  Edinburgh. 
M.D.,  1786.  Wistaria  vine  named  in  honor  of 
Dr.  Caspar  Wistar.  Wistar  Institute  of  An- 
atomy. University  of  Pennsylvania. 

Horace  Wells.  Born  in  the  State  of  Ver- 
mont, January  21,  181 5,  and  died  in  Xew  York 
on  January  24,  1848.    His  name  is  intimately 


connected  with  the  discovery  of  anesthesia.  The 
degree  of  M.D.  was  conferred  upon  him  by  the 
French  Academy  in  1847.  and  on  January  12, 
1848,  he  was  elected  an  honorary  member  of  the 
Paris  Medical  Society.  A  monument  consisting 
of  a  bronze  statue  resting  upon  a  granite  pedestal 
in  honor  of  Horace  Wells  has  been  erected  by 
Truman  H.  Bartlett,  at  Bushnell  Park.  Hartford, 
Conn.,  inscribed,  "Horace  Wells,  who  discov- 
ered anesthesia,  Xovember,  1844." 

The  Ether  monument  in  the  public  square 
(Gardens)  at  Boston.  Mass.,  is  composed  of 
granite  and  red  marble  and  is  intended  to  com- 
memorate the  discovery  that  the  inhaling  of  ether 
causes  insensibility  to  pain.  It  was  given  by 
Thomas  Lee,  and  dedicated  in  June,  1868.  It  is 
surmounted  by  figures  illustrating  the  story  of 
the  "Good  Samaritan."  the  marble  base  reliefs 
representing  a  surgical  operation,  a  patient  under 
the  influence  of  ether,  Angel  of  Mercy  descend- 
ing to  relieve  suffering  humanity,  a  field  hos- 
pital with  a  wounded  soldier  in  the  hands  of  a 
surgeon,  and  an  allegory  of  the  triumph  of 
Science.  The  monument  is  the  work  of  J.  Q.  A. 
Ward. 

The  Warren  Anatomical  Museum,  Harvard. 
Founded  by  John  Collins  Warren.  Born 
August  1,  1778,  died  May  4,  1856,  Boston.  Mass. 
Harvard  University,  A.B.,  1797;  A.M.  and  M.D., 
1819. 

A  bust  of  Dr.  John  C.  Warren  made  in  1838 
by  Horatio  Greenough  and  placed  in  the  lecture 
room  of  Harvard  Medical  College. 

Wood  Pathological  Museum  of  Bellevue  Hos- 
pital. Founded  1857.  James  R.  Wood.  Born 
September  14.  1813.  died  May  4,  1882,  Xew 
York.  Castleton  Medical  College,  M.D..  1834; 
Geneva  College  LL.D. 

Library  of  the  Xew  York  Academy  of  Medi- 
cine. A  marble  bust  of  David  Hosack.  M.D.. 
F.R.S.  Six  inches  high,  resting  on  a  round 
pedestal ;  presented  by  Mrs.  William  H.  Draper. 
The  main  hall  of  the  Academy  is  called  Hosack 
Hall. 

Bronze  medal  in  the  writer's  collection.  David 
Hosack,  M.D.  Head  to  the  right.  1769-1837. 
Arts  and  Sciences. 

Marble  bust  of  T.  Spencer  Wells,  Bart., 
M.D.   Born  1818,  died  1897.  England. 

Marble  bust  of  Horace  Green,  M.D.,  LL.D. 
Died  Xovember  29,  1866.    Age,  63  years. 

Marble  bust  of  William  T.  White,  M.D. 
Born  July  27,  1829.  died  September  17.  1893. 
Xew  York  City. 

Marble  bust  Reuben  D.  Mussey.  M.D.,  LL.D. 
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Born  June  23,  1780,  died  June  8,  1866.  Boston, 
Mass. 

Library  of  the  Medical  Society  County  of 
Kings.  Marble  bust  of  J.  Marion  Sims  M.D., 
LL.D.    Born  January  25,  18 13. 

Plaster  bust  of  Fordyce  Barker,  A.M.,  M.D., 
LL.D.  Born  May  21,  1817;  died  May  30,  1891, 
New  York  City. 

Marble  bust  of  Thomas  Keith,  M.D.  Born 
May  20,  1827;  died  October  9,  1895,  Scotland. 


William  Elias  Bkownlee  Davis,  M.D. 


Medals:  Valentine  Mott,  M.D.,  LL.D.,  head 
to  the  right.  Reverse  :  University  of  New  York. 
Medical  Department.     Founded  in  1856. 

Nathan  Smith  Davis,  A.M.,  M.D.,  LL.D., 
head  to  the  right.  Reverse :  American  Medical 
Association.  1846. 

Joseph  Pancoast,  M.D.,  Prof.  Anatomy,  Jef- 
ferson Medical  College. 

Medical  Colleges:  Harvey  Medical  College, 
incorporated  in  1891.  Chicago,  111. 

Jenner  Medical  College,  organized  in  1892, 
Chicago,  111. 

William  James  Macneven,  M.D.  Born  in 
Ireland,  March  21,  1763  and  died  in  New  York 
City,  July  12,  1841.  University  of  Vienna,  M.D., 
1784.  Monument  in  St.  Paul's  Churchyard,  New 
York  City  Square,  about  thirty-five  feet  high, 
brown  stone  with  a  granite  base,\vith  a  medallion 
profile  in  bronze  of  Dr.  Macneven  in  front.  Dr. 
Macneven  was  Professor  of  Midwifery,  Chem- 
istry and  Materia  Medica  in  the  College  of  Physi- 
cians and  Surgeons,  New  York,  from  1808  to 
1826  and  Professor  of  Materia  Medica  and  Thera- 
peutics in  Rutger's  Medical  College,  1826-1830. 


The  front  inscription  reads  as  follows :  "Who 
in  the  cause  of  his  native  land  sacrificed  the  bright 
prospects  of  his  youth,  and  passed  years  in 
poverty  and  exile,,  till,  in  America,  he  found  a 
country,  which  he  loved  as  truly  as  he  did  the 
land  of  his  birth." 

To  the  service  of  this  country  which  had 
received  him  as  a  son,  he  devoted  his  high  scien- 
tific acquirements  with  eminent  ability. 

Thomas  Addis  Emmet.  Born  April  24,  1764, 
Cork,  Ireland  ;  died  in  New  York  City,  November 
14,  1827.  University  of  Edinburg,  M.D.,  1784; 
admitted  to  the  Irish  bar  at  Dublin  in  1791  ;  New 
York  bar  in  1804;  Attorney  General  of  the  State 
of  New  York,  1812.  A  monument  of  white 
marble,  surmounted  with  a  bust  of  Thomas  Addis 
Emmet,  M.D.,  was  erected  in  the  court  room 
where  he  was  seized  with  his  fatal  illness.  Monu- 
ment in  St.  Paul's  Churchyard  New  York  City. 
An  obelisk  of  white  marble,  about  thirty-five  feet 
in  heighth,  on  the  front  near  the  top  is  a  medallion 
in  bronze  of  Dr.  Emmet  in  bas-relief.  Below  the 
following  inscription:  "In  memory  of  Thomas 
Addis  Emmet,  who  exemplified  in  his  conduct,  and 
adorned  by  his  integrity,  the  policy  and  principles 
of  the  United  Irishman.  To  forward  a  brother- 
hood of  affection,  a  community  of  rights,  an 
identity  of  interests,  and  a  union  of  power  among 
Irishmen  of  every  religious  persuasion, as  the  only 
means  of  Ireland's  chief  good,  an  impartial  and 
adequate  representation  in  an  Irish  parliament. 
For  this  (mysterious  fate  of  virtue)  exiled  from 
his  native  land,  in  America  the  land  of  freedom, 
he  found  a  second  country,  which  paid  his  love, 
by  reverencing  his  genius.  Learned  in  our  laws 
and  the  laws  of  Europe,  in  the  literature  of  our 
tmes,  and  in  that  of  antiquity,  all  knowledge 
seemed  subject  to  his  use.  An  orator  of  the  first 
order:  clear,  copious,  fervid,  alike  powerful  to 
kindle  the  imagination,  touch  the  affections,  and 
sway  the  reason  and  the  will ;  simple  in  his 
tastes,  unassuming  in  his  manners,  frank,  gener- 
ous, kindhearted  and  honorable ;  his  private  life 
was  beautiful,  as  his  public  career  was  brilliant; 
anxious  to  perpetuate  the  name  and  example  of 
such  a  man,  alike  illustrious  by  his  genius,  his 
virtues,  and  his  fate,  consecrated  to  their  affec- 
tions by  his  pupils,  his  sacrifices  and  the  deeper 
calamities  of  his  kindred,  in  a  just  and  holy  cause: 
his  sympathizing  countrymen  erected  this  monu- 
ment and  cenotaph." 

Hugh  Mercer.  Born  in  Aberdeen.  Scotland, 
in  1720,  wounded  at  the  battle  of  Princeton,  and 
died  January  12,  1777.  He  was  a  physician  and 
assistant  surgeon  at  the  battle  of  Cullodon,  on 
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the  side  of  the  Pretender,  and  came  to  America 
in  1747.  He  was  a  captain  in  the  French  and 
Indian  wars,  and  a  brigadier-general  in  the  Revo- 
lutionary War. 

Fort  Mercer,  a  strong  work  on  the  New  Jersey 
shore  of  the  Delaware,  was  named  in  his  honor. 


HEAD  INJURIES  IN  CHILDREN.* 


BY  \VM.  A.  NORTH  RIDGE,  M.D., 

In  the  short  time  at  my  disposal  this  evening,  I 
can  but  touch  upon  some  of  the  most  important 
points  of  this  most  interesting  subject,  as  they 
relate  to  the  pediatrist  in  his  every-day  work. 

Young  children  are  constantly  falling.  The 
number  of  falls,  the  distance  fallen,  the  force 
with  which  they  fall,  and  the  general  severity  of 
these  accidents  at  times,  appals  one. 

Of  course,  in  the  vast  majority  of  cases  noth- 
ing comes  of  these  injuries. 

I  am  writing  principally  to  impress  all  of  us 
with  the  neccessity  of  being  fully  alive  to  the 
possible  grave  danger  which  may  arise  from  even 
the  slightest  fall. 

The  amount  of  injury  done  depends  upon  what 
structures  the  greater  part  of  the  force  is  ex- 
pended. In  certain  cases,  indeed,  in  the  vast 
majority  of  the  cases,  the  injury  is  entirely  ex- 
ternal, and  an  ocular  demonstration  may  be  had 
of  it. 

In  other  cases  the  larger  part  of  the  force  is 
transmitted  either  directly  or  by  contre  coup  to 
the  delicate  structures  within  the  skull,  and  grave 
lesions  occur.  The  following  case  sent  to  me  by 
Doctor  Dickinson  illustrates  this  point  perfectly. 
A  little  girl,  three  years  of  age,  had  fallen,  strik- 
ing her  right  temporal  region.  At  the  time  of 
the  accident  she  had  suffered  an  incised  wound 
at  the  point  of  impact,  which  the  doctor  stitched 
up  and  which  healed  kindly.  She  had  no  other 
symptoms  except  complete  aphasia,  for  which 
the  doctor  sent  her  to  me. 

This  was  a  case  where  the  force  had  been  ex- 
pended but  partially  upon  the  external  surface, 
and  the  rest  had  been  transmitted  through  to 
the  centres  of  speech  in  the  brain  and  had  there 
been  expended.  She  recovered  after  over  a  year's 
treatment,  learning  to  talk  word  by  word,  very 
slowly.  Her  speech  is  now  perfect.  Here  we 
undoubtedly  had  laceration,  localized  hemor- 
rhage, compression  and  slow  absorption. 

A  child  may  fall  a  great  many  times  and  with 
force  and  yet  not  sustain  anything  more  serious 
than  transient  hurts ;  again  simply  a  fall  to  the 
ground  from  the  feet  may  prove  most  disastrous. 

*  Read  before  the  Secti  on  on  Pediatrics^  May  24,  1905* 


In  my  experience  falls  backward  striking  the 
occiput  and  blows  upon  the  back  of  the  head 
are  apt  to  be  serious. 

Five  years  ago,  a  boy  four  years  old,  fell  out 
of  a  third  story  window  to  the  stones  in  the  yard 
below.  I  attended  him  directly,  found  him  suf- 
fering moderately  from  shock  which  passed  away 
in  twenty-four  hours.  The  next  day  he  was 
somewhat  stiff,  but  that  passed  promptly,  and 
he  remains  well  to  this  day.  Another  boy,  three 
years  old,  fell  a  much  shorter  distance,  from  the 
second-story  front  window  to  the  stone  stoop  be- 
low, sustained  a  fracture  of  the  skull  and  died  in 
48  hours. 

Yet  another  boy,  30  months  old,  fell  over  back- 
wards from  his  tricycle,  striking  his  knee  and 
presumably  his  head,  although  no  appreciable 
injury  could  be  discovered  after  careful  search 
at  the  time,  except  the  well-marked  synovitis. 
On  the  fifth  day  the  child  developed  persistent 
emesis  which  lasted  thirty-six  hours  and  was  evi- 
dently cerebral.  Tonic  general  convulsions  fol- 
lowed and  lasted  seven  hours,  the  child  becom- 
ing deeply  comatose,  and  death  occurred.  An 
autopsy  could  not  be  obtained,  but  the  cause  of 
death  was  undoubtedly  the  brain  lesion. 

Children  are  more  apt  to  recover  from  tre- 
mendous injuries  to  the  head  than  adults  owing 
to  the  fact  that  the  brain  in  the  child  is  but  par- 
tially developed.  The  younger  the  subject  the 
more  putty-like  the  brain.  Xature  should  be 
given  full  chance  in  these  cases,  and  surgical  in- 
terference should  not  be  resorted  to  until  abso- 
lutely necessary ;  for  the  recuperative  powers  of 
the  young  are  great. 

Owen  reports  a  case  where  the  side  of  the  skull 
of  a  child  had  been  deeply  indentated  by  the 
kick  of  a  horse,  and  where  complete  recovery 
was  made  without  interference. 

A  case  occurred  in  my  practice.  A  girl  baby, 
14  months  old,  was  thrown  from  a  baby  car- 
riage, striking  on  her  head.  Except  a  concus- 
sion, there  was  no  sign  of  injury  externally.  She 
had  strong  general  convusions  daily ;  some  days 
a  great  many,  for  over  six  months,  yet  she  re- 
covered completely  in  a  year's  time. 

Among  the  first  injuries  to  which  the  head  is 
liable  may  be  mentioned  pressure  effects  from 
prolonged  labor ;  falls  to  the  floor  on  to  head  in 
precipitate  labor  and  injuries  from  maladroit  use 
of  the  forceps.  While  the  forceps  skillfully  ap- 
plied in  certain  difficult  cases,  would  do 
far  less  harm  than  prolonged  labor,  if 
they  did  any  harm;  unskillful  instrument- 
ation ;  the  force  applied  out  of.  the  axis  of 
the  pelvis ;  the  kind  where  the  obstetrician  sits 
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on  the  floor,  puts  his  foot  on  the  side  of  the  bed 
and  pulls  against  the  pubic  bone  until  something 
gives  way ;  frequently  causes  grave  injuries  to 
the  skull,  its  contents  or  both.  Osier  reports 
nine  cases  of  paralysis  following  forceps  delivery, 
and  I  presume  there  is  not  a  man  present  who 
has  not  seen  similar  cases.  Besides  the  above, 
the  common  conditions  and  injuries  to  the  head 
following  the  aforementioned,  are  fracture, 
hemorrhage,  idiocy,  face  and  scalp  wounds,  lacer- 
ation, impaired  cerebral  development,  epilepsy, 
cephalhaematoma,  caput  succedanum  and  ec- 
chymoses. 

Careless  mothers  and  nursemaids  and  missile- 
throwing  boys  are  responsible  in  many  cases  of 
head  injury.  Some  of  the  worst  cases  are  caused 
by  falls  from  perambulators,  buildings,  beds, 
roller  skates  and  tricycles.  Falling  backwards 
to  sidewalk  is  a  common  and  peculiarly  danger- 
ous accident.  Falling  down-stairs,  tripping  over 
obstructions  on  the  floor,  colliding  against  articles 
of  furniture  are  common  occurrences  and  not  on 
the  whole  so  dangerous. 

A  little  girl  was  brought  into  me  on  the  six- 
teenth of  this  month.  She  had  been  struck  upon 
the  head  with  a  stone  thrown  by  -a  boy.  The 
occiput  and  the  skull  to  the  right  of  it,  was 
contused  ;  but  she  complained  bitterly  of  a  severe 
headache,  could  not  collect  her  thoughts,  and  had 
considerable  vertigo.  Under  treatment  by  May 
19th,  the  headache  and  vertigo  had  disappeared, 
and  the  pupils  which  had  been  contracted  were 
responding.  Her  mother  brought  her  in  yester- 
day, and  I  found  the  pupils  normal  and  the  other 
symptoms  had  not  returned.  I  ordered  her 
mother  to  keep  her  from  school,  to  take  her  down 
to  the  country  and  have  her  live  quietly.  I  hope 
she  has  fully  recovered. 

In  May,  1902,  I  saw  an  interesting  case  with 
Doctor  Neilsen.  A  little  girl,  seven  years  of  age, 
had  fallen  from  a  picket  fence  to  the  ground, 
striking  the  head  in  the  occipital  region.  The 
only  ocular  demonstration  of  injury  was  a  con- 
tusion over  that  region.  She  lay  unconscious 
for  five  days,  when  she  gradually  improved  and 
made  a  complete  recovery.  There  was  no  paral- 
ysis whatsoever.  At  this  writing  the  doctor  in- 
forms me  that  the  child  is  a  large,  healthy,  well- 
developed  girl. 

On  the  15th  of  the  present  month  a  girl  baby, 
twenty  months  old,  was  brought  to  me  with  the 
history  of  having  fallen  from  a  swing  on  April 
30,  1905,  striking  the  left  temporal  region  and 
suffering  a  contusion  as  the  external  manifesta- 
tion. 


She  was  sleepless,  had  temperature  of  1020, 
and  appeared  to  have  severe  pains  in  the  head. 
She  had  had  two  general  convulsions  and  was 
extremely  restless.  Her  pupils  were  irregular 
and  sluggish.  Her  mother  was  instructed  to 
place  the  child  in  a  cool,  dark,  quiet  room,  and 
to  give  her  cream  and  whey  alone  for  nourish- 
ment. Chloral,  bromide  and  fluid  Dover's  powder 
were  given  as  a  sedative,  mustard  baths  ordered 
night  and  morning.  May  i/th,  child  much  bet- 
ter. Treatment  continued.  May  19th,  much 
more  restless,  some  screaming,  pupils  still  slug- 
gish. Dose  of  sedatives  and  brain  anemics  in- 
creased, other  treatment  continued.  May  22d : 
The  baby  appears  perfectly  well.  Temperature 
normal,  eyes  normal,  no  screaming ;  sleep  natural, 
and  she  appears  to  be  free  from  pain.  The  trouble 
is,  no  man  can  say  that  this  baby  is  surely  past 
all  danger,  although  she  probably  is. 

This  mother  was  very  anxious  about  this  baby, 
because,  as  she  informed  me,  she  had  lost  a  child 
eight  years  ago  by  a  fall  on  the  back  of  its  head 
from  a  stoop.  She  states  that  the  child  was  para- 
lyzed, screamed  a  great  deal,  had  convulsions,  be- 
came unconscious  and  died  four  days  after  the 
accident.  She  states  that  her  sister  had  lost  two 
children  by  falls  on  the  head. 

In  these  cases,  of  course,  the  main  danger  is 
that  the  delicate  structures  of  the  brain  may  be 
injured.  We  may  have  present  concussion,  com- 
pression, congestion,  laceration,  irritation,  menin- 
gitis, traumatic  encephalitis  or  intra-cranial  sup- 
puration. 

Often  two  or  more  of  these  conditions  are  pres- 
ent in  the  same  case,  and  this  fact  often  renders 
the  clinical  picture,  which  is  presented,  quite  com- 
plex. 

Symptoms  of  concussion  are  most  commonly 
found  after  not  only  blows  or  falls  upon  the  head, 
but  also  at  times  after  falls  upon  the  feet  or  but- 
tocks. There  is  commonly  present  in  these  cases 
emesis,  faintness,  depression,  pale  face,  confusion 
of  ideas  and  speech  and  contracted  pupils,  or  at 
least  some  of  these  symptoms. 

Sometimes  the  patient  is  unconscious  for  a 
longer  or  shorter  period.  All  cases  where  the 
patient  is  unconscious,  even  for  a  short  time,  are 
serious. 

Where  concussion  alone  occurs,  a  few  children 
die  of  it.  The  majority  promptly  recover,  and 
the  rest  suffer  for  a  time,  recovering  more  slowly. 

In  the  slight  cases,  the  child  is  weak,  giddy, 
confused,  often  falls  asleep  to  awake  well  or  very 
much  improved.  The  patient  should  not  he 
awakened  or  disturbed  when  thus  asleep. 
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There  is  a  condition  found  in  many  of  these 
cases  where  the  circulation  of  the  brain  is  so  dis- 
turbed that  intense  headache  occurs,  eliciting  high 
piercing  screams  and  simulating  the  cry  of  men- 
ingitis. These  cases  are  quite  amenable  to  treat- 
ment when  no  true  inflammation  is  present. 

Jn  the  more  serious  cases  where  there  is  pres- 
sure upon  the  brain,  we  find  paralysis,  fever,  full, 
slow  pulse,  stertorous  repsiration  and  dilated  or 
irregular  pupils.  Sometimes,  as  the  symptoms 
of  concussion  disappear,  the  symptoms  of  com- 
pression come  to  the  front.  Occasionally  we  see 
nystagmus,  gyrospasm,  strabismus  and  muscular 
twitchings. 

Generally,  in  head  injuries,  are  seen  externally 
cuts,  contusions,  abrasions,  swellings  and  more 
or  less  dirt,  if  the  case  be  recent,  and  discolora- 
tions  of  the  skin  if  the  injury  be  more  remote: 
all  pointing  to  the  fact  that  force  has  been  ex- 
pended upon  the  part. 

In  cases  where  laceration,  hemorrhage,  serum, 
pus  or  fracture  are  present  we  generally  get  pres- 
sure symptoms. 

In  cases  where  traumatic  encephalitis  is  pres- 
ent we  get  the  signs  of  brain  inflammation  fa- 
miliar to  all  of  us.  Where  the  inflammation  is  sub- 
acute it  may  be  many  weeks  before  it  appears. 
The  following  case  of  traumatic  encephalitis  I 
attended  last  July.  A  little  girl,  five  years  old, 
fell  out  of  bed  striking  her  head.  She  suffered 
no  appreciable  external  injury,  but  her  tempera- 
ture ran  up  to  1040,  and  she  complained  of  ex- 
cruciating headache,  her  pupils  were  irregularly 
contracted,  she  could  not  stand  the  light,  she  was 
sleepless  and  most  of  the  time  delirious  and  ex- 
tremely restless.  On  the  fifth  day  she  developed 
hemiplegia ;  she  became  gradually  more  and  more 
unconscious  and  died  on  the  eleventh  day,  coma- 
tose. 

Exact,  full  diagnosis  of  brain  injuries  is  some- 
times difficult  or  impossible  owing  to  the  fact  that 
the  symptoms  of  one  condition  run  into,  overlap 
or  hide  the  symptoms  of  another  which  may  be 
also  present. 

As  to  the  exact  cause  of  pressure  symptoms, 
it  is  sometimes  hard  to  decide.  Compression 
may  arise  from  depressed  bone,  pus,  blood  or  for- 
eign body. 

If  abscess  of  the  brain  supervene  the  chances 
of  recovery  are  small. 

Pyaemia  is  generally  fatal  and  accounts  for  the 
abscesses  of  lungs  or  liver  which  are  seen  in  these 
cases. 

In  cases  of  coma  and  compression  the  question 
of  the  prompt  relief  of  the  pressure  is  a  serious 
one. 


Aseptic  surgery  has  made  it  easier,  and  the 
trephine  and  elevator  may  be  used,  provided  the 
situation  of  the  foreign  body  can  be  discovered. 
In  the  majority  of  cases  death  follows. 

Rest  in  a  cool,  dark,  quiet  room  is  the  best 
treatment  in  head  injuries.  A  great  many  of 
them  will  clear  up  without  other  therapeutic 
measures.  The  ice  cap  is  of  value  where  there 
is  inflammation. 

All  excitement  must  be  avoided.  As  Jacoby 
puts  it :  there  must  be  "absolute  protection  against 
external  disturbances." 

Brain  anaemics  are  far  and  away  the  best  medi- 
caments to  use  In  these  cases.  Chloral  and  the 
bromides  are  easily  the  best. 

The  bowels  should  be  well  moved.  Calomel 
holds  ancient  prestige. 

Chloroform  should  be  used  in  case  of  convul- 
sions. 

The  mustard  bath,  3ii  of  mustard  to  each  gallon 
of  water  for  babies,  is  of  value. 

The  period  of  time  in  which  injuries  manifest 
themselves  varies  greatly.  Xo  patient  is  abso- 
lutely safe  until  one  year  after  a  severe  head  in- 
jury. 

Severe  lesions  of  the  brain  are  occasionally 
attended  for  a  time  by  slight  symptoms  only. 

Finally,  let  us  remember  to  teach  parents  the 
necessity  of  guarding  the  young  against  falls  as 
much  as  possible,  because  of  the  serious  character 
often  assumed  by  falls  upon  the  head. 

Let  us  remember  the  axiom  of  Hippocrates, 
"that  no  injury  to  the  head  is  too  trivial  to  be 
despised  or  too  serious  to  be  despaired  of." 

21  Hanson  Place. 


THE  CHOICE  OF  A  UTERINE  HEMOSTATIC* 


BY  CARROLL  CHASE,  M.D. 

The  subject  will  be  considered  from  a  general 
standpoint,  no  attempt  being  made  to  take  up 
each  cause  and  variety  of  uterine  hemorrhage  and 
the  treatment  therefor.  The  scope  of  the  article 
does  not  include  any  operative  procedure,  even 
such  mild  ones  as  tamponade  or  strapping  of  ex- 
tremities, nor  does  it  include  postural  methods  of 
treatment.  The  paper  naturally  divides  itself 
into  two  general  parts :  Uterine  hemostasis  by 
svstemic  remedies,  and  hemostasis  by  local  appli- 
cations. 

The  first  attempt  to  stop  uterine  hemorrhage  is 
many  times  made  by  giving  medicine  by  mouth 
or  hypodermically ;  and  frequently  (and  occa- 
sionally much  to  our  surprise)  the  effort  is  suc- 
cessful, and  local  or  operative  treatment  avoided. 

*  Read  June  2, 11505,  before  the  Brooklyn  Gynecological  Society. 
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Just  here  let  me  state,  as  emphatically  as  I  may, 
that  I  always  strongly  insist  on  careful  local  ex- 
amination before  treating  irregular,  and  perhaps 
but  slight,  hemorrhages  occurring  between  the 
ages  of  forty  and  fifty,  especially  if  there  is  pain 
or  slight  watery  or  offensive  discharge ;  for  I 
most  thoroughly  believe  that  the  time  uterine 
carcinoma  is  curable  is  during  its  incipiency,  and 
that  the  way  to  discover  these  cases  is  to  watch 
for  them,  and  warn  patients  that  slight  symptoms 
at  this  stage  of  life  should  not  be  thought  of  too 
lightly. 

Uterine  hemostatics  given  internally  act  in 
various  ways,  though  principally  in  two — by  pro- 
ducing vasomotor  contraction  throughout  the 
body  and  hence  in  the  uterine  blood  vessels  as 
well,  or  by  causing  contraction  of  the  uterine 
muscular  tissue,  thus  to  a  certain  extent  cutting 
off  the  blood  supply.  There  are  remedies  used, 
such  as  gelatine,  by  injection,  which  increase  the 
coagulability  of  the  blood,  but  these  are  of  minor 
importance.  It  is  nearly  impossible  to  classify 
the  remedies  this  way  for  consideration  because 
many  have  complex  action,  or  the  authorities  dis- 
agree as  to  the  exact  physiological  effect. 

There  are  three  or  four  drugs  used  for  this 
purpose  which  stand  out  as  particularly  useful, 
to  wit:  Ergot,  hydrastinin  (not  hydrastin),  co- 
tarnine  hydrochlorate  (named  stypticin  for  sake 
of  brevity  by  its  discoverer,  Freund,  of  Frank- 
fort-on-Main) ,  and  adrenalin.  The  indications 
for  and  actions  of  ergot  are  so  well  known  that  I 
will  pass  it  with  the  statement  that  it  is  without 
doubt  the  most  useful  of  all  remedies  of  this  class. 
Its  action  is  both  vasomotor  and  oxytocic.  When 
ergot  is  to  be  given  for  any  length  of  time  I 
much  prefer  as  a  preparation,  ergotin  (Bonjean) 
in  chocolate  coated  tablets. 

It  is  of  stypticin  and  hydrastinin  that  I  wish  to 
speak  in  particular.  Both  are  artificial  alkaloids, 
the  first  made  by  the  oxidation  of  narcotin,  an 
alkaloid  making  up  from  1%  to  10%  of  opium. 
The  clinical  formula  C1L,H1.jNO;,H20  is  remark- 
ably like  that  of  hydrastinin  C^H^NOaHX). 
The  latter  drug  is  formed  from  hydrastin  (the 
white  alkaloid  of  hydrastis  canadensis)  by  a  simi- 
lar process  of  oxidation.  As  would  naturally  be 
expected,  the  action  of  the  two  is  similar,  the 
chief  difference  being  that  while  both  are  cardiac 
stimulants  stypticin  acts  very  similarly  to  digi- 
talis, slowing  the  heart  and  increasing  arterial 
tension,  while  hydrastinin  acts  more  as  does 
camphor  or  ether.  Hydrastinin  acts  quickly, 
while  stypticin  has  a  slower  but  more  prolonged 
effect.    Both  are  oxytocic.    A  study  of  the  con- 


stantly growing  literature  on  these  two  drugs 
shows  that  they  frequently  have  a  remarkable 
power  to  stop  various  forms  of  uterine  hem- 
orrhage. The  concensus  of  opinion  seems  to  be 
that  they  are  most  valuable  in  (first)  men- 
orrhagia,  especially  of  young  and  other  nulli- 
parae; (second)  climacteric  hemorrhages  not  due 
to  malignant  disease;  (third)  metorrhagia  due 
to  shock,  or  following  operative  procedures  such 
as  curettage,  and  (fourth)  frequently  in  the 
hemorrhage  following  miscarriage.  Some  report 
excellent  results  in  uterine  myomata  or  fibro- 
mata, but  I  have  had  little  personal  experience 
with  these  drugs  in  these  last  named  conditions. 

My  most  gratifying  experiences  have  been 
with  cases  of  hemorrhage  following  abortion, 
where  a  curettage  seemed  inevitable,  but  where 
(sometimes  at  the  patient's  suggestion,  because 
of  fear  of  operation)  I  tried  in  every  way  to 
avoid  the  operation.  Just  one  case  as  an  ex- 
ample. Mrs.  X.,  aged  37,  mother  of  four  chil- 
dren at  term,  had  an  abortion  at  about  seven 
weeks.  Cause  not  determined.  She  had  no 
medical  attendance  at  the  time,  trusting  nature 
to  see  her  through.  There  had  been  a  steady 
and  rather  abundant  flow  for  over  two  weeks 
when  I  saw  her,  and  she  was  fast  becoming  ex- 
sanguinated and  weak.  Several  years  previous 
she  had  had  a  similar  experience,  followed  by 
curettage.  Either  because  of  her  existing  con- 
dition or  because  she  was  infected  at  the  time 
of  the  operation  (she  believes  because  of  the 
latter),  she  had  become  septic  and  had  been  in 
bed  some  months.  Because  of  this  she  greatly 
feared  another  operation.  I  gave  ergot  for  two 
days  in  fairly  large  doses,  without  result.  I  then 
used  hydrastinin,  yi  gr.,  and  stypticin,  ^4  Srs-> 
in  combination  every  two  or  three  hours.  The 
result  was  as  gratifying  as  prompt.  In  three 
days  the  hemorrhage  had  ceased  entirely,  and  the 
patient  has  been  in  good  health  since.  This 
occurred  about  two  years  ago.  I  have  had  simi- 
lar experiences  since,  these  drugs,  without  doubt, 
several  times  having  saved  recourse  to  operation. 

About  the  only  objection  to  these  two  drugs 
that  I  know  of  is  their  expensiveness,  stypticin 
costing  the  druggist  $6.25  per  ounce,  and  hydras- 
tinin from  $15.20  to  $52.00  per  ounce.  But  a 
prescription  as  follows : 

R-  Hydrastinin  hydrochloral   gr.  i. 

Stypticin   gr.  vi. 

Syrup.  Rub.  Idx   5  ii. 

Elix.  Simplic   q.  s.  5  i. 

costs  the  druggist  about  25  cents  and  should  re- 
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tail  for  40  to  60  cents,  allowing  the  druggist  a 
fair  profit.  If  a  prompt  action  is  necessary,  either 
alkaloid  may  be  given  hypodermically.  I  like 
to  use  the  two  together  because  one  acts  quickly 
and  the  other  more  permanently,  and  because  one 
will  occasionally  act  when  the  other  will  not. 

Another  drug  that  has  received  much  favorable 
mention  given  internally  for  uterine  hemorrhage, 
but  with  which  I  have  had  no  personal  expe- 
rience, is  adrenalin.  Its  action  is  due  to  powerful 
vasomotor  contraction. 

Although  there  are  numerous  other  drugs  used 
for  this  purpose,  I  wish  to  mention  but  two  more. 
One  is  ustilago  maydis,  or  corn  ergot,  which  is 
said  to  have  a  somewhat  different  action  from 
ordinary  ergot  in  that  the  uterine  contractions  are 
less  tonic  and  more  clonic  or  intermittent  than  are 
those  caused  by  the  ergot  of  rye.  The  other 
remedy  is  mistletoe,  which  has  a  somewhat  simi- 
lar action.  These  two,  while  undoubtedly  of 
value  in  hemorrhage,  are  of  more  value  given  in 
small  doses  to  increase  labor  pains. 

Local  hemostatics,  generally  speaking,  act  in 
one  of  two  ways,  either  directly  on  the  muscular 
coat  of  the  blood  vessels,  or  by  coagulating  the 
blood  in  the  vessels  and  the  albuminous  fluids 
around  them. 

Those  most  commonly  used  locally  for  their 
action  directly  on  the  vessels  are  cold  water,  hot 
water,  from  no0  to  1250  F.,  dilute  acids,  alum, 
or  other  aluminum  salts,  in  solution,  hamamelis, 
and  most  powerful  of  all  preparations  of  the 
suprarenal  gland.  Cold  or  hot  sterile  water 
douches — the  simplest  of  all  these  remedies — 
are  often  very  efficacious.  It  should  be  remem- 
bered that  cold  water  should  not  be  used  for  any 
length  of  time  because  the  reaction  that  comes 
quickly  with  prolonged  use  dilates  the  vessels 
and  the  good  effect  is  lost.  Hot  douches  may 
be  used  with  less  danger  of  reaction.  They 
should  be  large,  several  gallons  if  necessary,  and 
the  temperature  may  at  first  be  but  no°  F., 
gradually  increasing,  if  necessary,  to  1200  or 
1250  F. 

Dilute  acids — especially  acetic — are  of  great 
value.  I  prefer  this  acid  in  a  37%  dilution  (half 
the  strength  of  the  dilute  acid  of  the  U.  S.  P.). 
I  have  repeatedly  seen  it  produce  effect  in  the 
hemorrhage  following  curettage  after  hot  intra- 
uterine douches  have  failed.  Hamamelis  has 
met  with  favor  by  some,  but  other  remedies  are 
much  superior. 

Within  recent  years  the  preparations  of  the 
suprarenal  gland — best  represented  by  the  active 
principle  adrenalin  —  have  been  brought  before 


the  medical  profession  in  a  most  forceful  manner, 
and  the  results  reported  make  it  seem  sure  that 
a  most  active  and  useful  vasomotor  constrictant 
has  been  discovered.  The  gynecologist  has  not 
been  slow  to  grasp  its  advantages.  Theoretically 
it  should  be  of  the  utmost  value  in  any  uterine 
hemorrhage  that  could  be  stopped  by  the  action 
of  a  vasomotor  constringent.  It  would  be  of 
little  value  in  the  hemorrhage  from  uterine  car- 
cinoma where  the  new  low-grade  tissue  lacks 
blood  vessels  with  walls  thick  enough  to  respond 
to  stimulation.  Its  greatest  disadvantages  are 
the  danger  of  absorption  of  any  large  amount, 
and — as  is  true  of  all  of  this  class — danger  of 
reaction.  Other  local  hemostatics  acting  by  vaso- 
motor contraction  have  been  used, but  those  above 
mentioned  seem  the  most  valuable. 

The  number  of  drugs  that  act  by  coagulation 
of  the  blood  in  the  vessels  and  the  albuminous 
fluids  around  the  vessels  is  numerous,  and  per- 
haps those  most  used  are  as  follows :  Tannic  acid 
and  drugs  that  depend  upon  it  for  their  action 
(such  as  krameria,  kino,  hematoxylin,  and  to  a 
certain  extent  hamamelis),  and  the  solutions  of 
salts  of  the  various  metals  as  silver,  zinc,  alumi- 
num, and  most  important  of  all  of  this  class, 
preparations  of  iron.  It  will  be  noted  that  some 
in  this  class — notably  alum  and  hamamelis — were 
mentioned  as  acting  directly  as  vasomotor  stimu- 
lants. It  seems  probable  that  they  act  to  a  cer- 
tain extent  by  both  methods. 

Tannic  acid,  if  used,  is  preferable  in  solution 
alone,  rather  than  as  one  of  the  drugs  which  de- 
pend upon  it  for  its  action.  But  tannic  acid,  alum 
(or  one  of  the  simpler  aluminum  salts,  as  alum- 
inum acetate)  and  other  metallic  salts,  are  much 
inferior  in  value  to  iron,  which  is  perhaps  best 
represented  by  liquor  ferri  subsulphatis,  or  Mon- 
sel's  solution.  This  preparation,  used  pure  or 
diluted  with  from  one  to  four  volumes  of  water, 
is  a  most  eligible  and  efficient  uterine  hemostatic. 
White  (author  of  a  well-known  work  on  materia 
medica)  goes  so  far  as  to  say  it  is  the  most 
valuable  of  all  local  astringents.  It  is  of  par- 
ticular value  in  checking  hemorrhage  from  carci- 
noma. One  great  advantage  of  this  class  is  ab- 
sence of  reaction,  but  to  offset  this  there  is  the 
disadvantage  of  the  formation  of  clots,  more  or 
less  tough,  that  unless  thoroughly  removed,  make 
excellent  culture  media  for  bacteria. 

To  briefly  summarize :  For  a  systemic  uterine 
hemostatic,  ergot  is  the  main  reliance,  but  hydras- 
tinin  and  stypticin  are  of  great  value  and  will 
make  unnecessary  a  certain  number  of  operations. 
They  should  be  used  much  more  commonly  than 
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at  present.  Adrenalin  is  a  powerful  vasomotor 
constrictant  and  should  not  be  forgotten.  For 
a  local  hemostatic  the  simple  remedy  of  hot  intra- 
uterine douches  may  be  first  used  and  followed, 
if  not  successful,  by  a  3%  dilution  of  acetic  acid. 
If  the  cervix  is  patulous  and  clots  may  be  easily 
removed,  liquor  ferri  subsulphatis  is  of  great 
value.  This  preparation  is  also  of  particular 
value  in  the  bleeding  from  carcinoma,  and  when- 
ever a  remedy  without  reaction  is  required. 
Where  the  surface  of  the  endomatrium  is  not 
large,  adrenalin  solution,  the  most  powerful  of 
all  vasomotor  stimulants,  may  act  when  all  other 
means  have  failed. 
1045  Prospect  Place. 


SERUM  THERAPY.* 


BY  EDWARD  G.   HYNES,  M.D. 

The  progress  of  scientific  study  and  research 
during  the  last  quarter  of  a  century  has  been 
made  memorable  by  what  increased  knowledge 
with  application  and  practical  skill  have  done 
for  surgery ;  by  what  Roentgen  and  his  wondrous 
rays  have  seen  and  taught ;  by  what  Finsen  and 
his  light  have  done;  by  what  Monsieur  and  Ma- 
dame Curie  with  radium  have  accomplished,  and 
by  many  other  notable  therapeutic  discoveries. 

It  is  with  some  hesitation  that  I  have  ventured 
under  the  title  of  Serum  Therapy  to  wander 
somewhat  backward  for  a  moment  and  review 
this  subject,  which  it  seems  to  me  has  done  far 
more  to  alleviate  and  lessen  human  suffering, 
more  to  protect  the  individual  and  to  preserve 
life  than  any  other  branch  of  therapeutics.  The 
value  of  serum  therapy,  tested  now  by  years  of 
experience  and  use,  extends  not  only  into  the  do- 
main of  medical  but  also  of  surgical  conditions, 
and  to-day  as  we  look  forward  into  the  future, 
the  outlook  for  blood-serum  therapy  and  anti- 
toxin looms  up  with  an  ever-increasing  and  more 
promising  aspect. 

In  the  preparation  of  this  paper  I  have  made 
use  of  Krieger's  book  on  "Blood  Serum  Therapy 
and  Antitoxins,"  articles  by  Park,  Schauffler, 
Schmidt,  and  others. 

So  much  experimental  work  has  been  and  is 
being  done  in  the  department  of  bacteriology 
and  its  relation  to  toxins  and  antitoxins  that  it 
would  require  a  knowledge  far  more  extensive 
than  mine  and  a  paper  of  greater  length  than  the 
following  to  even  epitomize  the  subject  of  serum 

♦Read  before  the  Alumni  Association  of  St.  Mary's  Hospital 
Jan .  1905. 


therapy  as  it  stands  to-day  in  relation  to  small- 
pox, diphtheria,  tetanus,  rabies,  cholera,  dysen- 
tery, plague,  yellow  fever,  scarlet  fever,  pneu- 
monia, pyemia,  septicemia,  erysipelas,  typhoid, 
snake-bite,  and  more  recently,  rheumatism  and 
exophthalmic  goitre. 

In  writing,  then,  on  this  subject  which  natur- 
ally embraces  that  of  antitoxins,  I  have  thought 
it  well  to  first  to  consider  it  as  to  a  definition, 
and  what  we  understand  when  we  use  the  term, 
then,  for  a  moment  to  examine  its  history,  and 
finally  to  close  by  viewing  serum  therapy  as  it 
applies  to  the  different  infectious  diseases  of  to- 
day. 

The  fundamental  principle  of  all  serum  diag- 
nosis and  serum  therapy  is  the  blood.  When  we 
speak  of  this  therapy  of  blood  serum  we  under- 
stand that  the  serum  of  the  blood  of  an  animal  or- 
ganism which  has  been  rendered  immune  is  capable 
and  has  it  in  its  power,  if  injected  into  another 
living  body,  to  protect  the  latter  against  disease, 
or  to  cure  it  if  already  infected  with  disease.  It 
is  this  condition  of  immunity  on  which  serum 
therapy  rests  as  well,  too,  on  the  bactericide 
property  of  the  human  blood.  Immunity  is  de- 
fined as  that  condition  of  the  body  wherein  it  re- 
sists the  development  of  morbid  processes.  This 
immunity  may  be  one  of  two  kinds :  It  may  be 
congenital  or  active,  with  which  every  individual 
is  born,  or  it  may  be  acquired  or  passive  immu- 
nity as  that  conferred  by  the  introduction  of 
antitoxins  or  vaccines.  Active  or  congenital 
immunity  is  that  property  found  in  certain  of  the 
white  blood  cells  or  leucocytes,  which  are  called 
phagocytes.  To-night,  however,  we  are  concerned 
only  with  the  acquired  immunity  as  found  in  the 
subject  of  serum  therapy  and  antitoxins. 

In  the  strict  sense  of  the  word  the  therapy  of 
blood  serum  is  not  a  new  discovery  of  the  last 
twenty-five  years,  but  it  has  been  during  that  time 
that  it  has  assumed  its  greatest  growth  and  risen 
to  the  prominent  position  it  occupies  to-dav  as  a 
therapeutic  agent.  The  birth  of  serum  therapy 
was  announced  to  the  world  when  Edward  Jen- 
ner,  an  English  physician,  in  the  year  1796  estab- 
lished the  practice  of  inoculation  with  vaccine, 
or  the  virus  of  cowpox,  as  a  preventive  of  small- 
pox. This  practice  was  called  vaccination,  and 
in  its  broad  sense  it  meant  the  inoculation  or  in- 
troduction into  the  body  of  the  virus  of  a  specific 
disease.  The  Standard  Dictionary  defines  vacci- 
nation as  "inoculation  with  the  attenuated  or 
modified  virus  of  a  disease  to  produce  a  mild 
form  of  it  and  so  prevent  a  virulent  attack  ;  spe- 
cifically and  originally  inoculation  with  cowpox 
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as  a  preventive  of  smallpox."  Earlier  than  the 
days  of  Jenner  it  is  said  to  have  been  practiced 
from  time  to  time  in  other  countries  than  Eng- 
land, and  as  early  as  171 3  and  again  in  1765  we 
are  told  attention  had  been  called  to  the  wonderful 
properties  of  vaccine.  But  it  was  left  for  Jenner, 
at  that  time  a  young  man  associated  with  a  sur- 
geon at  Bristol,  England,  to  notice  that  many  of 
the  people  of  the  surrounding  districts  and  neigh- 
boring country  in  which  he  was  practicing,  who 
acquired  cowpox  while  milking  cows,  seemed  to 
escape  the  dreaded  disease  known  as  variola  or 
smallpox.  It  was  in  1768  that  he  first  noticed 
this,  and  du  ring  the  thirty  years  following  he 
made  a  thorough  and  exhaustive  study,  and  after 
these  long  years  of  labor  and  observation,  when  he 
was  no  longer  an  assistant  to  the  surgeon  at  Bris- 
tol, but  a  man  well  on  in  years  himself,  he  con- 
fided to  his  friend,  Dr.Gardiner,  the  long-cherished 
hcpe  that  in  cowpox  he  had  discovered  the  pro- 
tection against  smallpox.  Shortly  after  this  he 
published  his  first  article  on  the  subject,  entitled 
"An  Inquiry  Into  the  Causes  and  Effects  of  the 
Variolar  Vaccina?,  a  Disease  Discovered  in  Some 
of  the  Western  Counties  of  England,  Particularly 
Gloucestershire,  and  Known  by  the  Name  of 
Cowpox."  The  first  vaccination  was  made  by  him 
in  1796,  109  years  ago,  and  it  was  four  years 
later,  in  1800,  that  the  practice  was  first  intro- 
duced into  the  United  States.  The  Xew  Eng 
land  States  were  the  first  to  make  use  of  it,  and 
a  few  months  later  Thomas  Jefferson,  at  that  time 
President,  urged  its  adoption  in  the  south. 

I  have  gone  rather  at  length  into  the  history 
of  vaccination,  because  with  its  introduction  in 
1796  really  begins  the  history  of  all  serum  ther- 
apy. The  discovery  proved  that  the  blood 
serum  of  one  animal,  the  cow  in  this  case,  could 
protect  by  its  inoculation  a  like  disease  in  man. 
The  debt  the  human  race  owes  to  this  painstaking 
and  observing  student  is  immeasurably  great,  and 
it  is  only  when  we  stop  for  a  moment  and  realize 
the  wonderful  good  vaccination  has  accomplished, 
and  the  lives  without  number  that  it  has  saved, 
that  we  place  the  credit  where  it  rightly  belongs, 
beside  the  name  of  Edward  Jenner. 

Under  the  stringency  of  the  vaccination  laws 
in  vogue  at  the  present  time  the  mortality 
from  smillpox  has  decreased  to  a  minimum. 
The  number  of  public  vaccinations  performed 
every  year,  besides  those  done  in  the  private  prac- 
tice of  phvsicians,  is  estimated  at  30,000,000. 
Here  in  our  own  country,  surprising  to  say.  the 
proportion  of  vaccination  to  births  is  smaller  than 
in  each  of  the  European  countries  of  Scotland. 


Holland,  Germany,  Austria,  Japan  and  England. 
As  to  what  vaccination  has  accomplished  in  the 
way  of  statistics,  we  find  that  for  the  twenty- 
four  years  before  it  was  introduced  into  Sweden 
(which  was  in  1801)  there  were  2,050  victims 
annually  out  of  each  million  of  the  population, 
and  since  its  introduction  in  the  worst  epidemics 
it  has  averaged  158  a  year  to  the  million.  Here 
in  our  own  country  epidemics  of  it  were  frequent 
in  the  early  history  of  the  colonies,  and  in  1620 
it  appeared  both  among  the  whites  and  Indians 
in  Massachusetts.  Again,  too,  in  163 1,  1633, 
1639,  1677,  1678,  1702  and  in  1721  out  of  5,989 
cases  of  smallpox  in  Boston  there  were  850 
deaths.  In  1730,  with  only  a  population  of  15,000, 
Boston  again  had  another  outbreak,  and  500  out 
of  4,000  died.  Again,  in  1751,  out  of  7,653  cases 
there  were  545  deaths. 

I  quote  these  figures  merely  to  show  you  the 
high  mortality  during  these  epidemics  in  Boston 
before  the  days  of  vaccination.  After  the  year 
1800,  when  Dr.  Waterhouse,  of  Cambridge,  in- 
troduced vaccination,  the  percentage  of  deaths 
became  appreciably  less.  Boston,  from  181 1  to 
1820,  had  six  deaths,  from  1821  to  1830  there- 
were  eight  deaths,  and  from  1891  to  1900  there 
were  32  deaths. 

Comparing  the  percentage  of  deaths  in  our 
greatest  epidemics  since  vaccination  was  intro- 
duced, with  the  percentage  of  deaths  in  the  light- 
est epidemic  before  the  time  of  vaccination,  we 
find  it  is  much  less  now  and  is  less  than  three  to 
every  thousand  of  our  population.  The  protec- 
tive power  of  vaccination  is  again  shown  when 
we  compare  the  records  of  the  vaccinated  and 
those  who  have  not  been  vaccinated.  In  France 
from  1816  to  1 84 1  the  death  rate  among  the  un- 
vaccinated  was  16.1%,  among  the  vaccinated  it 
was  1%.  In  the  London  Smallpox  Hospital, 
from  1836  to  1856,  the  mortality  among  the  un- 
vaccinated  was  35%,  and  among  the  vaccinated  it 
was  7%.  In  the  Vienna  Hospital,  from  1837  to 
1856,  among  the  unvaccinated  it  was  30%,  and 
among  the  vaccinated  it  was  5%.  In  lower 
Austria  during  the  year  1835  it  ws  25%  among 
the  unvaccinated  and  1%  among  the  vaccinated, 
and  without  quoting  further  figures,  it  has  been 
computed  that  the  mortality  during  outbreaks  of 
smallpox  is  from  five  to  seven  times  greater 
among  the  unvaccinated  than  among  the  vacci- 
nated. 

Alfred  C.  Smith,  in  the  Medical  Record  of 
April,  1904,  reports  treating  smallpox  success- 
fully with  antistreptococcus  serum.  Under  this 
treatment  he  claims  the  disease  runs  a  shorter 
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and  a  milder  course,  no  pitting  follows  after- 
wards, and  all  symptoms  are  far  less  aggravated. 
He  concludes  his  paper  by  regretting  the  fact  that 
the  profession  "is  so  slow  to  give  the  patients  the 
benefits  of  these  life  and  suffering  saving  means 
that  science  has  placed  at  its  disposal." 

Again,  too,  in  Glasgow  during  a  recent  epi- 
demic, cases  were  treated  with  a  serum  obtained 
from  immunized  heifers.  The  results,  however, 
were  not  very  encouraging. 

The  story  of  vaccination  during  the  many  years 
since  1796  has  been  one  long  successful  pro- 
phylactic onslaught  on  smallpox.  True,  it  has 
been  interrupted  now  and  then  by  epidemics,  but 
it  does  not  require  a  great  amount  of  thought 
nor  the  recital  of  further  statistics  to  prove  its 
wonderful  results  or  to  testify  to  the  lessened 
mortality  it  has  brought  about.  To-day  we  find 
it  universally  accepted  as  a  protective  agent  in 
all  our  large  cities  and  towns  throughout  the 
world,  where  because  of  dirt  and  overcrowded 
conditions  outbreaks  of  this  dreaded  disease  are 
more  apt  to  take  place.  In  these  cities  we  find 
the  Departments  of  Health  not  only  countenanc- 
ing its  use  but  making  it  compulsory  among  the 
school  children,  tenement  house  population  and 
factory  employees. 

England  to-day  has  its  compulsory  vaccination 
laws ;  Italy  supports  fourteen  vaccination  sta- 
tions for  its  poor  at  Rome,  Venice,  Milan,  Genoa 
and  other  cities.  Norway  made  it  obligatory  in 
181 1.  Austria,  Roumania,  Turkey  and  Greece 
assume  the  right,  if  they  so  desire,  to  vaccinate 
all  those  unvaccinated.  Holland,  like  Italy,  sup- 
ports vaccination  stations  for  its  poor  though  not 
making  the  operation  compulsory.  Germany 
compels  it ;  so,  too,  does  Denmark,  and  so,  too, 
does  Japan  since  1874.  We  meet  with  physicians 
at  times  who  look  with  sort  of  doubt  and  skepti- 
cism on  its  practice,  but  fortunately  we  come 
across  them  but  rarely. 

Vaccination,  then,  was  the  first  great  triumph 
of  serum  therapy,  and  it  certainly  has  proven  a 
worthy  precursor  for  the  others  that  have  fol- 
lowed since.  Years  elapsed  before  serum  therapy 
was  again  brought  forth  as  a  therapeutic  agent, 
but  as  time  proved,  they  were  not  all  idle  years, 
for  stimulated  by  Jenner's  example  and  what  he 
had  accomplished,  other  investigators  were  work- 
ing along  the  same  lines  of  thought,  and  at  last 
their  labors  were  crowned  with  success. 

DTPTITTTERTA. 

A  writer  once  said,  and  it  is  certainly  true, 
"that  by  far  (lie  greatest  interest  shown  by  the 


medical  world,  as  well  as  by  the  laity,  to  those 
discoveries  and  experimental  results  in  blood 
serum  therapy  relates  to  the  subject  of  Diph- 
theria." 

From  the  time  of  the  early  Greeks,  from  that 
period  in  the  world's  history  which  we  call  the 
"Homeric,"  an  affection  of  the  throat  had  been 
noticed  and  frequently  described  by  Galen  and 
others.  Outbreaks  of  it  had  occurred  in  Switz- 
erland and  along  the  Rhine,  and  in  182 1  Bret- 
toneau,  a  Frenchman,  published  his  first  essay 
on  the  subject  and  gave  to  the  disease  its  present 
name — diphtheria. 

It  was  Klebs,  in  1883,  who  first  demonstrated 
the  presence  of  bacilli  in  this  membrane,  but  it 
was  Loeffler  who,  a  year  later,  in  1884,  not  only 
showed  the  presence  of  the  bacilli  but  produced 
by  inoculation  a  like  membrane  in  susceptible  ani- 
mals. Even  before  the  time  of  Klebs-Loeffler 
bacilli  it  had  been  noted  that  one  attack  of 
diphtheria  was  seldom,  if  ever,  followed  by  an- 
other in  the  same  person  within  a  short  time. 
This  being  so,  the  thought  suggested  itself  that 
perhaps  by  its  infection  an  antitoxin  was  formed 
in  the  blood  which  protected  against  further  in- 
fection of  the  disease  at  least  for  a  time.  The 
object,  then,  of  the  investigators  working  on  the 
subject  was  to  find  a  serum  treatment  which 
would  be  protective  at  all  times  and  curative 
when  required.  The  names  of  Fraenkel,  Behr- 
ing,  Ehrlich  and  Wernicke  are  all  closely  linked 
in  the  history  of  diphtheria  with  those  of  Klebs, 
Loeffler  and  Brettoneau.  Pre-eminent  among 
those  w  ho  made  a  study  of  the  toxin  of  diph- 
theria in  search  of  its  antitoxin  was  Behring, 
who  showed  that  the  blood  of  immune  animals 
contains  a  substance  which  neutralizes  and  ren- 
ders inert  the  diphtheria  toxin. 

What  this  antitoxin  has  done  to  not  only  pro- 
tect and  prevent  from  an  attack  but  likewise  to 
cure  it,  is  a  story  familiar  to  all  of  us.  Since 
the  general  introduction  of  antitoxin  in  1894 
and  1895  a  marked  change  has  taken  place  in  the 
death  rate.  Previous  to  that  time  the  mortality 
ranged  from  25%  to  40%.  In  Massachusetts, 
from  1 89 1  to  1894  it  was  28.3%,  but  from  1895 
to  1891  it  had  decreased  to  13.1%,  and  in  1891 
it  had  decreased  still  further  to  10%.  These 
figures  mean,  so  the  Massachusetts  Board  of 
Health  states,  that  10,967  lives  have  been  saved 
in  seven  years.  In  general  the  mortality  is  said 
to  be  reduced  from  45%  to  16%. 

Osier  gives  the  following:  The  mortality  in 
Berlin  in  1894  was  39%,  after  the  introduction 
of  antitoxin  it  was  only  2.1%  in  1,390  cases. 
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The  mortality  of  Baginsky's  clinic  in  Berlin  for 
four  years  before  antitoxin  was  introduced  was 
41.1%.  During  the  four  years  after  it  was  in- 
troduced the  mortality  in  525  cases  was  15.81%. 

The  Chicago  Health  Department  in  one  of  its 
late  reports  says  of  antitoxin:  "Since  the  intro- 
duction of  antitoxin  in  the  treatment  and  pre- 
vention of  diphtheria  its  mortality  rate  has  been 
reduced  by  almost  one-half,  that  is  from  an  an- 
nual average  of  625  in  every  10,000  of  the  pop- 
ulation in  the  seven  years  before  its  use,  1889 
to  1895,  to  an  annual  average  of  324  in  the  seven 
years,  1896  to  1902,  of  antitoxin  treatment. 

During  1902  the  New  York  Health  Department 
furnished  free  antitoxin  to  15,792  cases.  Of  this 
number  1,860  died,  a  mortality  of  11.8%.  Of 
the  number  who  died  722  were  already  moribund 
when  injected,  which  really  reduces  the  death  rate 
t0  7-5%-  Of  1,702  injected  on  the  first  day, 
only  85  died,  a  mortality  of  4%. 

This,  then,  was  the  second  victory  won  by 
serum  therapy,  and  a  greater  one  in  some  ways 
than  even  vaccination.  Here  in  antitoxin  we 
find  the  cure  as  well  as  the  prophylaxis.  The 
general  application  of  this  remedy  to  diphtheritic 
conditions,  while  not  being  made  compulsory,  as 
in  the  case  of  smallpox,  has  been  so  extensive 
throughout  the  world  as  to  give  silent  though 
convincing  testimony  to  the  efficacy  of  Behring's 
serum  and  its  wonderful  therapeutic  value.  Severe 
as  the  disease  is,  and  high  as  the  mortality  re- 
mains, we  have  reached  a  stage  in  the  treatment 
of  this  condition  when  we  no  longer  have  the 
same  dread  of  it  we  had  years  ago.  As  I  said, 
the  mortality  has  not  yet  been  reduced  to  the 
minimum,  but  it  is  as  near  that  desired  goal  as 
time  will  permit.  There  are  times,  too,  it  is  true, 
when  antitoxin  responds  better  in  one  case  than 
in  another,  but  this  seeming  lack  of  benefit  is 
often  due  to  a  tardy  and  delayed  administration, 
when  the  toxins  have  already  so  weakened  the 
heart  and  general  organism  as  to  preclude  the 
possibility  of  recovery.  Or,  again,  if  used  early 
in  the  disease  with  little  benefit,  the  case  is  likely 
one  of  mixed  infection  of  the  streptococcic  and 
Klebs-Loeffler  bacilli,  and  the  presence  of  the 
former  we  are  told  both  stimulates  the  effect  of 
the  bacilli  and  adds  to  the  infection  its  own  de- 
teriorating properties. 

Intubations  and  tracheotomy,  good  as  they  are, 
are  no  longer  the  necessary  implements  they  were 
of  old,  and  the  membrane  now  appearing  first 
on  the  tonsils  does  not  have  the  same  tendency 
to  spread  downward  to  the  larynx  it  did  before 
antitoxin. 


Dr.  Francis  Quinlan,  of  New  York,  said  some 
time  ago  at  the  New  York  State  Medical  Asso- 
ciation meeting  in  Buffalo,  "that  since  the  intro- 
duction of  antitoxine  the  danger  from  diphtheria 
has  been  reduced  to  almost  a  minimum."  Before 
antitoxin  was  discovered,  in  one  year  he  did  116 
intubations.  Shortly  after  that,  he  says,  the  gen- 
eral use  of  antitoxin  took  its  place.  At  the 
same  meeting  Everard  T.  Ferguson,  of  Troy, 
said  that  before  the  introduction  of  antitoxin 
he  had  had  75  intubations  without  a  single  re- 
covery. After  antitoxin  he  treated  successfully 
five  cases  of  primary  laryngeal  diphtheria. 

TETANUS. 

About  the  same  time  as  Klebs  and  Loeffier  were 
making  their  discovery,  two  other  scientists  were 
examining  into  the  causes  of  tetanus,  and  in 
1884  Carle  and  Rattone  came  forth  with  a  proof 
that  tetanus  was  an  infectious  disease  by  inocu- 
lating a  rabbit  with  the  pus  taken  from  a  case 
and  producing  a  like  disease.  A  short  time  after 
this  a  Dr.  Nicolaier,  who  was  engaged  in  exam- 
ining the  germs  of  the  soil,  remarked  that  he 
often  found  a  bacillus  like  unto  that  of  Carle 
and  Rattone,  and  he  observed  that  by  inoculating 
guinea  pigs  with  this  soil  it  caused  spasms  and 
death.  The  infectious  nature  of  the  disease  hav- 
ing been  established,  naturally  stimulated  the  de- 
sire to  find  something  which  would  be  antagon- 
istic to  the  toxins  formed,  or,  in  other  words, 
to  discover  an  antitoxin  which  would  have  the 
same  tendency  as  diphtheria  antitoxin  and  nul- 
lify the  effects  of  the  poisonous  products  of  the 
tetanus  bacilli.  The  name  of  Kitasato  is  asso- 
ciated largely  with  this  study,  who  was  most  zeal- 
ous, not  so  much  to  find  an  antitoxin  to  kill  the 
microbes  as  one  which  would  paralyze  and  render 
inert  their  poison. 

The  first  case  of  tetanus  treated  with  anti- 
toxin was  in  1891,  under  the  attendance  of  an 
Italian  physician,  a  Dr.  Gagliardi,  of  Mollinelli, 
and  the  antitoxin  used  was  prepared  by  Tizzoni 
and  Cattani,  two  investigators  who  had  been 
most  industrious  in  its  study.  A  brief  report  of 
that  first  case  may  not  be  out  of  place  here.  The 
patient,  a  man  45  years  old,  had  been  cut  on  the 
foot  May  11,  1891,  was  seen  by  Dr.  Gagliardi  the 
next  day,  the  wound  was  dressed  antiseptically 
with  carbolic,  and  on  May  16th  it  was  healed. 
May  19th  symptoms  of  trismus  developed,  which 
became  marked  by  May  24th.  By  June  3d  opis 
thotonos  and  all  the  other  symptoms  of  tetanus 
were  marked,  and  0.25  centimetres  of  Tizzoni's 
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antitoxin,  which  had  heen  obtained  from  a  dog, 
was  injected,  and  this  was  followed  by  slight  im- 
provement. In  a  day  or  so  symptoms  became 
marked  again  and  two  injections  were  made. 
The  patient  did  well  after  this  and  was  dis- 
charged cured  July  5th.  Less  than  one  cubic 
centimetre  of  antitoxin  had  been  required  to 
neutralize  the  poisonous  effects  of  the  toxins. 
In  December  of  the  same  year,  1891,  the  second 
case  was  reported  favorable  after  antitoxin, 
and  since  then  antitoxin  has  been  generally 
used  in  all  our  hospitals  and  in  the  private  prac- 
tice of  many  physicians  with  relatively  good  re- 
sults. Not  without  some  mortality,  it  is  true, 
but  with  a  much  lower  one  than  was  the  case 
before  Tizzoni  and  Cattani  made  their  now 
famous  discovery.  According  to  the  statistics  of 
Reckter  of  717  cases,  and  the  records  of  another 
writer  who  has  collected  2,072  cases,  the  mor- 
tality was  88%  before  antitoxin,  and  now  has 
been  reduced  to  20%.  Grieger  remarks  that  "A 
therapy  which  can  cause  such  a  decrease  in  mor- 
tality is  certainly  wonderful  and  ought  to  be 
cheerfully  welcomed,  especially  by  those  who 
have  occasionally  to  witness  the  agony  brought 
on  by  this  disastrous  malady. 

At  the  present  time  the  departments  of  health 
of  many  of  our  cities,  as  in  New  York,  are  pre- 
paring antitoxin,  but  it  is  Behring's  serum  that 
is  used  mostly.  The  subarachnoid  method  of  in- 
jection, while  still  largely  in  use,  has  been  super- 
seded somewhat  by  the  intracerebral,  because  it 
is  generally  held  now  that  the  antitoxin  has  a 
more  powerful  and  quicker  influence  when 
brought  into  direct  contact  with  the  nerve  cen- 
ters. Not  to  appear  too  optimistic,  it  is  but  fair 
to  quote  from  an  article  by  Edward  W.  Schauf- 
fler,  who  has  recorded  233  cases  of  intracerebral 
injections,  with  96  recoveries  and  137  deaths,  a 
mortality  of  58.7%.  In  the  same  article  he  ad- 
vises restricting  the  intracerebral  method  and 
using  more  frequently  the  subarachnoid  and  sub- 
cutaneous. At  a  recent  congress  of  surgery  in 
Paris  a  Lyons  surgeon  reported  373  cases,  with 
145  deaths,  a  mortality  of  39%.  High  as  this 
death  rate  is,  it  is  small  when  compared  to  the 
days  before  antitoxin,  when  we  are  told  it  varied 
between  70%  and  90%.  Another  report  by 
Cabot,  of  Boston,  gives  the  mortality  with  Beh- 
reng's  scrum  of  52.7%,  and  with  Tizzoni's 
serum  in  88  cases  a  mortality  of  36.3%.  Though 
less  brilliant  by  far  than  diphtheritic  antitoxin, 
we  cannot  but  admit  that  it  has  accomplished 
much  more  than  any  other  known  remedy  for 
the  disease.   It  is  only  fourteen  years  since  it  was 


first  introduced,  so  that  we  must  not  be  disap- 
pointed should  it  fail  at  times,  but  let  us  be  thank- 
ful for  what  it  has  already  done  and  look  to  the 
future  expecting  greater  results. 

DYSENTERY. 

Long  before  the  time  of  Hippocrates  dysentery 
was  one  of  the  best  known  diseases,  but  it  was 
around  430  B.  C.  that  it  was  first  described  by 
him  and  the  difference  between  it  and  diarrhea 
were  pointed  out.  But  in  spite  of  its  long  years 
of  recognition  and  the  great  amount  of  literature 
written  on  the  subject,  besides  long  and  diligent 
inquiry  as  to  its  cause,  it  remained  for  the  Jap- 
anese Shiga  in  1897  to  first  isolate  and  describe 
the  bacillus  which  seemed  to  have  all  the  require- 
ments to  act  as  a  causative  agent.  Up  to  this 
period  the  ameha  was  always  looked  upon  as  the 
responsible  cause.  Shiga  discovered  his  bacillus 
then  in  1897  in  an  epidemic  in  Japan,  when  there 
were  22,300  deaths,  out  of  89,400  cases,  or  a 
mortality  of  24%.  In  36  cases  he  found  the 
bacillus  in  the  intestinal  contents,  in  the  walls 
of  the  intestine  and  in  the  mesenteric  glands. 
Flexner  substantiated  Shiga's  claim  in  his  study 
of  dysentery  in  the  Philippines  in  1899.  So,  too, 
did  Storey  and  Musgrave,  working  under 
the  Surgeon  General  sof  the  United  States 
Army,  in  their  study  of  1,328  cases  in 
Manila  for  one  year.  As  to  the  serum 
therapy  of  the  disease,  there  is  now  being  used 
in  Manila  and  Japan  an  antitoxin  prepared 
from  the  bacilli  of  Shiga  by  Kitasato,  and  in  its 
results  they  claim  it  is  second  only  to  the  serum 
used  in  diphtheria.  While  definite  results  are 
wanting  and  no  statistics  are  obtainable,  we  are 
told  "that  enough  work  has  been  done  in  this 
country  to  make  it  evident  that  the  outlook  is  not 
at  all  unpromising."  Dr.  William  H.  Park,  in  his 
paper  read  before  the  New  York  County  Medical 
Association,  May  18,  1903,  spoke  at  some  length 
as  to  serum  therapy  in  this  disease.  He  was  not 
over-enthusiastic,  and  reported  fifteen  cases  in 
which  up  to  that  time  the  serum  had  been  used  in 
New  York,  and  while  the  results  were  not 
marked,  he  thought  that  possibly  this  might  be 
due  to  a  mixed  infection.  He  said  further  that 
Shiga  claimed  that  when  tin'  scrum  was  used 
early  the  symptoms  abated  so  promptly  as  to 
leave  no  doubt  as  to  its  wonderful  efficacy.  Let 
us  hope  that  this  claim  of  Shiga's  may  prove  true. 

HYDROPHOBIA. 

With  the  subject  of  rabies  or  hydrophobia 
there  arc  no  names  more  prominently  identified 
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than  those  of  Pasteur  and  Gihier.  To  their  un- 
tiring efforts  and  study  we  arc  indebted  for  the 
antihydrophobia  serum,  and  though  we  are  still 
working  in  the  dark  as  to  the  particular  micro- 
organism responsible  for  this  disease,  our  results 
thus  far  with  serum  therapy  treatment  have  been 
uniformly  good  and  encouraging.  In  order  that 
the  result  be  good  it  is  necessary  that  the  Pasteur 
treatment  be  begun  immediately ;  that  is,  during 
the  stage  of  incubation.  The  object  in  this  treat- 
ment is  the  rapid  production  of  immunity  in 
the  patient  as  early  as  possible,  because  it  has 
been  shown  that  immediately  after  infection  the 
poison  is  present  in  the  brain,  spinal  cord,  nerve 
trunks  and  saliva.  The  prognosis  with  serum 
therapy  and  hydrophobia  is  uniformly  good  if 
immunity  can  be  established  before  the  period 
of  incubation.  The  Pasteur  Institute,  from  1886 
to  1894,  treated  13,817  persons  who  had  been 
bitten  by  supposedly  rabid  animals.  Out  of  this 
large  number  the  mortality  was  only  0.5%.  Com- 
pare this  mortality  of  0.5%  with  the  mortality  of 
60  to  80%  without  the  Pasteur  serum  treatment, 
and  not  only  must  we  conclude  that  in  the  case 
of  hydrophobia  serum  therapy  has  been  most  suc- 
cessful, but  that  Pasteur  and  his  associates  have 
reduced  the  mortality  to  a  surprisingly  low  figure. 

CHOLERA. 

This  disease  of  the  gastrointestinal  tract,  en- 
demic in  certain  portions  of  India,  and  epidemic 
in  other  countries,  from  time  to  time  has  at  all 
times  been  most  fatal  in  its  results.  Koch  proved 
it  to  be  infectious,  and  its  spirillum  is  known  as 
the  Spirillum  of  Koch  or  Spirillum  Cholerce  Asi- 
aticce.  It  was  in  1884,  when  diphtheria  anti- 
toxin was  being  prepared  and  the  tetanus  bacilli 
were  first  being  described,  that  Ferran,  a  Spanish 
physician,  read  a  paper  before  the  Academy  of 
Barcelona  on  July  16th  relative  to  the  inoculation 
against  cholera.  During  the  following  year  1885, 
when  cholera  was  epidemic  throughout  Spain, 
he  used  an  anticholera  serum  on  25,000  cases. 
This  was  the  first  attempt  at  serum  therapy  with 
this  disease,  but  unfortunately  the  results  were 
hardly  equal  to  his  claims  and  expectations.  It 
was  a  beginning  though,  and  since  then,  through 
his  example,  others  have  been  encouraged  to  take 
up  the  work  with  the  results  at  times  no  better 
than  his.  Metschinkoff  in  1893  published  his 
results.  Haffkine,  between  1893  and  1895,  sub- 
jected 40,000  people  in  India  to  his  prophylactic 
treatment,  and  his  results  were  good,  being  en- 
tirely preventive  and  not  curative.  These  in- 
jections of  Haffkine  had  not  been  of  an  antitoxic 


substance  but  merely  graduated  cultures  of  mod- 
erate virulence,  and  to-day  it  is  but  little  in  use. 
His  records,  though,  for  that  time  were  quite 
encouraging.  In  one  town  of  340  uninoculated 
forty-five  got  cholera  and  thirty-nine  died,  of  181 
inoculated  only  four  contracted  the  disease,  and 
they  died.  Of  eighteen  people  living  in  one 
house  eleven  were  inoculated,  and  no  cholera  de- 
veloped in  any  of  them ;  of  the  seven  who  were 
not  inoculated  four  contracted  the  disease  and 
three  died.  As  to  a  curative  serum,  there  is  none, 
and  the  best  we  can  claim  to-day  is  the  serum 
therapy  of  Haffkine  as  a  prophylaxis. 

TYPHOID  FEVER. 

At  the  present  time  another  disease  that  we 
hope  may  respond  to  serum  therapy  is  that  caused 
by  the  bacillus  first  described  by  Koch,  Gaffky 
and  Eberth,  and  known  as  typhoid  fever.  The 
use  of  the  antityphoid  serum  up  to  the  present 
time  has  been  so  limited  that  we  are  hardly  in  a 
position  to  state  just  what  its  future  promises. 
Chantenesse  is  quoted  in  the  Journal  of  the  Amer- 
ican Medical  Association  as  having  treated  514 
cases  with  the  serum,  and  having  a  mortality  of 
twenty-two  deaths  or  4%.  The  mortality  from 
typhoid  in  fourteen  other  hospitals  at  Paris  at 
the  same  time  with  3,199  cases  was  581  or  18%. 
Serum  treatment  has  been  practised  to  quite  a 
large  extent  among  the  British  troops  in  India 
and  South  Africa.  The  sera  used  have  at  times 
been  obtained  from  horses  and  from  convalescent 
cases.  In  the  British  Medical  Journal,  1901, 
Wright  reports  that  among  2,669  uninoculated 
and  720  inoculated  soldiers  sixty-eight  of  the 
former  and  only  one  of  the  latter  who  were  inocu- 
lated contracted  typhoid.  In  diphtheria  the  more 
severe  the  case  the  larger  the  dose,  whereas  in 
typhoid,  the  worse  the  case  the  weaker  the 
strength  of  the  serum  used.  Again,  in  the  Brit- 
ish Medical  Journal  of  January  n,  1902,  there 
is  a  report  of  947  cases  not  previously  inoculated 
with  a  mortality  14.25%,  and  of  203  cases,  all  of 
whom  had  been  inoculated  from  six  to  eighteen 
months  before  with  a  mortality  of  6.8%.  Osier 
quotes  E.  Fraenkel  as  having  had  fairly  good 
results  in  fifty-seven  cases  treated  with  serum, 
and  says  that  the  fever  is  more  remittant  and 
defervescence  takes  place  sooner,  sometimes  by 
crisis  instead  of  as  ordinarily  by  lysis.  Osier 
also  says  that  Lambert  claims  to  have  found 
benefit  in  fifteen  out  of  twenty-eight  cases.  From 
observations  made  by  Josias  in  the  Paris  hospitals 
for  children,  from  March  I,  1902,  to  March  1, 
1903,  the  mortality  without  serum  treatment  was 
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14.2%.  At  the  Brettonean  Hospital,  where  the 
serum  was  used,  the  mortality  was  only  4%. 
Just  now  we  must  withhold  judgment  because 
the  reports  and  statistics  as  to  its  use  are  not 
sufficiently  numerous,  and  the  future  alone  can 
tell  us  what  the  results  will  be. 

SCARLET  FEVER. 

As  yet  we  are  entirely  ignorant  as  to  what  the 
contagion  of  scarlet  fever  is,  but  in  spite  of  this 
enthusiasts  are  ready  to  go  ahead,  and  since  1896 
serum  therapy  has  from  time  to  time  been  sug- 
gested and  tried.  Its  results  are  scarcely  more 
definite  than  those  of  typhoid.  The  serum  has 
been  used  at  irregular  times  during  the  past  sum- 
mer and  fall  in  some  of  our  city  contagious  hos- 
pitals, and  in  speaking  recently  with  one  of  the 
internes,  he  told  me  the  only  result  noted  was 
that  the  disease  seemed  to  run  a  more  rapid 
course,  and  that  the  rash  and  desquamation 
seemed  at  times  to  disappear  sooner  than  in  the 
cases  where  it  was  not  used.  No  statistics  were 
kept,  and  the  results  were  altogether  uncertain 
and  indefinite,  and  it  is  seldom  resorted  to  now. 
Scrum,  as  a  rule,  is  now  prepared  from  the  strep- 
tococcus found  in  the  organs  of  scarlet  patients. 
This  appearance  of  the  streptococcus  with  scarlet 
has  sort  of  revived  the  subject  of  serum  treat- 
ment lately,  and  Baginsky,  of  Berlin,  who  claims 
priority  in  the  discovery  of  the  association  of  the 
streptococcus  with  the  as  yet  unknown  scarlet 
germ,  has  full  confidence  in  the  antiscarlet  sys- 
tem which  has  been  prepared  by  Aronson.  Moser, 
who  has  also  prepared  a  serum,  reports  84  cases. 
Seventeen  of  these  84  cases  were  mild,  and  there 
was  no  mortality.  Sixty-two  of  the  84  cases  were 
severe  and  apparently  hopeless,  but  46  of  that 
number  recovered  and  16  died.  The  dose  was 
from  30  to  180  c.c.  In  the  Medical  Nezus  of 
October  29,  1904,  Henry  L.  K.  Shaw  says  that 
during  the  past  four  years  all  severe  cases  of 
scarlet  fever  at  the  Annakinderspital  in  Vienna 
have  received  the  Moser  antiscarlet  serum  with 
no  less  surprising  results  than  seen  with  the  diph- 
theria serum.  This,  as  we  said,  is  an  anti- 
streptococcic serum,  and  Moser  claims  that  in  the 
blood  taken  from  the  heart  immediately  after 
death  he  has  shown  the  presence  of  the  strepto- 
coccus in  63  out  of  99  examinations.  I  remark 
this  merely  parenthetically  because  his  statement 
seems  to  carry  with  it  the  evidence  of  the  proof 
of  the  association  of  the  streptococcus  with  the 
germs  of  scarlet  if  there  is  any  other  causative 
factor.  Shaw's  statement  is  certainly  favorable 
to  the  use  of  the  serum.    In  a  few  hours  after  its 


inoculation  the  temperature  drops  to  normal, 
there  are  no  signs  of  collapse,  the  pulse  becomes 
slower  and  of  better  quality,  and  the  symptoms 
of  any  toxemia  which  may  have  existed  disappear, 
sequela?  and  complications  are  less  frequent,  and 
when  they  do  occur  are  less  severe.  The  mor- 
tality for  four  years  before  its  use  was  14.5%, 
in  the  last  four  years  at  the  Annakinderspital  in 
Vienna  it  has  been  only  8%.  In  the  same  four 
years  in  the  other  hospitals  of  Vienna  where  the 
serum  was  not  used  the  mortality  was  13.1%. 

PYEMIA  AND  SEPTICEMIA. 

The  results  of  antistreptococcic  serum  injec- 
tions in  cases  of  pyemia  and  septicemia,  while 
not  at  all  times  of  the  best,  have  been  in  many 
cases  most  marked  and  beneficial.  It  is  in  this 
connection  that  serum  therapy  has  exerted  its 
influence  in  the  line  of  surgery.  Packard  and 
Wilson  collected  117  cases  treated  from  1900 
to  1902,  and  of  this  number  114  showed  signs 
of  improvement  or  fully  recovered.  They  make 
the  following  statement :  "All  of  these  reports 
tend  to  convince  us  of  the  fact  that  antistrepto- 
coccus  serum  will  at  least  do  no  harm,  and  that 
in  cases  in  which  the  streptococcus  alone  is  in- 
volved it  will  eliminate  that  micro-organism  and 
control  the  symptoms  caused  by  its  toxin  unless 
used  too  late  for  any  remedy  to  be  of  avail.  G. 
H.  Sherman  in  the  American  Medicine,  October 
17,  1903,  reports  good  results  from  antistrepto- 
coccus  serum  in  erysepelas,  particularly  when 
given  early.  In  pyemic  and  septicemic  conditions 
it  is  peculiar  to  note  that  the  serum  apparently 
does  wonders  in  one  case,  and  again  in  another 
case  presenting  similar  symptoms  it  has  but  little 
if  any  effect.  Bacteriology  has  not  as  yet,  we 
are  told,  discovered  all  of  the  many  forms  of  this 
coccus,  and  it  is  because  of  this  that  the  serum 
may  be  fatal  in  one  case  to  the  toxins  and  in 
the  other  indifferent  or  lacking  in  its  results.  In 
the  London  Lancet  of  July  16,  1904,  T.  J.  Hordcr 
says,  "that  the  ideal  serum  for  the  treatment  of 
any  particular  patient  suffering  from  strepto- 
coccus infection  must  be  one  obtained  by  the  use 
of  the  organism  actually  causing  the  disease  in 
that  patient,  for  this  scrum  can  alone,  be  guar- 
anteed to  be  specifically  associated  with  the  causal 
agent  of  the  disease." 

SYPHILIS. 

De  Listo  claims  to  have  treated  one  hundred 
cases  of  syphilis  with  the  serum,  but  the  results 
could  not  have  been  much,  as  the  report  is  in- 
definite and  uncertain. 
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TLAGUE. 

The  credit  of  isolating  the  bacillus  of  plague  is 
again  due  to  the  Japanese  Kitasato,  who,  in  1894, 
during  an  outbreak  of  the  disease  in  Hong  Kong, 
made  his  successful  investigations.  Almost  co- 
incidently  with  Kitasato  Yersin  and  Roux  dis- 
covered the  same  micro-organism.  Serum 
therapy  has  again  come  to  the  front  here  with 
quite  wonderful  results,  both  from  the  use  of 
Haffkine's  prophylactic  serum  and  Yersin's  anti- 
pest  serum.  All  authorities  are  one  in  agreeing 
that  both  sera  are  of  great  value.  Wyman  lays 
much  stress  on  the  lines  that  must  be  drawn  be- 
tween a  serum  for  preventing,  or  prophylaxis, 
and  one  that  is  curative,  and  he  says  the  prophy- 
lactic may  "not  have  the  least  beneficial  effect 
when  once  infection  has  taken  place.  He  con- 
cludes by  saying  that  "for  bubonic  plague  there 
is  but  one  accredited  remedy,  and  that  is  the  anti- 
pest  serum  of  Yersin  and  Roux."  A  French 
commission  which  has  examined  into  the  Yersin- 
Roux  antipest  serum  reports  that  the  results  are 
incontestible.  The  mortality  among  cases  treated 
with  it  was  14%,  and  among  those  not  treated 
with  it  it  was  70%.  The  results  of  Haffkine's 
prophylactic  serum  in  Bombay  have  been  good. 
At  one  time  8,142  persons  were  injected;  only 
18  contracted  the  disease  and  two  died.  At  an- 
other time  4,926  people  were  inoculated,  45  con- 
tracted the  disease  and  15  died,  while  among 
3,387  of  those  who  were  inoculated  the  second 
time  only  two  became  infected.  During  this 
same  period,  among  those  who  refused  to  be  in- 
oculated the  death  rate  varied  between  667  and 
1,000  every  week.  Lord  Curzon,  the  Viceroy 
of  India,  has  remarked  "that  a  measure  which 
changes  the  death  rate  of  from  70  to  80%  into 
one  of  15  to  20%,  even  in  those  who  are  attacked 
after  submitting  to  it,  to  say  nothing  of  the 
large  proportion  who  are  completely  pro- 
tected by  it,  is  one  which  no  sensible  person 
can  afford  to  neglect."  Major  Charles  B. 
Ewing,  of  the  United  States  Army,  in  the 
Medical  Record  of  April  4,  1903,  in  an  article  on 
the  plague  in  India  and  the  Philippines,  after 
speaking  encouragingly  about  the  Haffkine  pro- 
phylactic serum,  says  that  the  value  of  the  Yersin- 
Roux  serum,  aside  from  the  claims  of  its  discov- 
erers, is  incontestible.  In  one  epidemic  in  India, 
he  says  the  mortality  was  reduced  from  70  to 
14%.  There  is  a  third  serum,  which  has  been 
used  with  good  results,  though  not  so  extensively. 
This  is  the  Lustig  antipest  serum.  Haffkine 
reports  that  the  difference  in  the  mortality  of 


those  inoculated  and  those  not  inoculated  is  from 
80  to  90%.  The  record  then  of  serum  therapy 
in  relation  to  plague  is  more  than  an  encouraging 
one.  Its  use  since  it  was  first  introduced  in 
1894  (eleven  years  ago)  has  changed  a  mortality 
formerly  80%  into  one  that  is  now  from  15  to 
20%.  Antitoxin  has  certainly  in  this  instance 
accomplished  wonderful  results. 

TUBERCULOSIS. 

At  the  International  Medical  Congress  held  in 
Berlin  in  1900,  Koch  first  described  the  serum 
known  as  tuberculin.  As  a  means  of  diagnosis, 
particularly  among  cattle,  it  is  largely  employed 
at  the  present  day,  and  at  times  it  has  been  used 
for  this  purpose  in  man.  In  certain  early  cases 
of  tuberculosis,  and  when  used  most  judiciously, 
it  has  exerted  a  curative  effect,  but  Councilman 
concludes  his  article  on  the  subject  by  stating 
that  "it  is  a  very  dangerous  agent  when  consid- 
ered as  a  general  remedy  for  the  disease."  Osier 
says  that  its  use  had  been  in  great  part  abandoned. 
Modifications  of  it,  he  adds,  are  under  trial  by 
several  trustworthy  investigators,  whose  results 
may  justify  its  adoption  in  suitable  cases.  In 
one  of  the  German  medical  papers  Freymouth 
advises  the  use  of  tuberculin  as  a  means  of  diag- 
nosis. He  concludes  his  article  by  stating  that 
there  is  no  doubt  that  when  used  properly  tuber- 
culin is  the  best  test  yet  devised  for  the  diagnosis 
of  tubercular  trouble.  Most  of  the  literature  is 
rather  opposed  to  its  use.  It  often  reacts  in  cases 
which  on  autopsy  show  no  lesion — it  fails  at 
times  in  well  marked  cases,  and  there  is  no  posi- 
tive proof  that  it  will  not  react  when  some  other 
trouble  is  present. 

YELLOW  FEVER. 

As  regards  yellow  fever,  very  little  can  be  said, 
except  that  a  French  commission  claims  to  have 
immunized  individuals  with  a  yellow  fever  serum, 
saying  it  was  both  prophylactic  and  curative. 

EXOPHTHALMIC  GOITRE. 

The  serum  treatment  of  this  condition  merits 
nothing  more  than  a  passing  mention.  The 
serum  used  is  one  obtained  from  thyrodectomized 
sheep. 

RHEUMATISM. 

One  of  the  French  journals,  speaking  of  the 
discovery  of  Menzer  of  a  curative  serum  for  the 
treatment/ of  articular  rheumatism,  adds  that  it 
seems  full  of  promise.  Menzer  is  at  work  on  the 
theory  that  this  condition  is  the  result  of  a  strep- 
tococcus infection.  Sherman,  in  the  American 
Medicine,  October,  1903,  reports  having  treated 
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inflammatory  rheumatism  for  some  time  with 
antistreptococcic  serum  with  good  results.  In 
one  of  the  German  journals  Schmidt  reports  fif- 
teen cases  of  rheumatism,  some  of  which  re- 
sponded fairly  well  to  serum  treatment  even 
after  all  other  remedies  had  failed.  Of  these 
fifteen  six  showed  marked  improvement,  four 
were  doubtful,  and  in  five  there  was  no  change. 
Schmidt's  conclusions  are  that  the  serum  is  not 
a  specific  one  in  the  same  sense  as  diphtheria 
antitoxin,  but  we  must  admit  it  produces  favor- 
able  results  in  many  cases. 

Attempts  from  time  to  time  have  been  made  to 
produce  an  antipneumococcic  serum  with  results, 
however,  which  up  to  date  have  not  been  very 
encouraging. 

As  to  actual  results,  blood  serum  therapy  has 
reduced  the  mortality  in  smallpox  at  least  15  to 
25%,  it  has  changed  the  mortality  in  diphtheria 
from  40%  to  10%  to  15%.  In  tetanus  it  has 
made  a  mortality  formerly  88%  now  20%.  In 
hydrophobia  the  mortality  without  serum  therapy 
is  60%  to  80%,  and  with  early  serum  treatment 
it  is  only  0.5%.  In  plague  it  has  changed  a  mor- 
tality of  80%  into  one  of  1.5%  to  20%,  and  let  us 
hope  that  a  like  report  is  waiting  for  typhoid,  scar- 
let fever,  dysentery,  septicemia  and  pneumonia. 
At  the  present  time  serum  therapy  is  hardly  more 
than  in  its  infancy.  It  presents  as  yet  many 
complicated  problems,  many  unsolved  questions, 
and  many  unexplained  results,  but  from  day  to 
day  its  possibilities  are  becoming  more  encour- 
aging, its  application  more  general,  and  its  value 
more  appreciated,  and  there  rises  up  before  us  the 
conception  of  an  almost  illimitable  field  which 
offers  itself  for  research  and  study  to  the  med- 
ical profession.  What  it  has  accomplished 
in  the  past  is  to  the  future  what  the  surgery 
of  one  hundred  years  ago  was  to  the  surgery 
of  to-day,  and  it  is  no  vain  hope,  I  think, 
to  feel  that  further  study  and  knowledge  of 
serum  therapy  in  relation  to  toxins  and 
antitoxins  will  revolutionize  our  conceptions 
of  disease,  their  cause  and  cure.  The  dawn 
of  the  past  century  little  dreamed  of  the  X-ray, 
never  thought  of  radium,  and  little  hoped 
for  the  advances  made  in  all  branches  of  medi- 
cine and  surgery,  and  so  too  this,  the  beginning 
of  another  century,  little  knows  what  its  future 
years  are  to  bring  forth.  My  object  has  been 
accomplished  if  in  this  repetition  of  an  oft-told 
story  and  review  of  serum  therapy  I  have  but 
reminded  you  of  what  we  owe  to  the  names  of 
Jenner,  Behring,  Tizzoni,  Koch,  Yersin,  Haff- 
kinc  and  others,  and  caused  you  to  realize  that  it 


is  to  these  men  and  others  like  them  that  med- 
icine owes  what  it  has  to-day,  and  its  prom- 
ises of  greater  triumphs  yet  to  follow.  What 
wonder  is  it  then  that  as  we  look  back 
upon  the  past  and  see  smallpox,  diphtheria, 
tetanus,  pyemia  and  septicemia  and  other 
diseases  responding  to  serum  therapy  we  are 
tempted  to  view  the  future  with  hope  and  give 
credence  to  the  possibility  of  discoveries  which 
twenty-five  years  ago  we  would  have  considered 
the  vagaries  of  man's  imagination.  It  was  once 
said  by  a  writer,  and  with  his  words  I  beg  to 
close  my  paper :  "It  is  good  to  stop  and  look  back 
now  and  then,  especially  when  the  course  passed 
over  is  such  that  the  difficulties  mastered  in  it 
are  so  many  pledges  of  greater  triumphs  yet  to 
follow.  A  retrospect,  brief  though  it  may  be, 
shows  us  how  much  we  may  hope  for  in 
the  future.  It  helps  us  to  realize  how  mighty 
a  harvest  may  be  reaped  from  a  handful  of 
seed  when  there  are  faithful  husbandmen  near 
to  watch  over  the  growth.  What  results  time 
will  bring  about  we  know  not,  but  surely,  with 
the  marvels  of  the  past  before  us,  we  may  look 
up  to  God  and  allow  our  hearts  to  be  filled  with 
unspeakable  hope." 

A  CASE  OF  MASTOIDITIS  INVOLVING  THE  ENTIRE 
MASTOID  PORTION  OF  THE  TEMPORAL  BONE 
IN  AN  INFANT  THREE  MONTHS  OF  AGE. 


BY  WILLIAM  C.  BRAISLIN,  M.D. 
Surgeon,  Brooklyn  Eye  and  Ear  Hospital. 

Most  cases  of  mastoiditis  in  infants  are  of  the 
subperiosteal  abscess  variety,  the  infection  usual- 
ly extending  through  the  masto-squamosal  su- 
ture or  other  indifferently  ossified  parts  of  the 
bone  or  subperiosteally  by  way  of  the  posterior 
superior  canal  wall.  This  was  stated  in  a  recent 
paper  on  the  subject  of  "Mastoiditis  in  Infants." 
At  the  time  of  writing  that  paper  no  case  of  mas- 
toiditis of  the  type  about  to  be  described  had  been 
met  by  the  writer. 

The  case  is  likewise  of  some  interest  from  the 
fact  that  it  conclusively  demonstrates  that  such 
extensive  damage  to  the  bony  structures  as  was 
here  found  can  occur  in  so  short  a  time ;  since 
when  cases  of  mastoiditis  in  adults  are  met  with 
in  which  every  part  of  the  bone  is  necrotic  or 
filled  with  granulated  material  and  pus,  one  is 
apt  to  regard  it  as  of  some  considerable  time 
standing.  It  is  evident  that  such  a  lesion  may 
occur  in  a  child  in  a  very  short  time,  since  in 
the  case  herewith  related  the  disease  must  have 
developed  after  birth  ;  the  history  of  the  case 
carries  the  case  back  a  month,  the  extreme  limit 
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in  point  of  time  of  the  existence  of  the  inflamma- 
tion could  certainly  not  have  been  greater  than 
twelve  weeks,  the  entire  extrauterine  life  of  the 
child. 

A  female  child,  three  months  of  age,  was  pre- 
sented at  the  Brooklyn  Eye  and  Ear  Hospital 
March  7,  1905,  with  a  history  of  discharge  from 
the  ear  during  the  preceding  month.  It  had  ap- 
peared to  the  parents  quite  ill  during  this  time, 
and  part  of  the  time  very  ill.  One  week  ago  a 
swelling  appeared  suddenly  behind  the  ear.  The 
child  had  been  regularly  treated  by  the  family 
physician  until  he  referred  the  case  to  us.  On 
examination  the  child  was  found  to  be  a  well- 
nourished,  breast-fed  infant,  objecting  vigorously 
to  examination.  The  swelling  behind  the  ear 
which  had  brought  the  child  to  ms  was  a  narrow, 
cresentic  well-defined  tumor,  not  prominent.  The 
auricle  was  not  displaced  outward  and  downward. 
No  lop-eared  deformity  existed.  Both  auditory 
canals  were  obstructed  with  thick  pus.  The  flow 
of  pus  appeared  to  be  sluggish.  The  left  ear- 
drum (the  side  exhibiting  the  swelling  over  the 
mastoid)  was  observed  with  difficulty.  It  was 
regarded  as  perforated  at  the  superior  periphery 
of  the  membrane  at  a  small  pouting  point.  The 
child  was  referred  to  the  children's  ward  and  next 
day  was  operated  upon  under  chloroform. 

Pus  was  encountered  at  the  first  incision.  It 
had  not  previously  escaped  from  beneath  the 
periosteum.  Under  the  periosteum  the  entire 
mastoid  portion  except  the  inner  (cortical)  plate 
was  a  soft,  pulpy  mass  of  necrosed  bone,  pus  and 
granulation  tissue.  The  thin,  bony  plate  covering 
the  dura  and  sinus  had  remained  firm  and  intact. 
The  removal  of  the  diseased  area  represented 
rather  well  the  operation  on  the  region  as  recom- 
mended by  Dr.  Whiting.  The  space  resulting 
was  a  shallow,  gently  shelving  cavity  including 
all  the  mastoid.  The  deepest  part  of  the  cavity 
thus  formed  was  the  space  previously  occupied 
by  the  antrum.  This  and  the  canal  were  lightly 
packed  with  gauze.  At  the  first  dressing,  six 
days  later,  the  canal  was  dry.  Healing  of  the 
wound  progressed  very  rapidly,  but  later,  when 
the  child  was  allowed  to  be  taken  home,  suppura- 
tion from  the  canal  reappeared  and  continued  for 
some  weeks.  This  is  now,  however,  well  again, 
and  the  drum  has  healed  with  no  apparent  dam- 
age. In  a  considerable  operative  experience  with 
mastoiditis  in  infants  this  is  the  first  one  of  this 
type  met  with.  Complete  riddling  of  the  mastoid 
without  any  outward  displacement  of  the  auricle 
is  certainly  contrary  to  rule.  The  writer  records 
the  case  because  of  its  interest  to  him,  and  also 


that  in  its  description  there  occur  some  partic- 
ulars not  noted  among  those  given  in  a  paper  in 
the  Brooklyn  Medical  Journal,  August,  1904 
(Braislin,  "Mastoiditis  in  Infancy  and  Child- 
bood.")   

TRANSACTIONS  OF  SOCIETIES. 

THE  BROOKLYN  SURGICAL  SOCIETY. 


Regular  Meeting,  April  6,  1905. 


ILEUS   CAUSED   BY   THE   APPENDIX   ACTING  AS  A 
CONSTRICTING  BAND. 

Dr.  F.  C.  Paffard  said  that  the  appendix  may 
act  as  a  constricting  band,  causing  ileus,  is  men- 
tioned in  most  text-books.  There  are  not  as 
many  cases  reported  as  might  be  expected. 

Richardson  reports  three  cases.  McWilliams 
reports  eleven  cases.    Dr.  Rushmore  one  case. 

The  history  of  the  following  case  is  typical  of 
this  condition. 

John  H.,  age  47,  very  stout  and  overfed,  was 
previously  healthy,  except  for  occasional  con- 
stipation, and,  on  two  occasions,  attacks  of  pain 
in  the  right  iliac  region.  He  did  not  stop  work- 
ing during  these  attacks,  and  did  not  consult  a 
physician.  They  were  three  in  number,  about 
six  months  apart,  the  last  about  four  months  be- 
fore present  illness.  They  did  not  last  for  more 
than  a  day  or  two. 

Present  illness  began  October  1,  1904.  He 
was  awakened  from  his  sleep  about  3  A.M.  by 
a  violent  pain  in  his  abdomen.  He  began  to 
vomit  soon  afterward,  felt  chilly,  and  was  cov- 
ered by  a  cold  perspiration.  Dr.  Spafford  saw 
him  at  three  in  the  afternoon.  Temperature  100, 
pulse  84,  respiration  23.  The  abdomen  was  much 
distended.  There  was  a  small  tumor  in  the  median 
line  about  three  inches  above  the  umbilicus,  ap- 
parently a  preperitoneal  lipoma.  He  vomited  at 
intervals  a  bile-stained  fluid.  His  bowels  had 
not  moved  since  the  pain  began. 

On  palpation  the  abdomen,  while  very  tense, 
showed  no  rigidity  of  the  abdominal  muscles. 
There  was  no  essential  point  of  tenderness, 
neither  could  any  mass  be  felt  in  the  abdomen. 

A  high  enema  containing  turpentine  and 
magnes,  sulfat  was  then  given,  and  some  gas  and 
feces  passed.  Some  magnes.  sulfat  was  now 
ordered,  to  be  given  by  mouth.  Vomiting 
stopped,  bowels  moved  twice  during  the  night, 
and  when  Dr.  Wundcrlich  saw  him  the  next  day 
with  Dr.  Paffard,  he  refused  operation,  saying 
he  felt  much  better.    The  distension,  however. 
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did  not  diminish.  Vomiting  began  that  night, 
and  patient  consented  to  operation  Tuesday 
morning.  He  was  then  removed  to  St.  Peter's 
Hospital. 

A  four-inch  incision  was  made  in  median  line 
just  above  the  umbilicus,  as  it  was  thought  that 
a  hernia  might  be  behind  the  preperitoneal 
lipoma.  There  was  none.  The  small  intestines 
were  much  distended,  but  the  transverse  colon 
was  quite  small.  Gall  bladder  was  apparently 
normal,  but,  on  passing  the  hand  down  toward 
the  appendix,  this  organ  could  be  distinguished 
as  a  thick  hard  band,  passing  from  right  to  left, 
attached  to  the  posterior  wall  of  the  abdomen 
at  its  distal  extremity.  Behind  the  band  thus 
formed,  a  loop  of  small  intestine  was  tightly 
constricted.  The  adhesions  about  the  end  of 
the  appendix  were  broken  by  the  fingers.  As  it 
was  impossible  to  remove  the  appendix  through 
the  median  incision,  this  was  quickly  closed, 
and  the  appendix  removed  through  an  ordinary 
McBurnev  incision.  The  intestine  that  had  been 
constricted  was  then  examined.  It  proved  to  be 
ileum,  and  while  somewhat  discolored  at  first, 
regained  its  color  after  a  few  minutes.  It  was 
then  returned  to  the  abdomen,  and  the  wound 
closed.  The  patient  was  then  returned  to  ward 
in  a  state  of  considerable  shock.  That  evening 
the  bowels  moved  freely,  and  much  gas  was 
passed  per  rectum.  The  distension  decreased. 
Pulse  remained  rapid  and  feeble.  Temperature 
did  not  go  above  100.  Patient  died  on  the  fourth 
day  after  operation,  apparently  from  intestinal 
toxaemia. 

TRIFACIAL    NEURALGIA    TREATED    BY    OSMIC  ACID 
INJECTION. 

Dr.  A.  T.  Bristow  presented  a  female  patient. 
57  years  of  age,  whom  he  had  treated  for  tri- 
facial neuralgia  by  injecting  osmic  acid  into  the 
nerves,  as  described  recently  by  Dr.  J.  B.  Mur- 
phy, of  Chicago.  The  patient  had  suffered  from 
the  neuralgia  for  four  years.  At  first  the  pain 
came  on  only  during  the  winter,  but  latterly  the 
attacks  of  neuralgia  continued  into  and  through 
the  summer.  The  location  of  the  pain  was  that 
supplied  by  the  infra-orbital  nerves.  The  pains 
were  shooting  in  character  and  lasted  fifteen  to 
twenty  minutes  at  a  time.  The  expression  of 
patient  was  typical  of  extreme  suffering.  She 
was.  unable  to  eat  solid  food,  but  took  fluids  by 
the  teaspoonfu]  between  the  paroxyisms  of  pain 
which  even  fluids  excited. 

Three  weeks  ago  the  infra-orbital  nerve  was 
exposed  and  injected  with  15  minims  of  a  1/2 


per  cent,  solution  of  osmic  acid.  A  second  in- 
cision over  the  mental  foramen  was  also  made, 
and  this  also  injected.  Subsequent  to  the  oper- 
ation the  pain  stopped  in  the  infra-orbital 
and  submental  divisions,  but  the  patient  still 
complained  of  pain  which  was  restricted  to  the 
area  supplied  by  the  left  anterior  palatine  nerve. 
After  about  a  week's  interval  this  suddenly  dis- 
appeared for  several  days,  and  then  reappeared, 
but  in  verv  mild  form.  It  was  determined  to 
inject  the  anterior  palatine  nerve  in  the  fora- 
men. This  was  done  with  complete  and  imme- 
diate relief. 

The  cessation  of  the  pain  in  the  anterior  pala- 
tine nerve  before  injection  may  be  explained  by 
supposing  that  the  osmic  acid  injected  into  the 
infra-orbital  nerve  finally  found  its  way  into 
Meckel's  ganglion,  and  interrupted  the  sensory 
impulses  sufficiently  to  materially  modify  the 
neuralgia,  without  entirely  relieving  it. 

The  patient  is  entirely  free  from  pain,  but  still 
has  sensation  over  the  area  supplied  by  the 
nerves  injected.  She  complains  that  the  face 
on  that  side  feels  cold. 

Discussion. 

Dr.  W.  C.  Wood  said,  in  reference  to  the  case 
of  injection  with  osmic  acid,  it  seemed  to  him 
a  matter  of  extreme  interest.  He  had  not  seen 
or  had  experience  in  that  regard,  and  he  won- 
dered if  it  would  not  be  indicated  in  well- 
marked  sciatica.  He  noticed  a  few  days  ago 
that  Leonard,  of  Philadelphia,  says  that  these 
cases  of  facial  neuralgia  can  be  cured  by  X-ray 
treatments.  He  would  like  to  ask  if  any  of  the 
gentlemen  had  any  good  results  from  the  X-ray 
for  relief  of  the  neuralgia  or  sciatica. 

Dr.  Bristow  answered  Dr.  Wood's  question 
with  reference  to  the  use  of  osmic  acid  in  sciatica 
by  remarking  that  the  sciatic  is  a  mixed  nerve, 
and  if  osmic  acid  were  injected  into  such  a  nerve 
there  would  follow  a  paralysis  of  the  motor  fibres, 
and  if  the  motor  paralysis  was  as  permanent  as 
we  wish  the  sensory  paralysis  to  be,  it  would  be 
a  rather  awkward  predicament  for  the  patient. 
Therefore  he  did  not  think  it  could  he  used  for 
that  purpose. 

exsection  of  auriculo-temporal  nerve  for 
neuralgia. 

Dr.  A.  T.  Bristow  reported  another  case  of 
facial  neuralgia,  a  rare  one.  because  the  pain  was 
restricted  to  the  auriculo-temporal  nerve.  This 
neuralgia  was  of  seven  years'  duration.  For  the 
past  two  years  the  patient  has  had  a  chronic  otitis 
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media,  which  is  being  treated.  As  the  neuralgia 
antedated  the  otitis  media  by  five  years  there  did 
not  seem  to  be  any  relation  between  the  two  affec- 
tions. The  location  of  the  pain  corresponded  ex- 
actly to  the  atomical  distribution  of  this  nerve 
The  reporter  had  intended  to  inject  the  nerve 
with  osmic  acid,  but  on  finding  the  nerve,  it  was 
perfectly  evident  that  it  was  entirely  too  small  for 
the  introduction  of  a  needle,  and  he  contented 
himself  with  following  the  nerve  down  into  the 
spheno-maxillary  fossa  and  avulsing  out  two 
inches  of  it.  The  patient  has  had  complete  relief 
for  several  months.  The  nerve  can  best  be  found 
where  it  leaves  the  artery  and  plunges  into  the 
spheno-maxillary  fossa. 

SUTURE  OF  FACIAL  NERVE  ONE  YEAR  AFTER 
OPERATION. 

Dr.  A.  T.  Bristow  presented  a  little  girl  whose 
facial  nerve  he  sutured  one  year  ago.  This  nerve 
had  been  divided  by  another  surgeon  in  the  course 
of  an  operation  for  tubercular  glands,  and  the 
child  had  a  total  paralysis  of  the  facial  muscles  of 
that  side.  At  the  operation  the  nerve  was  appar- 
ently intact,  except  that  about  the  middle  of  the 
loop  there  was  a  •  nodule  entirely  crossing  the 
nerve.  He  found  by  electric  current  that  all  con- 
duction ceased  on  the  distal  side  of  the  nodule. 
It  was  evident  the  nerve  had  been  divided  and 
that  a  bit  of  the  tubercular  tissue  had  gotten  in 
between  the  ends  of  the  nerve  and  interrupted 
conduction.  The  nodule  was  excised  and  the 
ends  of  the  nerve  united  by  fine  black  silk.  At  the 
end  of  the  year,  while  there  is  still  some  muscular 
weakness  on  the  affected  side,  still  the  child 
has  control  of  the  facial  muscles.  One  must  not, 
therefore,  be  disappointed  in  these  cases  if  it  takes 
a  long  time  for  regeneration  to  take  place  in  the 
axis  cylinders  of  a  nerve  which  has  been  divided 
and  sutured  after  a  considerable  interval,  during 
which  there  has  occurred  not  alone  degeneration 
of  nerve  tissue,  but  atrophy  of  the  muscles  sup- 
plied by  the  nerve. 

REMOVAL  OF  BULB  OF  OESOPHAGEAL  PROBANG  FROM 
A  CONTRACTURED  CESOPHAGUS  BY  MEANS  OF 
A  WOUND  IN  THE  NECK,  WITHOUT 
OPENING  THE  CESOPHAGUS. 

Dr.  A.  T.  Bristow  reported  a  case  which  he 
thought  to  be  important  because  of  the  unusual 
and  unexpected  nature  of  the  accident  which 
brought  the  patient  to  his  care. 

About  two  months  ago  he  was  called  in  consul- 
tation by  a  physician  who  had  been  treating  a  lit- 
tle girl  ten  years  of  age  for  a  strictured  oesoph- 
agus, due  to  swallowing  lye  several  years  before. 
The  physician  had  been  dilating   the  stricture 


with  an  oesophageal  bougie,  with  interchangeable 
bulbs,  changing  from  one  size  to  another  as 
occasion  required.  It  had  been  necessary  to  give 
the  child  a  little  chloroform  always,  as  she  resist- 
ed when  conscious.  On  this  occasion  the  bougie 
had  been  passed  through  the  stricture,  but  on 
endeavoring  to  withdraw  it  the  physician  found 
that  the  bulb  had  slipped  off  and  remained  below 
the  stricture.  It  took  three  and  a  half  complete 
turns  of  the  bulb  to  screw  it  on  the  staff,  and  the 
doctor  assured  him  the  bulb  was  fully  screwed  on 
the  staff  before  being  used.  Nevertheless,  during 
the  manipulation  it  became  unscrewed  and  be- 
came imprisoned  below  the  stricture. 

The  X-ray  showed  that  the  bulb  was  at  the 
sternal  notch.  Dr.  Bristow  sent  the  child  into 
St.  John's  Hospital,  and  having  bee,n  placed  in 
an  exaggerated  anatomical  position  with  the  head 
thrown  far  back,  the  usual  incision  for  the  ex- 
posure of  the  oesophagus  was  made  and  the 
oesophagus  brought  into  view.  It  was  then  possi- 
ble to  palpate  the  bulb  and  by  good  fortune  to 
express  it  with  the  finger  through  the  stricture 
and  into  the  pharynx,  from  which  it  was  easily 
extracted  by  the  mouth.  The  child  subsequently 
contracted  a  broncho-pneumonia  and  was  quite 
sick  for  ten  days,  but  recovered  entirely.  Dr. 
Bristow  returned  the  child  to  the  physician  who 
had  her  in  charge,  advising  him  not  to  use  re- 
movable bulbs  for  the  purpose  of  dilatation,  but 
to  employ  solid  instruments  of  different  sizes. 

Discussion. 

Dr.  W.  C.  Wood  said  that  a  similar  case  had 
occurred  in  his  experience.  A  gentleman,  who 
was  an  artist,  had  suffered  from  tubercular 
disease  in  the  cervical  region  for  some  time,  and 
an  abscess  in  the  neck  had  produced  cicatricial 
contractions  in  the  oesophagus.  That  case  was 
being  treated  by  a  throat  specialist  with  oesopha- 
geal bougies.  One  of  them  became  loose  and 
completely  lost  in  the  oesophagus.  This  was  fol- 
lowed by  an  inflammatory  process,  which  shut  off 
the  oesophagus  absolutely.  The  man  was  in  a 
weak  condition ;  could  not  even  swallow  fluid. 
At  that  time  the  doctor  put  him  on  rectal  feeding 
and  rectal  enemas  of  salt  solution.  The  patient 
regained  somewhat  in  strength.  On  account  of 
the  mass  of  scar  tissues  in  the  oesophagus  and  in 
the  neck  in  connection  with  the  tubercular  dis- 
ease, it  seems  best  to  him  to  resort  to  gastrct- 
omy.  He  attempted  to  do  that,  but  the  man  died 
from  the  first  inhalation  or  two  of  chloroform 
before  he  was  touched  with  the  knife.  Dr.  Bris- 
tow's  case  was  interesting  as  being  a  second  ex- 
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ample,  showing  that  these  bulbous  bougies  do 
become  unfastened  in  the  oesophagus,  even  in  the 
hands  of  men  who  are  skilful  and  careful. 

PLASTIC  OPERATION  FOR  WEBBED  AND  CONTRACTED 
FINGERS  FROM  ELECTRICAL  BURN. 

Dr.  A.  T.  Bristow  presented  a  man  who  came 
to  him  with  webbed  and  contracted  middle  and 
third  fingers  of  left  hand  from  an  electrical  burn, 
received  from  contact  with  the  third  rail  in  the 
subway.  The  third  finger  was  bent  down  into 
the  palm  of  the  hand  by  the  cicatricial  contraction, 
the  middle  finger  being  less  strongly  flexed  but 
closely  connected  to  the  third  finger  by  a  web 
extending  beyond  the  second  phalanx.  The  fol- 
lowing operation  was  done  for  the  relief  of  the 
deformity :  First,  all  the  cicatricial  tissue  was 
exsected,  exposing  the  flexor  tendons.  The  web 
was  then  divided  and  a  palmar  flap  of  sound  skin 
turned  into  the  gap  between  the  fingers  and 
sutures.  The  remaining  raw  surfaces  were  cov- 
ered with  Thiersch  grafts,  and  the  hand  secured 
to  a  dorsal  splint. 

The  fingers  are  now  entirely  straight,  the  web- 
bing has  not  recurred,  and  flexion  is  rapidly  in- 
creasing so  that  there  is  every  prospect  that  the 
hand  will  be  as  useful  as  before  the  accident, 
and  the  result  speaks  for  itself. 

Discussion. 

Dr.  W.  C.  Wood  congratulated  Dr.  Bristow 
on  his  excellent  result  in  this  finger  case.  He 
saw  the  man  before  Dr.  Bristow  did.  The  man 
had  been  out  of  work  for  some  time.  The  doc- 
tor thought  it  wise  to  remove  one  of  the  fingers 
and  straighten  the  other,  believing  the  scar  tissue 
produced  would  not  be  sufficiently  firm  for  his 
work  as  an  electrician.  However,  Dr.  Bristow 
had  succeeded  in  obtaining  a  much  better  result 
in  the  hand  than  he  had  anticipated  doing  and 
although  the  man  is  going  to  be  delayed  from 
work  longer  than  if  he  had  submitted  to  amputa- 
tion, he  thought  the  course  pursued  by  Dr.  Bris- 
tow was  the  wiser  one.  He  believed  the  doctor 
had  obtained  a  better  plastic  result  than  we  have 
a  right  to  expect  in  a  case  of  that  kind. 

OPERATION  FOR  RE-FRACTURED  PATELLA. 

Dr.  R.  S.  Fowler  presented  a  man  whom  he 
had  operated  on  for  fractured  patella  about 
August  19th.  Re-fracture  took  place  subse- 
quently. The  man,  an  acrobat,  during  one  of 
his  exhibitions  noticed  pain  and  tenderness  in 
his  knee.  This  kept  on  for  four  weeks,  during 
which  time  he  still  kept  on  the  stage  performing. 
At  the  end  of  four  weeks,  when  trying  to  jump 


up  on  a  table,  he  felt  something  snap,  and  it  was 
found  that  his  patella  was  broken  by  muscular 
action. 

He  entered  the  German  Hospital  August  12th. 
The  fibrous  tissues  around  the  patella  were  su- 
tured with  very  fine  silver  wire  sutures.  He  was 
in  the  hospital  until  October  nth,  and  went  out 
with  an  apparently  perfect  result,  not  wearing 
any  apparatus  and  with  a  fair  degree  of  motion. 
About  a  week  after  he  went  home.  While  walk- 
ing along  the  sidewalk,  he  stepped  into  the 
street  and  was  run  into  by  a  bicycle. 
He  was  thrown  down  and  re-fractured  the  patella. 
He  was  taken  to  the  German  Hospital  a  second 
time  October  23d,  when  a  silver  wire  suture  was 
passed  through  the  patella  itself.  Two  weeks 
later  an  apparatus  was  applied  which  would  limit 
the  motion  of  the  patella.  The  amount  of  motion 
was  gradually  increased  until  a  few  weeks  ago 
the  apparatus  was  removed.  He  now  has  prac- 
tically normal  motion.  He  is  engaged  in  gym- 
nasium work  and  expects  to  reappear  on  the  stage 
soon. 

OPERATION   FOR  OLD  FRACTURE — DISLOCATION  OF 
THE  HUMERUS. 

Dr.  R.  S.  Fowler  presented  a  boy,  17  years  of 
age,  who  came  to  the  German  Hospital,  June 
24th,  with  an  old  fracture-dislocation  of  the  head 
of  the  left  humerus.  Four  weeks  previously  he 
had  fallen  from  a  wagon  and  received  a  fracture 
of  the  anatomical  neck  with  a  displacement  of  the 
head  under  the  coracoid  process.  The  speaker 
tried  to  reduce  the  dislocation  under  an  anesthetic 
without  incision,  but  found  it  impossible,  and  then 
made  an  incision  through  the  deltoid,  exposing 
the  head  of  the  humerus  and  the  joint,  and  by  the 
use  of  a  hook  managed  to  get  the  head  of  the 
bone  into  the  glenoid  cavity,  but  could  not  secure 
apposition  with  the  shaft  of  the  humerus.  In 
order  to  secure  the  bone  in  place,  a  steel  drill 
was  used  to  nail  the  fragment  in  place.  This 
drill  was  left  in  for  four  weeks,  the  arm 
held  in  the  Velpean  position,  and  after  five  weeks 
the  drill  was  removed.  The  boy  was  in  the  hos- 
pital ten  days.  About  six  or  seven  weeks  after 
the  operation  he  could  use  his  arm.  It  is  now 
impossible  to  distinguish  the  injured  from  the 
sound  shoulder  joint  except  by  the  scar. 

A  CASE  OF  PRIMARY  TUBERCULOSIS  OF  FLOATING 
CARTILAGE   IN    THE    KNEE  JOINT. 

Dr.  B.  B.  Mosiier  reported  the  case  of  Miss 
S.,  25,  who  came  under  his  care  about  Novem- 
ber, 1902,  with  the  following  history:  Nearly 
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two  years  before  she  had  fallen  off  a  bicycle, 
striking  on  her  right  knee,  the  leg  flexed.  There 
w  ere  very  marked  local  symptoms  following, 
such  as  pain,  tenderness,  swelling,  etc.  She  was 
treated  for  several  months  with  rest,  plaster  of 
Paris  casts,  elastic  knee-cap,  ichthyol,  etc., 
which  resulted  in  an  apparent  cure,  but  every 
few  weeks  or  so,  while  walking  or  while  arising 
from  the  sitting  to  the  standing  position,  she 
-would  get  what  she  called  a  kink,  which  meant 
trouble  in  the  knee-joint  of  varying  degrees,  but 
would  subside  only  to  recur.  When  he  saw  her, 
two  years  after  the  original  injury,  she  was  a 
plump,  healthy-looking  young  woman,  25  years 
old,  though  perhaps  a  trifle  pale.  The  knee, 
which  had  just  had  another  kink,  was  swollen, 
fluctuating,  tender,  painful,  etc.,  and  in  the  outer 
side  of  the  joint  could  be  felt  a  body  about  the 
size  of  a  silver  quarter  of  a  dollar,  very  freely 
movable  within  the  joint.  This,  with  the  his- 
tory, led  to  the  diagnosis  of  floating  cartilage  in 
knee  joint. 

For  about  a  year,  from  June  1,  1902,  to  June 
1.  1903,  she  got  along  comfortably  well,  using 
care,  casts,  knee-caps,  etc.,  but  from  June  1, 
1903,  to  June  1,  1904,  she  became  more  and 
more  disabled,  and  the  symptoms  that  had  here- 
tofore been  intermittent  were  now  constant,  and 
the  floating  cartilage  had  increased  in  size,  and 
was  very  tender  and  now  stationary.  The  X-ray 
showed  nothing.  It  was  decided  to  use  surgical 
measures,  so  June  1,  1904,  an  operation  was  un- 
dertaken having  for  its  object  the  removal  of 
this  floating  cartilage.  A  longitudinal  incision 
about  two  inches  long  was  made  on  the  outside 
of  the  joint,  directly  over  this  now  adherent 
cartilage.  On  reaching  this  mass  it  was  much 
softer  than  had  been  anticipated,  and  as  soon 
as  the  incision  was  through  the  capsule  of  the 
joint,  the  mass  gave  way,  and  quite  a  consider- 
able amount  of  broken  down  tissue  and  pus 
gushed  into  the  wound,  leaving  the  mass  hol- 
low, but  without  any  connection  with  the  joint 
itself.  In  order  to  protect  the  joint  a  few  deep 
mattress  sutures  were  placed  through  the  skin 
and  capsule,  then  out  on  the  other  side  of  the 
wound,  going  behind  the  cartilage,  so  when  they 
were  drawn  tightly  it  approximated  the  capsule 
surfaces  behind.  Thus  the  mass  was  delivered 
through  the  incision.  It  was  carefully  dis- 
sected out,  but  was  so  soft  that  it  came  away  in 
small  pieces.  The  wound  was  closed  completely 
and  plaster  of  Paris  applied  :  primary  union  was 
obtained,  and  she  made  an  uneventful  recovery, 
and  only  a  few  days  ago,  ten  months  after  the 


operation,  wrote  that  her  knee  was  perfectly 
well. 

The  report  of  the  pathologist  was  tuberculosis 
of  cartilage. 

Discussion. 

Dr.  R.  W.  Westbrook  said  that  primary 
tuberculosis  of  the  cartilage  of  joints  is  a  rare 
occurrence  and  something  unknown  to  him.  In 
adults,  of  course,  tuberculosis  originating  in  the 
synovial  membrane  of  the  joint,  following  an 
injury,  is  a  comparatively  common  thing.  It 
did  not  seem  to  the  doctor  that  one  could  assume 
that  this  case  was  one  of  primary  tuberculosis 
in  this  so-called  floating  cartilage.  It  is  not  an 
uncommon  thing,  too,  to  find  in  tubercular 
synovial  membranes,  especially,  cartilaginous 
masses  forming,  and  the  floating  cartilage  Dr. 
Mosher  spoke  of,  it  seemed  to  him,  might  very 
well  have  been  of  that  character.  Tuberculosis 
originates  usually  in  the  epiphyses  of  bone  or  in 
the  synovial  membrane,  and  in  adults,  as  a  rule, 
in  the  synovial  membrane,  and  he  should  feel 
this  case  followed  the  usual  rule  rather  than 
what  is  practically"  unknown  at  the  present  time, 
originating  in  cartilage,  and  a  floating  cartilage 
at  that. 

EXCISION    OF   ELBOW   JOINT   FOR  COMPOUND 
COMMINUTED  FRACTURE. 

Dr.  J.  B.  Bogart  presented  a  patient  to  show 
the  result,  after  partial  excision  of  the  elbow 
for  badly  comminuted  compound  fracture.  At 
the  operation  the  amount  of  bone  that  was  re- 
moved was  something  like  an  inch  and  a  half  of 
the  lower  extremity  of  the  humerus,  with  the 
head  of  the  radius.  The  patient  was  brought  in- 
to the  Biadford  Street  Hospital  the  latter  part  of 
last  November  with  a  compound  comminuted 
fracture  and  considerable  hemorrhage.  He  en- 
larged the  incision  and  found  several  loose  frag- 
ments of  bone,  which  he  removed,  and  it  was 
impossible  to  so  arrange  the  fragments  as  to 
hope  to  get  anything  like  their  natural  apposi- 
tion in  case  they  should  unite.  He  was  disposed 
to  leave  quite  a  large  part  of  one  of  the  condyles 
still  attached,  but  thought  it  was  better  to  re- 
move that  for  fear  the  remaining  portion  would 
have  a  tendency  to  cause  a  displacement  of  the 
elbow  joint,  which  would  be  more  awkward 
than  the  loose  joint,  so  he  removed  that  also. 

The  wound  was  closed  with  drainage,  and  no 
infection  having  occurred,  repair  was  prompt 
and  uneventful,  resulting  in  perfect  function  of 
all  joints  and  structures,  except  at  the  elbow, 
which  exhibits  in  only  a  moderate  degree  the 
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usual  phenomena  of  flail  joint,  a  result  which,  in 
Dr.  Bogart's  opinion,  is  much  more  satisfactory 
than  a  stiff  elbow  would  have  been,  supposing 
such  a  result  possible  in  this  case. 

ACUTE  PERITONEAL  INFECTION,   AND   ITS  IMME- 
DIATE  RELATION   TO  INTESTINAL 
OBSTRUCTION. 

Dr.  J.  P.  Warbasse  read  a  paper  on  this  sub- 
ject, showing  that  in  acute  peritonitis  the  inflam- 
mation causes  a  paralysis  of  the  muscular  coat 
of  the  intestine,  giving  rise  to  intestinal  obstruc- 
tion. Such  obstruction  as  this,  while  mechanic- 
ally very  different  from  obstruction  in  the  ordi- 
nary sense,  was  pathologically  and  clinically  very 
similar.  Paralyzed  bowel  gives  rise  to  the  same 
symptoms  as  occluded  bowel.  Intestine  which 
cannot  propel  onward  its  contents  is  the  seat  of 
intestinal  obstruction,  it  matters  not  whether  the 
contents  are  a  constricting  carcinoma,  foreign 
body,  or  gas.  Furthermore,  the  great  absorptive 
power  of  the  peritoneum  has  practically  no  bear- 
ing on  the  subject  of  peritonitis.  Peritoneum 
which  is  the  seat  of  an  acute  inflammation  is  so 
altered  that  it  resembles  granulative  tissue  more 
closely  than  it  does  normal  peritoneum ;  and  it  is 
doubtful  if  pus  or  septic  material  resting  on  the 
inflamed  peritoneum  is  absorbed  any  more  read- 
ily or  is  responsible  directly  for  any  more  gen- 
eral septic  symptoms  than  would  be  the  case  were 
the  same  septic  material  confined  under  the  same 
pressure  in  any  other  part  of  the  body.  Fatal 
peritonitis  is  fatal  becaue  of  intestinal  obstruc- 
tion, unless  the  character  of  the  infection  is  so 
severe  that  it  would  have  caused  death  had  it 
existed  in  another  part  of  the  body  with  the  same 
area  exposed  to  absorption. 

Discussion. 

Dr.  M.  Figueira  understood  Dr.  Warbasse  to 
claim  that  death  from  peritonitis  is  due  usually  to 
intestinal  obstruction  (intestinal  paralysis)  and 
not  to  septic  infection  from  the  peritoneal  cavity. 
This  proposition  was  so  novel  and  startling  and 
upset  previous  theories  so  much,  that  he  thought 
one  has  to  stop  a  minute  to  see  what  to  make  of 
it.  What  does  kill  people  in  intestinal  obstruc- 
tion ?  Is  it  due  to  absorption  of  intestinal  con- 
tents ?  Does  the  patient  die  previous  to  the  in- 
fection of  the  peritoneum?  If  we  look  at  cases  of 
intestinal  obstruction  at  autopsy,  we  find  marked 
and  characteristic  peritonitis,  due  to  the  infection 
of  congested  peritoneum,  especially  the  venous 
congestion,  which,  as  we  know,  prepares  the 
ground  for  bacterial  infection.    When  there  is 


a  volvulus  or  constriction  by  a  band  or  any  other 
cause  of  intestinal  obstruction,  there  is  venous 
congestion  of  the  bowel,  caused  by  interference 
with  return  circulation.  This  is  the  ground  for 
the  development  of  bacterial  infection  and  of  the 
peritonitis  that  results  from  it,  produced  by  mi- 
gration out  of  the  bowel  of  the  bacillus  coli  com- 
munis and  others  into  the  peritoneum.  And  as 
a  result  of  this  we  have  an  infection  that  eventu- 
ally kills  the  patient.  The  patient  from  intestinal 
obstruction  dies,  not  from  stercoraceous  absorp- 
tion, but  from  septic  infection.  In  the  same  way 
patients  die  from  peritonitis,  and  it  was  not  nec- 
essary, in  his  experience,  for  a  patient  that  dies 
with  peritonitis  to  have  intestinal  paralvsis.  He 
has  seen  patients  die  with  peritonitis  in  whom 
fecal  evacuations  had  taken  place  from  time  to 
time,  and  supposed  this  is  the  experience  of 
others.  Then,  again,  we  see  clinically  cases  of 
chronic  intestinal  obstruction,  in  which  the  com 
tents  of  the  bowel  have  been  retained  for  a  very 
long  time,  and  yet  these  cases  do  not  die  with 
septic  infection. 

Then,  again,  in  cases  of  peritonitis  the  same 
bacteria  infecting  the  peritoneal  cavity  have  been 
found  in  the  blood  itself.  The  bacillus  coli  com- 
munis has  been  found  in  the  blood  and  peri- 
toneum ;  so  has  the  streptococcus. 

Dr.  Figueira  maintained  that  Dr.  Warbasse 
had  presented  no  proofs  of  his  contention.  Dr. 
Warbasse  said  this  is  so,  but  what  proof  does 
he  give?  How  does  he  demonstrate  that  the 
fatal  cases  of  intestinal  obstruction  die  from  in- 
testinal obstruction  ?  Is  not  the  paralysis  of  the 
intestines  in  these  cases  the  result  of  absorption 
of  septic  material  caused  by  peritonitis,  rather 
than  the  way  the  essayist  claims  it  to  be?  In  the 
speaker's  way  of  thinking,  the  obstruction  is  the 
cause  of  the  symptoms.  Both  in  peritonitis  and 
intestinal  obstruction  patients  die  from  septic  ab- 
sorption, partly  may  be  from  the  intestines,  but 
mostly  from  the  peritoneal  cavity.  The  intestinal 
paralysis  of  peritonitis  is  a  consequence,  not  a 
cause. 

Dr.  L.  S.  Pilcher  believed  there  was  some- 
thing to  be  said  on  both  sides  of  the  question.  He 
remembered  very  distinctly  a  gentleman,  promi- 
nent in  the  community,  who  suffered  from  intes- 
tinal obstruction,  which  operation  determined  to 
be  due  to  a  contracting  carcinoma  of  the  colon, 
in  which,  as  the  result  of  the  obstruction,  the 
caecum  and  ascending  colon  had  become  very 
largely  distended.  The  obstruction  was  excised 
and  the  continuity  of  the  intestinal  canal  was  re- 
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established.  Naturally  one  would  have  supposed 
that  the  symptoms  of  sepsis,  of  exhaustion,  of 
general  disturbance,  which  had  begun  to  be  man- 
ifested before  the  removal  of  the  obstruction, 
would  have  begun  to  subside.  On  the  contrary, 
the  over-distended  caecum  and  ascending  colon 
did  not  propel  its  contents,  and  the  obstruction 
remained  to  all  intents  and  purposes  the  same. 
The  thing  to  have  been  done  in  such  a  case  evi- 
dently, if  the  condition  had  been  appreciated, 
would  have  been  to  have  re-exposed  this  par- 
alyzed and  distended  bowel  and  to  have  emptied 
it.  This,  however,  was  not  done ;  the  real  state 
of  affairs  not  having  been  appreciated  until  it  was 
too  late.  A  progressive  general  septic  condition 
followed,  and  within  three  days  the  gentleman 
died,  not  from  peritonitis,  but  from  the  absorp- 
tion of  septic  material  from  the  unemptied  over- 
distended  fecal  reservoir,  which,  from  the  paraly- 
sis, the  caecum  and  ascending  colon  had  been 
converted  into. 

The  contention  of  Dr.  Figueira,  that  cases  of 
intestinal  obstruction,  as  a  rule,  do  not  begin  to 
produce  their  serious  symptoms  until  the  bacteria 
from  the  bowel  have  transuded  through  the  over- 
distended  and  paralyzed  intestinal  wall  and  a  con- 
dition of  peritonitis  becomes  developed,  seemed 
to  the  speaker,  however,  to  be  the  general  expe- 
rience, and  Dr.  Figueira's  description  of  the  con- 
dition was  perfectly  true. 

It  seemed  to  Dr.  Pilcher,  further,  that  the  rea- 
soning and  contention  of  the  writer  of  the  paper 
was  such  as  required  considerable  thought  before 
it  could  be  satisfactorily  discussed  by  those  who 
listened  to  it.  and  the  fact  that  the  members  did 
not  hasten  to  discuss  it  was  not  so  much  because 
they  did  not  appreciate  the  importance  of  the 
views  expressed,  but  rather  because  they  did  ap- 
preciate their  importance  and  desired  to  have  a 
greater  amount  of  time  for  their  consideration 
before  they  began  to  express  their  views  with 
regard  to  them. 

Harking  back  on  former  experience,  he  was 
inclined  to  think  the  paper  expressed  not  all  of 
the  truth,  but  a  part  of  it,  a  truth  perhaps  im- 
perfectly appreciated  and  only  but  feebly  ex- 
pressed before,  but  if  the  idea  is  that  it  is  to  cause 
us  to  throw  aside  all  previously  accepted  views 
of  the  dangers  of  peritonitis,  possibly  it  may  not 
receive  general  acceptance.  In  the  clinical  ex- 
perience which  presents  itself  to  the  surgeon, 
the"re  are  examples  of  both  methods  of  develop- 
ment of  peril  in  connection  with  infection  of  the 
peritoneum  and  of  the  infection  from  the  cavity 
of  the  intestine  itself. 


Dr.  J.  P.  Warbasse  expressed  disappointment 
in  not  having  the  benefit  of  the  opinion  of  some 
of  the  other  members  of  the  Surgical  Society  on 
this  important  subject.  He  did  not  take  the  time 
to  present  an  elaborate  thesis,  but  he  assured  the 
gentlemen  that  what  he  had  said  had  been  uttered 
not  without  proper  consideration,  and  while  Dr. 
Figueira  very  properly  stated  that  he  did  not 
present  absolute  confirmation  of  his  statement, 
he  would  say  that  he  presented  the  results  of  a 
not  inconsiderable  clinical  observation  and  expe- 
rience. He  had  taken  pains  to  try  and  find  out 
from  experimental  physiologists  and  pathologists 
the  causes  of  death  from  intestinal  obstruction, 
and  at  the  present  time  the  most  enlightened  in- 
formation which  we  could  secure  on  that  subject 
failed  to  explain  why  these  cases  die. 

Dr.  Figueira  was  thoroughly  incorrect  in  at- 
tributing death  in  these  cases  to  stercoral  absorp- 
tion for  the  most  advanced  experimentation 
showed  that  death  is  more  probably  due  to  dis- 
sturbances  of  the  sympathetic  nervous  system  of 
the  intestine  than  with  the  stercoral  absorption 
or  with  the  later  peritonitis.  It  is  curious 
that  the  absorption  of  intestinal  contents  in  these 
cases  really  has  so  little  to  do  with  the  matter. 
A  person  may  have  a  paralyzed  bowel,  such  as 
he  had  illustrated  on  the  board,  and  die  from  that 
condition  without  peritonitis,  just  as  from  paraly- 
sis or  an  obstruction  from  a  foreign  body ;  yet 
another  individual  may  go  the  same  length  of 
time,  or  much  longer,  without  a  movement  of  the 
bowels,  with  fecal  material  impacted  in  that  same 
place,  and  still  have  none  of  these  symptoms 
which  we  are  in  the  habit  of  recognizing  as  the 
symptoms  of  intestinal  obstruction. 

He  had  not  presented  reference,  but  was  able  to 
do  so.  He  did  not  wish  to  be  understood  as 
minimizing  the  importance  of  septic  absorption 
from  the  peritoneum.  The  peritoneum  has  a 
large  surface,  and  often  we  see  a  very  consider- 
able surface  involved ;  but  in  rebuttal  to  Dr. 
Figueira's  statement  that  these  cases  die  without 
intestinal  obstruction,  he  contended  that  cases  of 
infection  of  other  parts  of  the  body  die  without 
intestinal  obstruction.  They  die  from  septic  ab- 
sorption, and  septic  absorption  may  occur  from 
the  limbs,  from  the  joints,  from  other  parts  of  the 
body,  and  cause  death  just  as  it  may  from  the 
peritoneum  ;  but  the  peritoneum,  when  inflamed, 
it  seemed  to  him  from  his  clinical  experience, 
does  not  furnish  any  greater  amount  of  absorp- 
tion than  other  parts.  He  knew  of  no  propo- 
sition in  recent  surgery  so  unsurgical  and  so  con- 
trary to  our  experience  as. the  proposition  eman- 
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ating  from  Johns  Hopkins  Hospital  concerning 
the  absorption  of  materials  from  the  upper  part 
of  the  peritoneum,  which  resulted  in  the  sugges- 
tion to  elevate  the  foot  of  the  bed  in  peritonitis  in 
order  to  secure  drainage  to  the  parts  of  the  peri- 
toneal cavity,  from  which  absorption  could  take 
place  the  most  readily.  As  he  had  stated,  absorp- 
tion in  peritonitis  must  take  place  from  the  in- 
flamed peritoneum.  Even  if  we  could  dump  into 
the  noninfected  peritoneum  the  products  which 
we  desire  to  have  absorbed  immediately,  we 
would  have  quickly  developed  there  an  inflamma- 
tion, and  the  changes  in  the  peritoneum  which 
convert  it  into  a  surface  similar  to  the  lining  of 
an  abscess.  If  one  would  take  the  pains  to  make 
a  section  of  acutely  inflamed  peritoneum,  as  the 
speaker  had  done,  he  woidd  be  unable  to  discover 
endothelial  cells,  excepting  with  great  difficulty ; 
in  fact,  there  is  often  no  suggestion  of  endothelial 
cells.  You  find  so  rich  a  deposit  of  new  con- 
nective tissue,  of  new  round  connective  tissue 
cells,  that  there  is  present  a  picture  which  is  sim- 
ilar anatomically  to  the  granulations  and  the  tis- 
sues which  line  an  ordinary  abscess  cavity ;  it 
is  the  same  and  is  no  more  absorbent. 

The  matter  of  pressure  has  a  great  deal  to  do 
with  this  thing.  When  an  appendix  becomes 
inflamed  and  surrounded  by  pus  which  is  retained 
under  pressure,  there  is  a  higher  temperature 
than  when  the  same  amount  of  pus  is  unconfined 
in  some  part  of  the  free  peritoneal  sac.  That  is 
a  condition  which  holds  true  in  abscesses  or  in 
collections  of  pus  in  any  other  part  of  the  body. 

He  had  seen  such  cases  as  Dr.  Pilcher  has 
spoken  of.  He  had  seen  cases  in  which  an  oper- 
ation is  done  for  mechanical  obstruction  of  the 
bowel ;  a  carcinomatous  segment  of  the  bowel  is 
removed ;  the  two  ends  of  the  intestine  are 
joined  ;  a  peritonitis  develops ;  and  the  patient 
goes  on  with  symptoms  similar  to  those  which 
existed  before  obstruction  was  relieved.  There 
are  present  the  symptoms  of  mechanical  obstruc- 
tion with  the  addition  of  muscular  rigidity  which 
characterizes  peritonitis. 

The  speaker  recalled  very  distinctly  as  a  hos- 
pital interne  seeing  cases  with  his  attending  chief 
illustrating  these  points.  A  case  of  peritonitis, 
with  its  peritoneal  expression,  with  the  stercoral 
vomiting,  the  distention,  the  thready  pulse  and  a 
not  high  temperature,  lies  dying,  and  the  surgeon 
calls  his  attention  to  the  picture  of  profound  sep- 
tic poisoning  from  absorption  from  the  peri- 
toneum. We  have  always  been  taught  that  this 
picture  is  due  to  the  absorbing  of  septic  products 


from  the  peritoneum.  In  the  next  bed  might  lie 
a  case  of  mechanical  obstruction  of  the  bowel ; 
and  still  that  case  would  have  the  same  expres- 
sion, the  same  rapid  pulse,  the  same  stercoral 
vomitng  as  the  case  of  peritonitis,  the  latter  case 
differing  from  the  first  only  in  the  absence  of  the 
muscular  rigidity  of  peritonitis.  Both  of  these 
cases,  as  a  matter  of  fact,  were  suffering  from 
intestinal  obstruction  ;  the  one  case,  the  periton- 
itis case,  had  added  to  it  the  slight  sepsis  from 
peritoneal  absorption ;  but,  as  he  had  said  before, 
he  did  not  believe  that  that  absorption  amounts 
in  such  cases  to  any  more  than  it  would  amount 
to  if  the  same  amount  of  septic  material  were 
confined,  under  the  same  degree  of  pressure,  with 
the  same  area  of  abscess  wall,  in  any  other  part 
of  the  body. 
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The  President,  J.  C.  MacEvitt,  M.D.,  in  the 
Chair. 

report  of  case  and  presentation  of  specimen  : 
tubercular  ulceration  of  intestine. 

Dr.  Joseph  presented  a  specimen  which  he  had 
obtained  some  four  months  ago  at  the  autopsy 
room  of  the  Kings  County  Hospital.  The  clin- 
ical diagnosis  was  typhoid  fever ;  in  fact  the  pa- 
tient presented  all  the  symptoms  of  typhoid  with 
the  exception  of  the  rose  spots.  His  temperature 
was  markedly  typhoid.  He  had  a  persistently 
high  leucocyte  count.  The  Widal  was  three  times 
negative.  He  died  in  coma.  When  Dr.  Joseph 
came  to  open  the  abdomen  he  found  a  greatly 
hypertrophied  omentum,  which  he  exhibited.  The 
diameter  of  the  thickest  part  was  one  and  a  half 
inches  and  that  was  at  the  larger  curvature  of 
the  stomach.  The  intestines  were  in  what  Dr. 
Van  Cott  is  pleased  to  call  a  state  of  complete 
synechia.  The  tubercular  ulcers  were  plentiful 
throughout  the  gut  on  cut  section.  The  stomach 
also  showed  five  or  six  ulcerations  of  various 
shapes  and  sizes.  The  right  lung  contained  an 
original  tubercular  process,  and  the  smallest  of 
the  retro-peritoneal  glands  was  as  large  as  a  lima 
bean.  The  patient  was  ill  for  four  weeks  at  the 
hospital  and  for  three  weeks  before  he  came  in. 
He  was  not  emaciated.    A  remarkable  condition 
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was  that  his  heart  was  filled  with  fluid  blood 
completely ;  there  was  no  sign  of  clotting. 

paper:    acute  peritoneal  infection  and  its 
relation  to  intestinal  obstruction, 
by  dr.  james  p.  warbasse. 


Discussion. 

Dr.  A.  Murray,  opening  the  discussion,  said 
that  Dr.  Warbasse  had  presented  a  most  interest- 
ing paper,  and  had  managed  to  disturb  some  of 
his  former  ideas  about  peritonitis.  Of  course,  Dr. 
Murray  approached  the  subject,  he  said,  from  the 
laboratory  standpoint  entirely;  he  had  not  been 
interested  particularly  in  the  surgical  aspect  of 
the  matter  as  to  how  the  peritoneum  protects  it- 
self from  invasion.  Dr.  Warbasse's  paper  was  a 
little  different  from  what  he  expected,  as  he 
thought  the  Doctor  might  take  up  the  subject 
more  particularly  as  relating  to  the  pathology  of 
peritonitis.  While  there  is  a  good  deal  of  theory 
as  to  how  the  peritoneum  protects  itself  against 
invasion,  there  are  experiments  which  had  been 
made  lately  that  give  us  one  or  two  new  notions, 
if  they  are  true. 

When  an  animal  is  injected  with  a  pathological 
micro-organism,  the  body  probably  protects  it- 
self because  it  can  form  in  itself  a  substance 
which  is  called  the  immune  body,  and  this  is  sup- 
posed, according  to  this  theory  of  Ehrlich,  to  at- 
tach itself  to  the  bacterial  protoplasm,  and  in  the 
process  of  its  attachment  it  permits  another  body, 
called  the  complement,  to  act  upon  the  bacterium 
with  a  fatal  result  to  the  micro-organism.  The 
complement  is  supposed  to  exist  in  the  leucocytes, 
to  be  locked  up  in  the  leucocytes,  and  it  is  not 
brought  out  unless  the  blood  is  shed  or  certain 
fluids  are  injected,  we  will  say,  into  the  peri- 
toneal cavity.  Then  it  is  set  free  in  the  serum 
and  can  act. 

There  are  two  kinds  of  complements ;  one  is 
supposed  to  be  derived  from  the  polymorphonu- 
clear leucocytes,  that  is,  a  bactericidal  serum,  the 
other  comes  from  the  large  mononuclear  cells, 
and  that  is  supposed  to  have  a  specific  action  on 
the  blood — hemolytic.  The  blood  in  the  vessels 
possesses  no  very  marked  bactericidal  properties, 
because  the  bactericidal  substances  are  supposed 
to  be  locked  up  in  the  leucocytes.  As  the  power 
of  the  peritoneum  to  resist  infection  is  supposed 
to  be  due  to  these  complements,  it  is  of  some  in- 
terest to  investigate  how  they  exist  and  where 
they  exist ;  whether  they  circulate  in  the  body 
fluids  as  a  continuous  secretion  of  the  leucocytes, 
or  whether  they  originate  from  the  alterations 
which  the  leucocytes  undergo.    It  has  not  been 


exactly  decided.  Metchnikoff  believes  the  serum 
arises  only  when  the  leucocytes  are  damaged. 

In  the  experiments  which  he  would  detail, 
Briscow  thinks  he  has  decided  the  question  this 
way :  he  injected  rabbits  and  guinea  pigs  with 
certain  fluids  in  their  peritoneal  cavities, — milk, 
peptone  water,  salt  solution,  bouillon, — and  then 
portions  of  these  fluids  were  withdrawn  at  vary- 
ing periods  from  one-half  to  twenty-four  hours 
and  examined  to  see  what  kind  of  cells  were  pres- 
ent. He  found  that  during  the  first  thirty  min- 
utes there  were  no  polymorphonuclear  leucocytes 
present  and  sometimes  for  a  longer  time.  Be- 
tween thirty  and  sixty  minutes  the  polymor- 
phonuclear leucocytes  began  to  arrive,  and  they 
increased  up  to  about  the  sixth  hour.  At  that 
time  the  lymphocytes  or  the  large  mononuclear 
leucocytes,  so-called,  came  upon  the  scene  and 
increased  proportionately  and  continued  to  in- 
crease up  to  the  end  of  the  reaction,  which  is 
about  the  fifth  day. 

Dr.  Murray  said  that  that  agrees  with  our  mod- 
ern ideas  that  the  polymorphonuclear  leucocytes 
are  the  most  active  in  the  early  and  acute  stages 
of  an  inflammation,  but  their  effect  is  not  lasting, 
and  they  give  place  to  the  large  mononuclear  leu- 
cocytes. The  eosinophiles  have  no  definite  course, 
no  rule  as  to  what  they  do. 

According  to  these  experiments,  Metchnikoff's 
idea  that  the  bacterial  complement  arises  from  the 
destruction  or  the  alteration  of  the  leucocyte 
would  not  hold,  because  it  could  not  be  in  the 
unattached  peritoneal  cavity,  since  Briscow  has 
shown  there  were  no  polymorphonuclear  leuco- 
cystes  there,  but  when  he  came  to  inject  a  virulent 
cholera  culture,  then  he  found  that  the  bacterial 
complement  was  present  in  the  normal  peritoneal 
cavity,  and  yet  there  were  no  polymorphonuclear 
leucocytes  there.  At  the  same  time  he  proved 
that  there  was  no  relation  between  polymorpho- 
nuclear leucocytes  and  the  bacterial  complement. 
The  experiments  proved  apparently  that  the  bac- 
terial complement  is  there  constantly  in  the  nor- 
mal peritoneal  cavity  without  the  presence  of  the 
polymorphonuclear  leucocytes  at  all  times,  and 
if  this  is  not  so,  why,  of  course,  Ehrlich  has  dis- 
proved Metchnikoff's  theory. 

Dr.  Murray  wanted  to  ask  Dr.  Warbasse  one 
question:  he  spoke  about  granulation  tissue  and 
young  fibro-blasts.  Dr.  Murray  had  not  deter- 
mined where  they  came  from  in  the  adhesions, 
that  is  to  say,  the  peritoneal  cells  of  endothelium 
are  not  supposed  to  take  any  part  in  the  formation 
of  adhesions.  They  play  a  negative  role  appar- 
ently, and  where  the  fibro-blasts  come  from  that  go 
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to  make  this  fibrous  formation  he  had  yet  to  find 
out. 

Dr.  J.  D.  Sullivan  thought  that  Dr.  War- 
basse's  theory  was  very  plausible  and  was  sure  in 
some  cases  it  is  true,  but  it  did  not  satisfy  him 
as  to  a  condition  of  affairs  that  he  had  met  with 
on  several  occasions  in  which  this  state  of  affairs 
did  not  exist.  If  he  understood  the  principal 
idea  in  Dr.  Warbasse's  paper  it  is  this :  that  acute 
septic  peritonitis  produces  its  great  mortality  by 
reason  of  intestinal  obstruction  and  not  by  reason 
of  the  septicaemia  which  accompanies  it.  In  a 
great  many  cases  we  find  this  intestinal  obstruc- 
tion, this  acute  septic  peritonitis,  but  he  had  seen 
cases  in  which  there  was  no  distention  of  the 
bowels  whatever,  in  fact,  the  abdomen  was  flat, 
flabby  and  soft,  and  yet  the  abdomen  contained  a 
large  quantity  of  pus  when  opened.  Dr.  War- 
basse  might  be  able  to  explain  that  condition  of 
affairs.  To  the  doctor  it  did  not  appear  that  the 
intestinal  obstruction  alone  is  the  cause  of  the 
death  in  a  large  proportion  of  the  cases ;  at  least 
he  deemed  it  was  not  in  some.  It  appeared  to 
him  that  the  condition  of  the  patient  at  the  time 
of  the  onset  of  the  disease  has  a  great  deal  to  do 
with  it.  Probably  Dr.  Murray  might  be  able  to 
explain  what  Dr.  Sullivan  meant  by  vital  resist- 
ance or  vital  depression.  He  knew  as  a  matter 
of  experience  that  some  people  in  good  health 
may  be  afflicted  with  a  very  serious  attack  of  sep- 
tic peritonitis  and  yet  go  through  safely.  He 
knew  equally  well  that  others  in  a  poor  condition 
at  the  time  of  the  onset  of  the  disease  may  be 
taken  with  a  similar  form,  so  far  as  we  can  see, 
and  the  disease  go  on  to  a  fatal  issue.  The  only 
explanation  that  he  could  give  to  distinguish  be- 
tween these  two  is  that  one  individual  had  a 
greater  vital  resistance  jhan  the  other.  Whether 
the  power  to  resist  the  toxines  was  in  the  leuco- 
cytes or  nervous  system  generally,  he  did  not 
know.  In  some  cases  of  perforative  appendicitis, 
for  instance,  as  soon  as  the  region  of  the  appendix 
becomes  infected,  Nature  will  throw  out  an  in- 
flammatory product,  wall  off  the  remainder  of 
the  abdomen  and  protect  it,  and  the  case  goes  on 
to  an  abscess,  and  when  that  has  happened  the 
patient  recovered.  In  other  cases,  the  contents 
of  the  perforated  appendix  leaks  out,  and  no 
plastic  material  is  formed,  the  inflammation  rap- 
idly extends  over  the  abdomen,  and  you  get  a 
septic  peritonitis  with  or  without  intestinal  ob- 
struction. If  Dr.  Warbasse's  theory  is  true  it 
will  throw  a  great  light  on  the  question  of  drain- 
age after  operations  on  the  abdominal  cavity. 
There  was  a  time  when  he  favored  drainage ; 


there  was  a  time  when  he  opposed  it ;  and  now 
he  was  in  many  times  in  doubt,  but  rather  favored 
it.  His  great  objection  to  leaving  a  drain  in  the 
abdominal  cavity  is  that  under  certain  circum- 
stances there  is  an  exudation  thrown  out  about 
the  drain,  and  the  drain  was  walled  off  from  the 
remainder  of  the  abdominal  cavity,  and  only  ab- 
sorbed that  portion  of  the  fluids  in  immediate 
contact  with  the  absorptive  material.  At  other 
times  it  will  drain  the  whole  abdominal  cavity,  if 
you  get  the  position  correctly. 

Dr.  Sullivan,  in  closing,  asked  Dr.  Warbasse 
as  to  his  opinion  of  the  efficacy  of  drains  after 
opening  the  abdominal  cavity. 

Dr.  H.  G.  Webster  believed  the  paper  was  so 
revolutionary  in  many  of  its  aspects  that  one 
could  hardly  be  expected  to  digest  it  all  at  once. 
At  first  blush  it  certainly  seemed  there  are  a 
great  many  cases  of  peritonitis  that  hardly  seem 
to  be  explainable  on  the  grounds  of  Dr.  War- 
basse's paper.  Dr.  Sullivan  had  mentioned  one 
class  of  cases  of  that  sort  where  the  patient  dies 
without  the  presence  of  any  distended  intestine, 
at  least  any  that  is  noticeable,  and  he,  for  one, 
was  hardly  ready  to  accept  all  that  Dr.  Warbasse 
had  stated  without  time  to  consider  it  a  little  bit 
more  carefully.  He  was  inclined  to  doubt  whether 
the  distention  theory  as  applied  to  all  cases  is 
admissible,  or  whether  we  might  not  better  say 
it  is  confined  to  a  few,  and  ask  the  doctor  to 
explain  it  more  fully  on  some  subsequent  occasion. 

Dr.  J.  C.  MacEvitt  agreed  with  Dr.  Webster 
that  Dr.  Warbasse's  ideas  were  so  revolutionary, 
it  would  require  some  thought  and  investigation 
to  coincide  with  him.  The  diagram  the  doctor 
had  drawn  upon  the  board  struck  him  most  forc- 
ibly as  delineating  conditions  where  you  expect 
death  to  result.  With  that  explanation  the  ground 
that  the  doctor  took  was  tenable,  but  it  would 
have  been  most  instructive  if  he  had  gone  a  little 
further  and  brought  up  the  therapeutics  of  the 
differential  diagnosis  in  these  cases.  The  whole 
matter  hinges  on  the  differential  diagnosis,  par- 
ticularly in  cases  of  appendicitis,  he  thought. 

The  cause  of  the  dilatation  of  the  intestine  in 
certain  abdominal  operations  is  due  to  the  attack 
by  the  bacterial  elements  upon  the  localized  parts 
effected,  and  with  a  certain  portion  of  the  intes- 
tine effected,  we  can  get  the  intestinal  obstruction 
described.  In  the  vast  majority  of  cases  of  peri 
tonitis  that  he  had  met  with  he  had  not  founA 
this  condition  of  intestinal  obstruction.  We  will 
often  get  the  premonitory  symptoms  of  perito- 
nitis, we  get  the  fever  not  very  high,  the  disten- 
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tion,  the  vomiting  the  hippocratic  expression,  and 
yet  the  cases  will  recover. 

If  Dr.  Warbasse's  theory  holds  good,  with  this 
condition  described,  with  the  paralysis  of  any 
portion  of  the  intestinal  tract,  recovery  is  not  so 
apt  to  occur,  so  what  his  views  are  regarding  the 
mortality  of  cases  where  you  will  get  that  disten- 
tion producing  a  certain  amount  of  paralysis  is 
a  query  he  would  like  to  have  answered.  He  did 
not  feel  that  he  was  capable  ot  discussing  the 
paper,  but  the  few  suggestions  he  made  were  for 
the  purpose  of  further  investigation  from  Di. 
Warbasse. 

Dr.  J.  P.  Warbasse,  concluding  the  discussion, 
said  there  seemed  to  be  some  misunderstanding. 
He  had  propounded  no  theory ;  he  had  presented 
a  statement  of  some  facts ;  these  facts  are  based 
upon  his  personal  experience  and  observation. 
If  there  was  any  one  thing  which  he  had  en- 
deavored to  demonstrate,  it  was  that  the  absorp- 
tive power  of  the  peritoneum  in  peritonitis  has 
been  greatly  exaggerated  and  is  a  great  bugaboo. 
That  as  far  as  its  absorptive  power  goes,  in  in- 
flammatory conditions  the  peritoneum  is  in  no 
more  hazard  than  any  other  part  of  the  body,  and 
that  the  ordinary  case  of  peritonitis,  when  it  does 
present  the  series  of  symptoms  which  we  are  in 
the  habit  of  recognizing,  and  which  he  had  de- 
scribed, are  not  symptoms  of  septicaemia,  but  are 
the  symptoms  of  intestinal  obstruction.  Dr.  Sul- 
livan had  cited  cases  in  which,  and  Dr.  Webster 
also  referred  to  such  cases,  there  is  a  peritonitis 
without  intestinal  obstruction  and  still  the  pa- 
tients die.  That  is  true — such  cases  do  occur. 
He  called  attention  to  such  cases  in  his  paper  and 
referred  to  the  high  mortality  in  puerperal  peri- 
tonitis and  gave  a  reason  for  that. 

He  also  saw  cases  of  peritonitis  in  which  there 
is  pus  in  the  abdomen  without  a  distention  which 
amounts  to  a  paralyzed  bowel.  That  is  so  in 
certain  mild  infections,  which  he  believed  have 
usually  been  found  due  to  such  micro-organisms, 
which  seem  not  able  to  penetrate  through  the 
peritoneum  and  to  involve  the  muscularis  of  the 
bowel. 

The  point  which  he  would  like  to  impress  upon 
the  Society  was  this :  That  as  far  as  septic  ab- 
sorption goes,  a  given  amount  of  pus,  the  prod- 
uct of  a  given  micro-organism  in  the  peritoneum 
is  no  more  serious,  gives  rise  to  no  more  septic 
symptoms  than  that  same  amount  of  pus  would  in 
any  other  part  of  the  body. 

In  reply  to  Dr.  Sullivan  he  would  say  we  see 
cases  die  with  pyajmia  in  which  there  is  pus  in  the 
chest,  in  the  thigh,  in  the  back.  The  same  cases 
would  have  died  of  sepsis,  if  the  same  amount  of 


pus,  the  product  of  the  same  micro-organism, 
had  existed  in  the  peritoneum,  and  here  we  would 
have  had  a  similar  condition.  So  the  cases  which 
he  had  illustrated  by  that  drawing  were  a  differ- 
ent class  of  cases,  it  is  true.  They  are  the  fatal 
cases  of  peritonitis,  the  cases  with  intestinal  pare- 
sis, and  these  cases  are  practically  all  of  the  fatal 
cases  of  acute  infection  of  the  -peritoneum.  He 
was  not  dealing  with  the  chronic  cases.  The  il- 
lustrations of  chronic  peritonitis  did  not  concern 
us  at  all  in  the  discussion ;  that  had  not  been 
taken  into  account.  It  was  the  acute  conditions 
which  produced  a  paralysis  of  the  bowel ;  and  his 
paper  was  a  protest  against  confusing  these 
symptoms  of  intestinal  obstruction  with  the  symp- 
toms of  peritonitis.  In  all  his  medical  experience 
he  had  seen  cases  dying  of  acute  peritonitis,  in 
which  such  a  condition  as  this  existed,  in  which 
the  patient  was  not  dying  of  septic  infection,  but 
dying  actually  of  intestinal  obstruction  such  as 
he  had  illustrated  on  the  board,  and  he  had  heard 
these  cases  referred  to  as  cases  presenting  the 
profound  sepsis  of  peritonitis.  It  was  not  the 
symptoms  of  profound  sepsis  of  peritonitis  which 
these  patients  presented ;  it  was  the  symptoms  of 
intestinal  obstruction,  and  these  are  the  conditions 
which  we  see  clinically. 

Dr.  MacEvitt  asked,  with  the  exception  of  the 
symptoms  of  fecal  vomiting,  how  Dr.  Warbasse 
would  differentiate  between  conditions  of  peri- 
tonitis in  which  paralysis  existed  and  in  which  it 
did  not  exist.  The  Doctor  also  asked  if  you  will 
get  the  same  subjective  symptoms. 

Dr.  Warbasse  replied  no. 

Dr.  MacEvitt  again  asked  for  the  differential 
diagnosis.  Take  a  patient,  he  said,  after  lapar- 
otomy, how  are  we  to  know  we  have  the  condi- 
tion Dr.  Warbasse  described,  that  we  have  the  in- 
testinal obstruction  of  the  septic  peritonitis  where 
all  the  symptoms  are  in  common  ? 

Dr.  Warbasse  said  the  question  was  easily 
answered,  but  was  out  of  the  line  of  the  paper. 
Take  a  case  of  infection  of  the  peritoneum,  he 
said,  before  intestinal  obstruction  has  developed. 
We  have  first  the  initial  symptoms  of  peritonitis 
with  which  we  are  all  familiar,  and  which  have  no 
relation  to  intestinal  obstruction.  We  have  first 
the  rigidity  of  the  abdominal  muscles,  the  slight 
rise  of  temperature  indicative  of  an  inflammatory 
process  developing  and  leucocytosis,  and  the  in- 
creased pulse  rate,  increasing  even  out  of  propor- 
tion to  the  febrile  movement.  The  absence  of 
distention,  which  is  not  present  in  the  beginning, 
is  characteristic  of  the  initial  stage.  Gradually 
distention  begins  and  this  condition  insensibly 
runs  into  the  condition  which  he  described  on  the 
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board,  so  insensibly  that  there  is  no  point  where 
it  can  be  differentiated.  There  is  a  paresis  of  the 
bowel  even  before  micro-organisms  have  pene- 
trated into  the  muscularis.  We  are  familiar  with 
the  inhibition  of  peristalsis  which  takes  place 
in  the  intestine,  even  in  the  neighborhood  of  peri- 
toneal irritation.  When  there  is  a  non-infective 
irritation  of  the  peritoneum  in  the  case  of  a  rup- 
tured bladder  or  a  rupture  of  a  dermoid  cyst  or 
some  other  viscus,  and  irritating  fluid  is  emptied 
into  the  abdominal  cavity,  we  have  the  inhibition 
of  peristalsis  which  is  due  simply  to  peritoneal 
irritation  without  any  involvement  of  the  muscu- 
laris of  the  bowel  at  all.  For  that  reason  it  is  im- 
possible to  draw  a  line  of  difference  between  the 
time  when  the  actual  complete  intestinal  obstruc- 
tion exists.  Really  we  may  say,  if  we  would 
draw  an  arbitrary  line,  complete  intestinal  ob- 
struction exists  as  a  result  of  inflammation  when 
the  distention  of  the  bowel  has  reached  a  point 
from  which  it  cannot  recover  after  the  inflamma- 
tion has  subsided.  Frequently  we  open  the  abdo- 
men in  a  case  of  acute  peritonitis  and  find  so  great 
a  degree  of  distention  that  we  know  from  seeing 
it,  that  whatever  may  happen  to  that  patient  the 
bowel  cannot  recover  itself,  this  distention  being 
to  the  point  of  paralysis,  from  which  it  cannot 
recover,  so  that  we  can  draw  no  more  arbitrary 
line  than  that.  The  intestinal  obstruction  exists 
actually  when  the  fecal  current  ceases  to  pass. 
The  fecal  current  ceases  to  pass  when  such  a 
condition  as  that  (pointing  to  drawing)  has  de- 
veloped. Such  a  condition  develops  thirty-six 
hours,  forty-eight  hours,  three  days  after  the 
onset  of  the  invasion  of  the  muscular  coat  of  the 
bowel  with  infective  micro-organisms.  There 
are  points  of  differentiation,  however,  which  we 
can  recognize  clinically. 

In  regard  to  the  point  of  Dr.  Murray,  the  new 
connective  tissue  which  develops  in  the  peritone- 
um when  the  peritoneum  becomes  acutely  inflamed 
is  entirely  independent  of  the  specific  serosa  cells 
of  the  peritoneum.  They  play  an  entirely  passive 
part  as  a  result  of  the  irritation  of  the  micro- 
organisms and  their  ptomaines.  A  dilatation  of 
the  blood  vessels  underneath  the  serosa  takes 
place,  cells  emigrate  from  the  dilated  walls,  all 
the  phenomena  of  inflammation  are  active  there. 
New  connective  tissue  cells  are  deposited  beneath 
and  between  the  endothelial  cells,  new  blood  ves- 
sels spring  up  until  they  become  surrounded  and 
encroached  upon  everywhere  by  deposits  of  new 
connective  tissue,  just  the  same  as  occurs  on  a 
raw  surface  anywhere  in  the  body.  In  the  peri- 
toneum they  are  the  result  of  a  continually  acting 
irritation.    In  a  wound  they  are  the  result  of  the 


same  thing.  The  difference  is  in  the  wound  the 
irritation  is  briefer. 

Microscopically  we  find  an  inflamed  peritoneum 
anatomically  the  same  thing  as  granulation  tissue 
in  any  other  part  of  the  body  with  the  exception 
that  in  most  of  these  new  cells  we  find  the  relics 
of  endothelial  cells.  When  we  attempt  to  put  a 
needle  into  acutely  inflamed  peritoneum,  it  tears 
out  just  as  easily  as  out  of  new  granulation  tis- 
sue. In  all  of  our  text-books  on  peritonitis  the 
first  thing  we  encounter  is  a  description  of  the 
enormous  absorptive  powers  of  the  peritoneum, 
and  figures  are  given  that  the  peritoneum  is 
capable  of  absorbing  so  much  per  cent,  of  the 
body  weight  of  fluid  in  a  given  time.  That  has 
absolutely  nothing  to  do  with  peritonitis.  The 
normal  peritoneum  is  not  present  at  the  site  of  a 
peritonitis,  excepting,  as  he  said,  in  the  rare  ex- 
ceptions where  pus  formed  abscesses  in  the  peri- 
toneum or  fluid  breaks  through  and  invades  the 
normal  peritoneum.  Pus  contained  in  the  so- 
called  peritoneal  cavity  gives  rise  to  no  greater 
general  septic  absorption  or  septicaemia  than  the 
same  amount  of  pus  produced  by  the  same  micro- 
organisms would  in  any  other  part  of  the  body 
under  the  same  pressure. 

Dr.  MacEvitt  asked  if  Dr.  Warbasse  found 
reversed  peristalsis  and  fecal  vomiting  in  this 
condition. 

Dr.  Warbasse  replied,  always.  When  a  peri- 
tonitis has  developed  and  caused  a  paralysis  of 
the  bowel  involved,  there  is  just  exactly  the  same 
degree  of  fecal  vomiting  as  we  see  when  there  is 
a  complete  obstruction  due  to  carcinoma,  volvulus, 
bands  or  any  other  completely  obstructing  con- 
dition. All  of  us  who  see  these  frightful  cases 
of  peritonitis  which  come  to  the  hospital  too  late 
are  familiar  with  the  fecal  vomiting,  and  all  of 
us  have  made  mistakes  of  diagnosis  and  opened 
the  abdomen  in  these  cases  for  acute  obstruction 
when  it  turned  out  to  be  peritonitis,  and  we  all 
know  how  difficult  it  is  in  a  case  which  we  have 
not  seen  develop  under  our  own  eyes,  when  it  has 
reached  this  state  of  peritonitis  with  obstruction 
to  say  whether  there  was  an  obstruction  which 
preceded  the  peritonitis,  or  whether  the  periton- 
itis preceded  the  obstruction  and  is  the  cause  of  it. 
In  both  cases  there  is  fecal  vomiting,  and  every 
one  of  the  classical  symptoms  of  acute  obstruc- 
tion. A  few  days  after  the  inception  of  the  con- 
ditions it  would  be  difficult  to  determine  from 
outward  inspection  whether  a  case  had  had  a 
string  tied  around  the  intestine,  or  whether  it  was 
a  case  of  acute  peritonitis — the  clinical  picture 
would  be  the  same  in  these  two  cases. 
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SECTION  ON  PEDIATRICS. 


Dr.  George  F.  Little,  Chairman. 


John  R.  Stivers,  Editor. 

The  fifty-seventh  regular  meeting  of  the  sec- 
tion was  held  at  13 13  Bedford  avenue  on  May 
24.  at  8.30  P.  M. 

Dr.  Archibald  Smith  exhibited  a  patient,  a 
child  seven  rears  of  age,  in  which  a  diagnosis  of 
tumor  of  the  brain  had  been  made.  Syphilis  had 
been  acquired  from  a  wet  nurse.  Under  mixed 
treatment  the  brain  symptoms  were  rapidly  dis- 
appearing. 

Dr.  L.  C.  Acer  gave  a  brief  review  of  the  cases 
reported  in  the  French  Journal  of  Medicine. 

The  paper  of  the  evening  was  on  the  subject 
of  "Head  Injuries  in  Children."  by  Dr.  Wm.  A. 
North  ridge. 

There  was  a  general  discussion  of  the  subject 
following  the  paper. 


THE    BROOKLYN  GYNECOLOGICAL 
SOCIETY. 


Stated  Meeting,  June  2,  1905. 


The  President,  W.  J.  Corcoran,  M.D.,  in  the 
Chair. 

DYSPNCEA    OF    CARDIAC    DISEASE    DURING  LABOR 
RELIEVED  BY  BLOOD  LETTING. 

Dr.  J.  O.  Polak  related  the  case  of  a  woman, 
30  years  of  age,  married,  and  supposedly  eight 
months  pregnant.  During  her  entire  pregnancy 
careful  watch  was  kept  of  the  urine  by  her  hus- 
band, a  physician,  and  the  quantity  kept  up  to 
50  ounces.  The  specific  gravity  ran  along  at 
1018  to  1022,  no  albumin.  This  patient  has  suf- 
fered for  the  last  four  years  from  a  mitral  sten- 
osis, which  at  one  time  was  non-compensatory. 
She  was  obese. 

Ten  days  ago  she  developed  the  following 
train  of  symptoms :  Precordial  pain,  great 
dyspnoea,  epigastric  pain,  nausea,  puffing  of  the 
face  and  edema  of  feet.  The  urinary  secretion 
continued  at  50  ounces,  but  albumin  appeared  in 
considerable  volume ;  the  specific  gravity  re- 
mained high.  The  heart,  which  up  to  this  time  had 
been  fair,  suddenly  became  extremely  rapid  and 
irregular;  she  was  bathed  in  profuse  perspiration 
and  had  all  the  symptoms  of  cardiac  failure.  He 
saw  her  in  consultation  with  her  husband  and 


another  physician  that  morning :  they  decided 
that  the  thing  to  do  was  to  empty  the  uterus. 
W  hile  they  were  down  stairs  she  had  a  labor 
pain  and  the  membranes  ruptured.  The  pains 
continued,  and  they  decided  to  stimulate  her  and 
allow  the  labor  to  go  on.  This  was  about  ten 
o'clock  in  the  morning.  Under  the  use  of  hypo- 
dermics of  strychnia  and  morphia  she  was  car- 
ried along  until  the  afternoon,  having  good, 
regular  pains,  and  about  5.20  the  cervix  was 
fully  dilated.  It  was  a  breech  presentation. 
The}-  had  little  difficult}'  in  getting  down  a  foot, 
but  the  trouble  came  in  delivering  the  patient, 
that  is,  she  could  assume  no  posture  except  the 
upright  one,  with  comfort.  The  recumbent  pos- 
ture was  attendant  with  cyanosis  and  collapse 
that  was  appalling.  The  doctor  remarked  that  if 
any  one  had  ever  tried  to  deliver  an  aftercoming 
head  in  the  upright  posture  he  could  appreciate 
the  difficulties  that  were  experienced  in  handling 
this  case.  When  Dr.  Polak  reached  the  house  in 
the  afternoon  to  meet  these  gentlemen,  one  leg 
was  well  down  and  the  breech  was  pretty  well 
out,  and  the  woman  was  being  held  up  in  a 
semiupright  position.  Her  respirations  were 
70,  her  eyes  were  absolutely  fixed,  she  could  see 
nothing,  and  her  extremities  were  bathed  with 
cold  perspiration  and  she  was  pulseless  at  the 
wrist. 

The  point  Dr.  Polak  wished  to  bring  out  was 
the  benefit  derived  from  blood  letting  in  this 
particular  case.  He  made  a  transverse  incision 
in  the  cephalic  vein  and  removed  several  ounces 
of  blood.  This  with  inhalations  of  oxygen  per- 
mitted them  to  lay  the  woman  down,  and 
changed  the  whole  picture  of  the  case.  Instead 
of  her  extremities  being  bathed  with  cold  per- 
spiration she  had  dilated  vessels  in  her  extremi- 
ties and  her  respiration  dropped  from  70  to  52 
a  minute.  The  attendants  were  then  able  to 
finish  the  delivery,  and  the  woman  made  an  un- 
eventful recovery. 

The  doctor  stated  that  in  these  mitral  heart 
lesions  there  is  a  very  great  danger  in  letting 
the  women  go  to  term.  They  do  not  die  during 
the  first  stage,  but  they  show  bad  signs  during 
the  second  and  particularly  during  the  third 
stage  of  labor.  You  can  anticipate  that  by  in- 
ducing labor  a  month  beforehand  in  the  first 
place  and  relieve  the  overloaded  right  heart  by 
blood  letting,  after  the  expulsion  of  the  body,  and 
so  prevent  the  collapse  that  occurs  so  frequently 
during  the  third  stage. 

C Continued  in  September  number.) 
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HYGIENIC   TOPIC    EMPHASIZED    BY  PRESIDENT 
ROOSEVELT. 


The  meeting  of  the  Associated  Physicians  of 
Long  Island  at  Oyster  Bay  on  July  10,  was  a 
well  attended  convention. 

It  was  held  in  the  home  village  of  President 
Roosevelt,  and,  accepting  the  invitation  to  be 
present,  he  seized  this  opportunity  to  generously 
commend  the  work  of  Major-General  Leonard 
Wood  at  Santiago  de  Cuba.  He  also  referred  to 
the  part  performed  by  doctors  in  the  prosecution 
of  the  work  of  the  canal  on  the  Isthmus. 

It  is  a  mark  of  the  President's  versatility  that 
he  has  already  at  this  early  stage  of  the  work 
on  the  Isthmus,  recognized  the  vast  importance 
of  that  phase  of  it  which  comprises  the  prevention 
of  disease  and  the  preservation  of  the  health  of 
the  men  employed  in  the  digging  of  the  canal. 

Serious  epidemics  of  disease  there  would  be  a 
serious  drawback  ;  they  would  likely  cause  a  great 
outcry  of  mismanagement ;  but  the  President's 
idea  seems  to  be  to  prevent  every  possibly  pre- 
ventable case  of  illness. 

The  surgeons  in  charge  at  the  Isthmus  will 
find  many  problems  to  face  in  the  course  of 
their  work,  some  of  them  new  and,  as  yet,  un- 
solved. The  occasion  which  the  work  will  afford 
to  American  surgeons  is,  therefore,  of  unusual 
attractiveness,  and  there  will  be  unsurpassed 
opportunities  for  the  first-hand  investigation  of 
tropical  diseases,  at  present,  nowhere  else  obtain- 
able. 

The  physicians  on  the  Panama  Canal  will,  no 
doubt,  meet  with  discouragement  at  times.  It 


may  not  be  supposed  that  such  a  work  can  be 
effected  without  loss  of  life  from  diseases  endemic 
in  a  tropical  climate.  The  work  has  to  be  done ; 
portions  of  it  in  a  rough  and  ready  way.  The 
heavy  loss  of  life,  however,  which  is  occasioned 
by  progressively  increasing  malignancy,  with 
which  tropical  diseases  sometimes  attack  the 
unacclimated  white  man,  can  doubtless  be  pre- 
vented. The  knowledge  of  tropical  hygiene  and 
locally  endemic  fevers  will  be  greatly  broadened 
before  the  canal  is  completed :  it  may  be  that 
chairs  of  tropical  diseases  will  eventually  find 
place  in  our  college  curriculums.  But,  for  the 
present,  the  deliberate  and  conscientious  applica- 
tion of  the  knowledge  of  these  diseases  now  pos- 
sessed by  our  surgeons  will  prevent  the  epidemics 
of  disease  which  have  proved  so  fatal  in  former 
times. 

In  connection  with  the  work  of  the  American 
army  surgeon  in  Panama,  it  is  necessary  to  con- 
sider the  field  record  established  by  the  perform- 
ances of  the  Japanese  army  surgeons  in  prevent- 
ing diseases.  It  will  be  difficult  for  our  surgeons 
to  match  this  record  in  their  work  in  Panama. 
It  is  not  only  that  the  tropical  service  is  more 
difficult,  in  that,  in  the  latter  case,  the  fight  with 
disease  is  one  within  a  practically  permanent 
camp,  but  that  the  morale  of  the  men  employed 
in  an  industrial  capacity  is  unlike  that  of  men 
engaged  in  a  national  campaign  of  aggressive 
warfare.  More,  the  authority  of  our  army  med- 
ical man  is,  apparently,  much  less  absolute  than 
that  of  the  Japanese  surgeon  :  in  fact,  his  author- 
ity is  comparative,  merely.  This  constitutes  the 
weakest  point  in  the  present  army  medical  ser- 
vice. The  surgeon's  authority  upon  matters  of 
hygiene  and  the  prevention  of  disease  should  be 
absolute  at  all  times,  except  in  the  case  of  such 
details  as  might  interfere  with  the  duties  of  the 
men  as  workmen  or  as  soldiers. 

Almost  every  drawback  can  be  overcome,  how- 
ever, in  spite  of  red  tape,  except  the  quality  of 
preparedness  of  which  the  Japs  have  shown  them- 
selves so  appreciative.  The  surgeon  on  the  Isth- 
mus who  can  show  in  his  monthly  records  the 
smallest  number  of  crises  of  death  and  illness 
among  the  men  under  his  charge  will  probably  be 
he  who  has  gone  there  with  the  most  thorough 
preparation  and  knowledge  of  the  conditions  he  is 
likely  to  meet  with. 

The  Government  might,  with  wisdom,  demand 
that  its  surgeons  sent  to  Panama  have  had  special 
training  which  would  best  fit  them  for  their  po- 
sitions. 
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A    POSSIBLE    SOURCE    OF    CONTAGION    IN  THE 
EXCHANGE  OF  MINERAL- WATER  BOTTLES. 


It  has,  recently,  repeatedly  happened  that  harm 
to  the  consumer  of  mineral  waters  and  bottled 
beverages  has  resulted  through  the  carelessness 
of  manufacturers. 

For  example,  the  refilling  of  a  bottle  with 
ginger  ale  which  had  been  used  by  a  photographer 
for  a  poisonous  developing  solution  and  resulted 
in  the  death  of  one  person  and  the  illness  of  sev- 
eral, caused  a  one-day  scandal.  The  manu- 
facturer, in  his  own  defense,  claimed  that  the 
photographer  was  at  fault  in  leaving  poison  in 
the  bottle.  Responsibility  for  the  absolute  clean- 
liness of  bottles  used  for  the  storing  of  potable 
liquids  was  not  assumed  by  the  manufacturer. 

Carelessness  in  this  regard  may  be  more  wide- 
spread than  is  generally  supposed.  Unless 
the  makers  exert  themselves  to  secure  clean- 
liness of  the  containers  there  is  cause  for  con- 
siderable alarm,  since  not  only  the  inside  but 
also  the  outside  of  bottles  imperfectly  cleaned 
may  prove  harmful.  Vichy  and  seltzer  bottles, 
for  example,  are  often  carried  into  sick-rooms 
where  contagious  illnesses  exist,  and  should  in- 
variably be  thoroughly  sterilized  between  each 
refilling.  The  condition  of  the  paper  label  on 
the  outside  of  these  bottles  often  shows,  however, 
that  this  has  not  been  done.  We  take  the  liberty 
of  referring  this  matter  to  the  local  Boards  of 
Health,  since  the  examination  of  the  conduct  of 
bottling  establishments  falls  within  their  juris- 
diction. 


OBITUARY. 


WALTER  BRYAN,  M.D. 

Walter  Bryan,  A.M.,  M.D.  Born  in  the  city 
of  Brooklyn  in  1867  and  died  in  New  York  City 
on  June  26,  1905.  His  early  education  was  re- 
ceived in  the  schools  and  colleges  of  this  city ;  his 
medical  education  was  conducted  at  the  Univer- 
sity of  the  City  of  New  York,  receiving  the  degree 
of  M.D.  in  the  class  of  1890.  Engaged  in  private 
practice  in  Brooklyn  until  1903  when  he  removed 
to  New  York  City.  Dr.  Bryan  was  married  on 
September  4,  1895,  to  Miss  Carrie  Browne,  of 
Brooklyn,  N.  Y.  The  doctor  was  on  the  staff  of 
teachers  of  the  College  of  the  City  of  New  York 
and  at  the  Brooklyn  College  of  Pharmacy.  He 
held  the  following  positions,  1896-1900:  Instruc- 
tor in  materia  medica,  botany  and  pharmacognosy, 
assistant  professor,  1900-1903;   1903-04,  profes- 


sor of  physiology  and  hygiene;  1904-05,  profes- 
sor of  physiology  and  toxicology.  Dr.  Bryan 
was  a  member  of  The  Medical  Society,  County 
of  Kings,  1891-1905;  New  York  State  Pharma- 
ceutical Society,  and  the  American  Association 
for  the  Advancement  of  Science.  Medical  pa- 
pers:  1899,  "A  Science  Crippled  by  Wards;" 
1900,  "Botanical  Nomenclature;"  1901,  "The  Di- 
gestibility of  Artificial  Emulsions." 

William  Schroeder,  M.D., 
Chairman  of  the  History  Committee. 


MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD   HYDE,  M.D. 


It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  Neivs 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralcmon  Street. 


Dr.  P.  Chalmers  Jameson,  of  Montague  Street, 
has  gone  abroad. 

Dr.  Charles  P.  Frischbier,of  865  Halsey  Street, 
announces  his  marriage  to  Miss  Anna  Stagg,  the 
twenty-second  of  June,  1905. 

Dr.  Algernon  T.  Bristow,  of  234  Clinton  Street, 
sailed  for  Europe,  July  8,  with  his  family.  He 
will  return  September  18th. 

Dr.  Charles  Jewett,  of  330  Clinton  Avenue,  is 
at  present  touring  the  West,  and  intends  to  be 
present  in  Portland,  Oregon,  during  the  meeting 
of  the  American  Medical  Association. 

Dr.  William  F.  Campbell  also  attended  the 
meeting  at  Portland,  incidentally  stopping  on  the 
way  to  view  the  Yosemite  and  Yellowstone. 

Dr.  William  E.  Butler  is  summering  at  Hun- 
tington, L.  L,  instead  of  Shelter  Island,  coming 
to  the  city  Tuesdays  and  Fridays  for  office  hours 
here. 

Dr.  and  Mrs.  John  O.  Polak,  of  287  Clinton 
Avenue,  will  sail  August  12th,  on  the  Steamship 
New  York,  for  a  two  months'  trip  in  Switzerland. 
The  Doctor  will  resume  practice  October  20th. 

Dr.  John  A.  McCorkle  recently  journeyed  to 
Ohio  to  visit  relatives.  On  his  return  to  Brook- 
lyn he  sailed  for  Sweden,  where  he  will  spend 
August,  touring  and  sightseeing.  Drs.  George 
McNaughton  and  Gordon  Hall  will  accompany 
him. 
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Drs.  Frank  West,  R.  L.  Dickinson,  R.  H.  Pom- 
eroy  and  W.  F.  Dudley  have  cottages  at  West- 
hampton  Beach  for  the  summer.  Dr.  Dickinson 
has  built  a  very  unique  Japanese  house  on  the 
dunes,  which  he  has  artistically  furnished  a  la 
Japanese,  a  jinriksha  even  being  included  in  the 
appointments. 

Baron  Gustave  Tosti,  M.D.,  L.  I.  C.  H.  (1904), 
who,  as  vice-consul  and  for  the  past  two  years 
Italian  consul,  has  been  a  resident  of  New  York 
City  for  ten  years.  He  recently  went  to  Boston 
to  take  charge  of  Italian  consular  interests  there. 
The  Baron  has  passed  the  State  Medical  Exam- 
ination but  does  not  intend  to  practice  as  he 
wishes  to  devote  himself  to  psychological  re- 
searches. He  is  a  member  of  the  County  Medical 
Society  of  New  York  and  of  the  Neurological 
Society.  He  is  well  known  through  his  articles 
in  the  North  American  Review  and  other  period- 
icals, and  is  one  of  the  founders  of  the  Dante 
Society  in  America.  His  is  an  unusual  record 
for  a  foreigner. 

On  the  advice  of  the  Mexican  Board  of  Health, 
the  government  has  issued  an  order  for  the  daily 
disinfection  of  confessionals  in  all  the  churches 
of  the  capital.  Priests  neglecting  the  order  are 
subject  to  fine  and  imprisonment.  It  would  be 
difficult  to  say  whether  any  of  our  contagious 
epidemics  have  been  propagated  by  means  of  the 
confessional.  Yet  it  would  not  be  unwise  to 
occasionally  disinfect  them,  especially  in  churches 
in  thickly  populated  tenement  districts,  where 
quarantine  is  bound  to  be  lax. 

The  State  Board  of  Regents  has  made  the  fol- 
lowing appointments  to  State  boards  of  exam- 
iners : 

Medical — Dr.  George  R.  Fowler,  of  Brooklyn, 
and  Dr.  A.  Walter  Suiter,  of  Herkimer,  repre- 
senting the  Medical  Society  of  the  State  of  New 
York ;  Dr.  W.  B.  Gifford,  of  Attica,  and  Dr.  John 
L.  Moffat,  of  Brooklyn,  the  State  Homeopathic 
Society ;  Dr.  Arthur  R.  Tiel,  of  Matteawan,  and 
Dr.  John  P.  Nolan,  of  New  York,  the  State 
Eclectic  Society. 

Dental — Dr.  William  C.  Deane,  of  New  York 
City,  and  Dr.  A.  M.  Wright,  of  Troy. 

Veterinary — E.  B.  Ackerman  and  C.  E.  Clay- 
ton, of  New  York  City ;  Thomas  F.  O'Dea,  of 
Saugerties  ;  William  1 1.  Kelly,  of  Albany,  and  A. 
G.  Tegg,  of  Rochester. 

Miss  Annie  Darner,  of  New  York  City,  was 
appointed  a  member  of  the  Board  of  Nurse  Ex- 
aminers, and  Henry  R.  M.  Cook  and  Arthur  W. 
Teele,  of  New  York  City,  were  appointed  to  the 


State  Board  of  Examiners  of  Public  Account- 
ants. 

At  its  recent  commencement,  Yale  conferred 
the  degree  of  Doctor  of  Laws  on  Dr.  Abraham 
Jacobi,  of  New  York  City.  To  Dr.  Samuel  W. 
Lambert,  '80,  and  Dean  of  the  Medical  Depart- 
ment of  Columbia  University,  was  given  the  de- 
gree of  Master  of  Arts. 

The  J.  H.  Williams  Co.,  makers  of  drop  forg- 
ings,  whose  large  factory  is  in  the  Red  Hook 
Point  district,  has  completed  its  new  building. 
One  point  in  the  construction  of  this  new  building 
will  interest  medical  men.  A  good-sized  room 
has  been  selected  for  a  "hospital  room"  and  elab- 
orately fitted  up  with  all  necessary  medical  and 
surgical  appliances  for  the  treatment  of  minor 
wounds.  Dr.  William  M.  Hutchinson,  of  Clin- 
ton Street,  has  had  the  supervision  of  the  fittings 
of  this  room,  which  is  distinctly  a  place  to  which 
emergency  cases  can  be  brought.  As  is  well 
known,  injuries  are  common  in  this  large  factory, 
owing  to  the  nature  of  the  work.  The  company 
thought  that  nothing  was  too  good  for  its  injured 
men,  and  that  at  least  they  could  be  properly 
cared  for  during  the  arrival,  if  necessary,  of  the 
ambulance. 

"Surgery,  Gynecology  and  Obstetrics"  is  the 
name  of  the  new  magazine  which  is  to  be  pub- 
lished monthly  by  an  organization  of  Chicago 
medical  men.  Its  editorial  staff  contains  the 
names  of  such  men  of  note  as  Nicholas  Senn, 
John  B.  Murphy,  J.  Clarence  Webster,  E.  C. 
Dudley,  and  John  C.  Hollister.  The  journal  is 
financed  by  a  stock  company  of  Chicago  physi- 
cians and  has  no  connection  with  any  other  com- 
mercial enterprise.  It  will  be  published  solely  in 
the  interests  of  the  medical  profession. 

The  death  of  Dr.  A.  Palmer  Dudley,  of  New 
York  City,  in  London,  removes  one  of  our  best- 
known  gynecologists.  His  death  from  phthisis 
was  a  surprise  to  his  many  friends.  Dr.  Dudley 
possessed  a  most  genial  and  lovable  manner  which 
won  for  him  his  deserved  popularity.  He  was 
an  exceedingly  independent  thinker  in  his  own 
specialty  and  an  ardent  advocate  of  conservative 
work  on  uterus  and  adnexa.  His  presence  will 
be  much  missed  at  the  meetings  of  the  Woman's 
Hospital  and  New  York  Obstetrical  Society's 
meetings,  where  he  took  an  active  part  in  the 
program  of  all  meetings  and  enlivened  the  dis- 
cussions with  his  breezy  method  of  debate. 

At  the  annual  meeting  of  the  State  Board  of 
Medical  Examiners  of  New  Jersey,  held  at  Long 
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Branch,  N.  J.,  July  5,  the  following  resolution 
was  adopted : 

Whereas,  The  educational  and  examining 
standards  for  the  medical  license  of  New  Jersey 
are  at  least  equal  in  all  respects  to  those  of  Xew 
York,  and  in  some  respects  higher,  and 

Whereas,  The  degree  of  unreasonableness  in 
the  matter  of  interstate  endorsement  on  the  part 
of  Xew  York  cannot  be  further  ignored,  there- 
fore be  it 

Resolved,  That  on  and  after  October  16,  the 
date  of  the  next  regular  meeting  of  this  Board, 
the  endorsement  of  medical  licenses  issued  by 
Xew  York  will  be  suspended  until  further  notice. 

Members  of  the  Board  for  1904-1905  are:  Pres- 
ident. William  H.  Shipps.  M.D..  Bordentown ; 
Davis  P.  Borden,  M.D..  Paterson ;  Treasurer, 
Charles  A.  Groves,  M.D.,  East  Orange ;  Edward 
Hill  Baldwin.  M.D.,  Xewark ;  John  J.  Baumann, 
M.D.,  Jersey  City  ;  John  W.  Bennett,  M.D.,  Long 
Branch:  Armin  Uebelacker,  M.D,  Morristown ; 
Wm.  Perry  Watson.  M.D,  Jersey  City ;  Secre- 
tary E.  L.  B.  Godfrev.  M.D.,  Camden. 


The  new  United  States  Pharmacopoeia,  pub- 
lished by  J.  B.  Lippincott  Company,  has  been  re- 
centlv  issued.  Changes  in  strength  of  tincture  of 
aconite,  tincture  of  veratrum  and  tincture  of 
strophanthus.  occur  as  follows : 

The  strength  of  tincture  of  aconite  has  been 
reduced  from  35  per  cent,  to  10  per  cent.,  and 
that  of  tincture  of  Yeratrum  from  40  per  cent, 
to  10  per  cent.  The  strength  of  tincture  of  Stro- 
phanthus has  been  icreased  from  5  per  cent,  to  10 
per  cent. 

These  changes  have  been  made  in  order  to  con- 
form to  the  standards  adopted  by  the  Inter- 
national Conference  on  Potent  Remedies  held  at 
Brussels  in  September,  1902.  the  object  being  to 
make  uniform  the  strength  of  potent  remedies 
in  all  parts  of  the  world. 


BOOK  REVIEWS. 


The  American  Year-Book  of  Medicine  and  Surgery 
for  190,.  Under  the  editorial  charge  of  George  M. 
Gould.  M.D.  Vol.  2.  Surgery.  Phil,  Lond,  W.  B. 
Saunders  &  Co,  1905.  696  pp.,  8  pi,  8  vo.  Price: 
Cloth,  $3.00. 

This  vear-book  has  long  held  a  leading  position 
among  the  works  of  this  character.  Its  distinguished 
editor  and  his  corps  of  colaborators  guarantee  the  con- 
tents of  this  volume. 

We  note  some  changes  in  the  editorial  staff.  Dr. 
J.  Leslies  Davis  will  have  charge  of  the  Department 
of  Laryngology,  and  Dr.  John  S.  Fulton,  of  Baltimore, 
the  Department  of  Hygiene  and  Public  Health.  These 


additions  maintain  the  high  standard  of  editorial 
efficiency  which  characterize  this  work. 

It  is  impossible  to  review  in  detail  the  many  im- 
portant features  of  this  volume.  Suffice  it  to  say  that 
among  the  year-books  it  easily  maintains  its  position 
of  leadership.  William  Francis  Campbell. 

Progressive  Medicine.  Vol.  vii.  No.  1,  March  1.  1905. 
Phil,  and  N.  Y,  Lea  Bros.  &  Co,  1905.  298  pp.  8  vo. 
Price:  Paper,  $1.50;  Cloth,  $2.25. 

This  volume  treats  of  surgery  of  the  head  and  neck, 
the  thorax,  acute  infectious  diseases  and  diseases  of 
certain  organs  of  special  sense.  The  general  plan  fol- 
lowed in  the  discussion,  review  and  criticism  of  these 
subjects  is  familiar  to  all  who  have  had  the  pleasure 
and  satisfaction  of  perusing  progressive  medicine  and 
learning  of  its  inestimable  value  to  the  progressive 
physician  who  is  desirous  of  acquiring  the  latest  in- 
formation, but  whose  time  makes  it  imperative  that  the 
great  mass  of  medical  facts  shall  be  condensed,  sifted, 
selected.  Progressive  Medicine  does  this,  and  does  it 
well.  William  Francis  Campbell. 

Gall-Stones  and  their  Surgical  Treatment.  By  B. 
G.  A.  Moynihan,  M.S.  (Lond.),  F.R.S.C.  Phil,  W. 
B.  Saunders  &  Co,  1905.  13-386  pp.,  9  col.  pi,  8  vo. 
Price:   Cloth,  $4.00. 

No  author  is  better  equipped  by  nature  and  expe- 
rience to  write  on  this  important  phase  of  surgical 
work  than  Mr.  Moynihan.  He  has  produced  a  work 
of  rare  excellence,  and  made  a  real  and  important  con- 
tribution to  surgical  literature. 

On  page  51  is  found  an  epigram  both  terse  and 
timely,  "It  is  in  surgery  as  in  finance — much  poverty 
and  much  paper  may  co-exist." 

The  author  has  given  the  profession  a  work  that 

disproves  his  own  epigram,  for  this  volume  will  be 

found  neither  redundant  or  vacuous,  but  rich,  replete 

and  satisfactory.  William  Francis  Campbell. 

. 

Kirke's  Handbook  of  Physiology.  By  W.  D.  Halli- 
burton, M.D,  F.R.S,  Nineteenth  Edition.  Phil,  P. 
Blakiston's  Son  &  Co,  1904.  xix,  902  pp.,  3  pi,  8  vo. 
Price:  Cloth,  $3.00. 

This  nineteenth  edition  of  Kirkes'  Handbook  of 
Physiology  has  been  so  extensively  revised,  practically 
rewritten,  in  fact,  by  Halliburton,  that  it  essentially  is, 
and  should  be  entitled.  Halliburton's  Handbook  of 
Physiology.  It  is  one  of  the  best  of  our  smaller  man- 
uals, and  is  well  suited  to  serve  as  a  text-book  for 
medical  students.  It  covers  the  whole  subject  as  taught 
in  the  medical  schools  of  this  country  and  of  Eng- 
land, and  even  includes  considerable  material  which 
is  not,  strictly  speaking,  physiology,  but  which  is  closely 
related  thereto,  and  of  value  to  students  of  physiology. 
I  refer  to  the  morphology  (-chiefly  histologic)  making 
up  the  greater  part  of  Chapters  II.  to  VII.  (inclusive), 
as  well  as  to  that  distributed  through  other  chapters 
of  the  book,  and  to  Chapter  LIX,  which  is  really  a 
summary  of  embryology. 

The  book  presents  no  notably  original  features,  but, 
its  histologic  and  embryologic  portions  aside,  is  a  clear, 
matter-of-fact  account  of  what  is  commonly  taught  as 
human  physiology,  though  it  is  really,  for  the  most 
part,  derived  vertebrate,  with  some  invertebrate 
physiology. 

Very  few,  if  any,  teachers  of  physiology  are  willing 
to  endorse,  iff  toto.  any  text-book,  save  perhaps  their 
own ;  but,  though  in  this  one,  as  in  most  others,  there 
are,  here  and  there,  statements  to  which  some  physi- 
ologists would  file  an  exception,  it  is  safe  to  say  that 
most  teachers  would  not  hesitate  to  recommend  it  as 
a  text-book. 

The  make-up  of  the  book  is  all  that  can  be  desired 
for  such  a  work,  and  the  illustrations  have  been  well 
chosen,  are  amply  numerous,  and  very  well  executed. 

J.  c.  c. 


BROOKLYN  MEDICAL  JOURNAL 


Vol.  XIX. 

ORIGINAL  ARTICLES. 


TEACHING   METHODS    IN    GYNECOLOGY  AND 
OBSTETRICS. 


BY  CHARLES  JEWETT,  M.D. 

Professor  of  Gynecology  and  Obstetrics, 
Long  Island  College  Hospital. 

In  obstetrics  and  gynecology,  as  in  most  other 
departments  of  medicine,  no  present-day  system 
of  teaching  is  complete  which  does  not  include 
practical  as  well  as  didactic  instruction.  Text- 
book and  lecture  must  be  supplemented  by  dem- 
onstration and  practice.  The  former  are  essential 
to  a  comprehensive  and  systematic  conception  of 
facts  and  principles;  the  latter,  to  a  working 
knowledge  of  them. 

So  far  as  possible  it  is  best  that  both  plans  of 
instruction  go  hand  in  hand  in  parallel  courses. 
It  is  a  distinct  gain  for  the  student  if  text-book 
and  viva  voce  teaching  can  constantly  be  eluci- 
dated and  enforced  by  objective  illustration. 
Facts  and  methods  are  more  easily  learned  and 
more  firmly  fixed  in  mind  by  observation.  Every 
physician  knows  how  much  greater  interest  a 
subject  acquires  when  studied  with  a  case  in 
hand.  So  it  is  in  equal  degree  with  the  medical 
student.  The  pursuit  of  knowledge  is  no  longer 
drudgery  when  the  teaching  is  by  object  lessons. 
The  practical  work  is  most  instructive  when  it 
runs  pari  passu  with  the  didactic  course. 

THE  LECTURE. 

The  cramming  process  of  the  medical  lecture 
room  to  the  exclusion  of  other  methods  has  long 
since  passed.  Yet  the  didactic  lecture  has  its 
uses.  It  may  be  made  especially  helpful  to  the 
beginner  who,  perhaps,  from  lack  of  training,  is 
ill  able  to  analyze  his  subject  for  himself,  and  to 
whom  the  text-book  too  often  presents  little  more 
than  a  confused  mass  of  facts.  Salient  points  are 
made  prominent  and  a  broad  and  well  system- 
atized grasp  of  the  subject  is  more  readily  as- 
sured than  by  dependence  on  books  alone.  Yet 
lecture  and  text-book  must  be  combined.  The 
lecturer  is  fortunate  who  can  place  in  the  hands 
of  his  class  his  own  lectures  in  book  form,  or  at 
least  a  syllabus  of  them.  Where  this  is  not  pos- 
sible, a  well-ordered  syllabus  of  each  lecture, 
arranged  in  tabular   form  with   reference  to 


No.  9. 

proper  subordination  of  topics,  and  written  upon 
the  blackboard,  is  a  material  help.  With  such 
aids  the  student  not  only  more  readily  masters 
the  subject  but  he  gets  methodical  habits  of 
thinking  and  working  and  learns  how  to  grapple 
with  new  questions. 

The  teaching  value  of  the  lecture  is  greatly 
enhanced  by  demonstrative  methods.  Drawings, 
photographs,  charts,  models,  and  especially  dem- 
onstrations with  the  aid  of  phantoms,  and,  when 
possible,  with  clinical  material,  are  extremely 
useful  for  supplementing,  elucidating  and  indel- 
ibly fixing  what  is  taught.  They  help  immensely 
in  fastening  the  attention  of  the  listener. 

Objective  illustration  is  invaluable  not  only  as 
an  easier  road  to  knowledge,  but  because  it  im- 
parts the  kind  of  knowledge  the  gynecic  surgeon 
most  needs  to  know.  It  familiarizes  him  with  the 
actual  facts  of  practice.  Demonstrations,  the  ex- 
hibition of  instruments,  models  of  dry  and  of  wet 
preparations,  are  an  essential  part  of  the  work  in 
lecture  and  recitation. 

The  obstetric  and  gynecologic  department  of 
the  medical  college  should  be  well  equipped  with 
material  for  illustration,  such  as  dried  prepara- 
tions of  normal  and  deformed  pelves,  or  models 
of  the  same,  wet  specimens  of  the  pelvic  viscera, 
gravid  uteri  with  the  ovums  in  situ  and  repre- 
senting the  various  stages  of  development,  em- 
bryos, foetuses,  placentas  and  detached  ovums  in 
the  different  months  of  growth,  together  with 
specimens  of  all  pathologic  conditions  of  genital 
organs  and  foetal  structures. 

THE  QUIZ. 

The  student's  mental  pabulum  needs  not  only 
to  be  well  prepared  and  properly  served,  it  must 
be  digested.  To  make  sure  of  this  is  pre-emi- 
nently the  work  of  the  quiz.  A  mere  catechism, 
which  calls  only  for  the  memorizing  of  facts,  is 
by  no  means  all  that  must  be  aimed  at.  A  well 
directed  quiz  stimulates  to  think,  to  reason;  it 
helps  the  student  to  organize  his  knowledge  to 
digest  and  assimilate  what  he  has  learned.  Even 
more — part  of  the  pupil's  knowledge  he  may  be 
taught  to  build  for  himself  out  of  the  material 
he  already  has. 

An  expert  quiz  master  keeps  attention  alert ; 
class  as  well  as  teacher  are  kept  at  work.  One 
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man's  question  is  every  man's  question  and  all 
work  together.  In  both  didactic  and  clinical 
teaching  systematic  quizzing  is  of  the  greatest 
value. 

CONFERENCES. 

In  the  conferences  a  hypothetical  case  is  sub- 
mitted a  week  in  advance  for  discussion  by  the 
senior  class.  A  part  are  appointed  to  open  the 
debate,  and  all  prepare  themselves  to  speak  upon 
the  salient  features  of  the  case,  especially  upon 
questions  of  diagnosis  and  treatment.  The  refer- 
ence library  of  the  college,  in  addition  to  the 
text-book,  affords  means  for  collecting  material. 
Toward  the  close  of  the  hour  the  views  presented 
are  commented  upon  and  criticised  by  the  in- 
structor. Properly  conducted,  the  value  of  the 
conference  is  self-evident. 

PRACTICAL  TRAINING. 

The  most  important  advance  in  modern  med- 
ical teaching  lies  in  the  greater  attention  paid  to 
practical  training.  In  none  of  the  arts  is  expe- 
rience more  essential  to  success  than  in  medicine, 
and  especially  is  this  true  in  obstetrics  and  gyne- 
cology. A  man  may  be  learned  in  the  science, 
yet  from  lack  of  practical  bent  may  fail  in  the  art. 

MANIKIN    TEACHING    IX  OBSTETRICS. 

Eminently  essential  to  a  working  knowledge 
of  obstetrics  is  a  course  of  manikin  and  bedside 
teaching.  Here  the  student  is  schooled  in  the 
everyday  experiences  of  practice.  He  gets  both 
manual  and  mental  training. 

The  more  important  mechanical  phenomena  of 
labor,  and  most  of  the  technical  methods  em- 
ployed in  obstetric  procedures  are  taught  on  the 
phantom.  Maternal  manikins  are  provided,  each 
in  a  room  large  enough  for  a  section  of  eight  or 
ten  students.  Foetal  cadavers,  preserved  as  for 
dissection  and  kept  in  alcohol,  are  used  instead  of 
foetal  manikins.  Foetal  skulls,  dried  pelves,  rub- 
ber uteri,  pelvimeters,  and  other  obstetric  instru- 
ments and  appliances  for  teaching  are  provided. 
The  walls  are  hung  with  drawings,  charts,  and 
with  a  full  schedule  of  the  manikin  work.  The 
teaching  is  done  by  a  special  staff  of  five  instruc- 
tors. The  student  is  drilled  in  diagnostic  meth- 
ods, and  in  the  various  obstetric  manoeuvres. 

The  foetal  skull  is  placed  in  the  dried  pelvis  in 
the  different  positions  under  cover  of  a  sheet,  and 
the  student  is  required  to  make  the  diagnosis  of 
position  by  the  touch.  Then  manikin  and  fcetal 
cadaver  are  substituted  for  pelvis  and  skull,  and 
he  learns  to  distinguish  the  presentations  and 
positions  of  the  foetus,  both  by  abdominal  and 
vaginal  examination. 


He  is  next  practiced  in  the  use  of  forceps,  in 
the  operation  of  version,  in  breech  extraction  and 
in  various  other  obstetric  procedures.  He  is  re- 
quired to  do  for  himself,  being  constantly  quizzed 
by  the  instructor,  and  his  manipulations  criticised 
and  corrected. 

OBSTETRIC  WARD-WORK. 

After  becoming  well  grounded  in  the  manikin 
work,  the  sections  are  admitted  to  the  lying-in 
wards.  Here,  too,  as  far  as  possible,  a  definite 
plan  is  followed.  The  schedule  begins  with  the 
signs  of  pregnancy.  The  mammary,  the  abdom- 
inal and,  in  some  measure,  the  vaginal  signs  are 
familiarized  by  actual  observation  and  experi- 
ence. The  student  inspects,  palpates  and  auscul- 
tates for  himself,  in  accordance  with  a  definitely 
prescribed  plan,  and  is  called  upon  to  tell  what 
he  observes.  He  studies  the  mammary  changes 
in  their  varying  phases,  becomes  fairly  proficient 
in  the  diagnosis  of  pregnancy  by  the  abdominal 
and  to  some  extent  by  the  vaginal  signs,  in  deter- 
mining the  presentation  and  position  of  the 
foetus  by  the  external  examination,  and  in  pel- 
vimetry. The  phenomena  and  management  of 
the  puerperium,  mensuration  of  the  foetus  and  the 
care  of  the  new-born,  are  studied  in  like  man- 
ner. A  section  of  the  class  is  present  at  labors ; 
the  course  and  conduct  of  childbirth  are  demon- 
strated, and  so  far  as  practicable  students  are 
permitted  to  participate  in  its  management. 

OUT-PATIENT  OBSTETRIC  PRACTICE. 

The  hospital  work  is  supplemented  in  the  out- 
patient service  in  which,  under  direction  of  a 
special  staff,  women  are  attended  in  confinement 
at  their  own  homes  by  members  of  the  graduat- 
ing class.  This  division  of  the  tetaching  force 
numbers  seven.  The  student,  under  guidance 
of  his  instructors,  makes  the  ante-partial  exam- 
ination, conducts  the  labor  and  follows  the 
course  of  the  case  through  the  puerperal 
period.  On  dismissal  of  the  patient  he  fills 
out  a  printed  form  of  case-record  which  is  filed 
with  the  chief  of  clinic.  This  latter  requirement 
not  only  enforces  greater  attention  to  scientific 
detail  in  practice,  but  it  helps  to  form  the  habit 
of  accurate  observation  and  of  keeping  minute 
and  orderly  clinical  records. 

GYNECOLOGIC  DIAGNOSIS. 

Advanced  students  in  sections  of  four  are 
drilled  in  the  diagnostics  of  gynecology  by  actual 
practice  in  the  dispensary.  Two  clinics  are  con- 
ducted daily  in  adjoining  rooms.  Each  room  is 
equipped  with  an  examining  table,  a  cabinet  of 
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instruments,  a  sterilizer  and  other  requirements 
for  the  work.  The  first  stage  of  the  clinical 
course  is  history  taking.  One  student  in  each 
clinic  keeps  the  case-records,  the  other  learns 
diagnostic  methods.  Before  completing  the 
practical  course  he  conducts  examinations  for 
himself,  his  findings  being  discussed  and  revised 
by  the  adjunct  gynecologist  on  duty.  An  addi- 
tional and  more  elaborate  practical  course  in 
diagnosis  is  carried  out  by  the  chief  of  clinic 
following  a  prearranged  order  of  topics. 

This  part  of  the  teaching  is  still  further  sup- 
plemented in  the  operating  theater.  At  operation 
demonstrable  conditions  are  constantly  utilized 
for  the  instruction  of  the  class.  In  suitable  cases 
a  small  section  of  students,  after  preparing  their 
hands  and  putting  on  operating  gowns  and  rub- 
ber gloves,  make  digital  examinations.  A  good 
number  of  the  class  show  a  gratifying  degree  of 
diagnostic  ability  by  the  time  they  have  com- 
pleted the  curriculum. 

GYNECOLOGIC  OPERATIONS  ON  THE  CADAVER. 

Formerly  a  certain  amount  of  plastic  work  was 
done  by  the  student  with  the  aid  of  phantoms, 
some  made  of  canton  flannel,  others  of  glue  jelly. 
This,  for  the  most  part,  has  been  replaced  by  a 
course  in  operative  gynecology  upon  the  cadaver, 
which  includes  the  principal  gynecologic  oper- 
ations upon  the  pelvic  viscera  and  also  the  in- 
cisive operations  of  obstetric  surgery. 

SURGICAL    CLINICS    IN  GYNECOLOGY. 

In  the  operating  theater  of  the  hospital  the 
essential  steps  of  operations  are  demonstrated  as 
far  as  possible,  and  technical  methods  explained 
and  illustrated.  Members  of  the  class  in  small 
sections  and  with  the  necessary  precautions  are 
admitted  to  the  arena  where  the  details  of  the 
work  may  be  followed  more  closely.  Another 
section  watch  the  giving  of  the  anesthetic  under 
the  instruction  of  the  lecturer  on  anesthesia. 

Students  also  visit  the  wards  and  may  ob- 
serve the  after-care  and  treatment  of  patients 
whose  operations  they  have  witnessed.  They  are 
enabled  to  keep  complete  records  of  cases  which 
they  have  studied  in  the  dispensary  service,  have 
followed  to  the  operating  room  and  watched 
throughout  their  convalescence. 

Such,  in  brief,  is  the  system  of  teaching  at  the 
Long  Island  College  Hospital.  It  is  carried  out 
by  a  corps  of  little  more  than  twenty  instructors. 
Students  graduate  not  only  with  a  more  fully 
rounded  knowledge  of  the  subject,  but  with  a 
practical  fitness  in  striking  contrast  with  the  re- 
sults of  earlier  days. 


THE  MAKING  OF  A  SURGEON. 


By  George  Ryerson  Fowler,  M.D. 

Professor  of  Surgery,  New  York  Polyclinic  1  Emeritus.) 

When  a  master  seeks  an  apprentice,  if  he  be  in 
love  with  his  work  and  earnestly  seeks  to  initiate 
him  who  is  to  follow  in  his  footsteps,  he  will  select 
one  whose  intelligence,  as  well  as  knowledge  al- 
ready gained,  fits  him  for  the  calling  in  hand. 
When  such  a  selection  is  made,  the  master  sets 
himself  about  the  task  of  making  a  craftsman  of 
the  material  furnished  him. 

He  does  not  commence  by  delivering  himself 
of  a  flow  of  words,  at  certain  stated  intervals,  that 
have  little  meaning  to  his  apprentice.  He  knows 
full  well  that  his  own  and  the  apprentice's  time  will 
be  wasted,  and  that  every  hour  thus  spent  will 
not  only  be  profitless,  but  will  tend  to  detract  from 
the  interest  that  his  apprentice  takes  in  the  work. 
Even  though  the  master  be  an  accomplished  lec- 
turer, and  deliver  himself  with  the  aid  of  the 
simplest  notes,  yet  will  the  labor  be  in  vain.  If 
he  seeks  to  make  a  craftsman,  he  will  keep  before 
the  apprentice  the  best  examples  of  the  results 
of  his  handicraft,  and  by  precept  and  example 
seek  to  imbue  his  receptive  mind  with  the  differ- 
ent steps  of  the  processes  whereby  the  final  and 
complete  machine  is  produced,  and  guide  his  hand 
through  the  simple  and  finally  to  the  intricate 
stages  of  the  workmanship. 

If,  as  in  the  modern  methods  of  making  skillful 
workmen,  the  apprentice  enters  the  temple  of  his 
chosen  calling  through  the  industrial  school  and 
a  course  in  mechanical  engineering,  he  will  have 
learned  the  physical  properties  of  metals,  their  be- 
havior under  varying  conditions  of  heat  and  cold 
and  the  theories  of  tensile  and  cross-strain ;  of 
environment  that  hastens  deterioration  as  well  as 
the  evidences  of  the  presence  of  the  latter,  and 
the  means  of  ensuring  prolonged  service.  All  of 
these  he  will  have  learned  in  the  recitation  room 
and  in  the  laboratory,  supplemented,  as  time  goes 
on,  by  practical  demonstrations  at  the  forge  and 
at  the  bench  and  vise. 

But  all  the  knowledge  gained  of  the  qualities 
of  metals,  from  the  rough  chemistry  of  the  mines 
to  the  delicate  manipulation  of  the  crucible  in  the 
assaying  room,  will  not  make  a  machinist  of  the 
apprentice  any  more  than  will  a  knowledge  of  how 
best  to  cultivate  trees  make  a  cabinet  maker. 
While  with  this  knowledge  combined  with  the 
acquirement  of  the  manipulative  skill  to  fashion 
a  locomotive  or  a  watch  a  master  workman  is  pro- 
duced, the  one  without  the  other  produces  in  the 
one  case  a  theorist  without  practical  application 
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when  the  actual  work  is  to  be  done,  and  in  the 
other  case  a  mere  human  machine. 

With  his  store  of  theoretical  knowledge  the  ap- 
prentice must  first  fetch  and  carry.  He  must 
clean  the  rough  castings,  mingle  with  the  more 
advanced  apprentices,  and  now  and  again  adjust 
a  bolt  and  tighten  a  nut.  He  is  taught  how  to 
use  his  hands  and  brain  in  combination,  and  with 
his  fundamental  knowledge  of  the  principles  of 
the  craft,  and  learning  by  actual  doing  under  the 
eye  of  the  master  mechanic  or  of  that  of  an  ad- 
vanced craftsman,  he  passes  on  from  the  simplest 
to  the  most  complicated  tasks  of  the  art.  From 
this  time  on  his  course  is  one  of  constant  progress 
toward  a  higher  plain  of  efficiency,  until,  with  the 
development  and  exhibition  of  added  qualifications 
of  loyalty  and  resources  he  becomes  the  trusted 
director  of  the  master's  work.  Finally,  with 
ripened  mind  and  trained  hand  he  develops  into 
an  original  thinker,  a  chief  craftsman,  a  leader  of 
his  fellows. 

Turn  we  now  to  the  making  of  a  surgeon.  Time 
was  when  the  professor  of  surgery,  entering  the 
lecture  room,  bowed  formally  to  the  assembled 
students  with  scarcely  a  familiar  face  confronting 
him.  He  proceeded  to  drag  his  audience  after 
him  as  he  waded  through  the  hour's  discourse, 
either  reading  from  the  copied  pages  of  some 
so-called  authority,  or  reciting  from  memory  re- 
inforced by  the  well-worn  notes  of  previous  and 
similar  didactic  efforts.  Here  and  there  a  more 
industriously  inclined  student  busied  himself  tak- 
ing notes  of  what  he  conceived  to  be  the  im- 
portant points  of  the  subject.  Others  attempted 
by  a  fixed  stare  to  prop  up  the  unwilling  eye- 
lids, while  others  again  yielded  to  the  seductive 
wooings  of  Morpheus  until  awakened  by  the 
formal  applause  that  marked  the  end  of  the 
hour,  and  that  was  intended  less  for  appre- 
ciation of  the  lecturer's  efforts  than  for  relief  of 
the  hum-drum  environment.  Add  to  this  a  knowl- 
edge on  the  part  of  the  more  knowing  ones  that 
the  professor's  grasp  of  the  subject  lectured  upon, 
which,  for  instance,  is  that  of  the  treatment  of 
wounds,  is  less  than  his  knowledge  of  the  puer- 
peral dose  of  ergot,  and  the  farcical  character  of 
the  whole  performance  is  glaringly  apparent. 

The  only  relief  of  this  tedium  was  the  clinical 
lecture,  delivered  perhaps  twice  a  week,  in  the 
hospital  amphitheatre.  The  latter  was  crowded 
from  floor  to  dome  with  students  in  every  stage 
of  development,  from  first-year  pupils  to  gray- 
beards  taking  a  postgraduate  course,  these  watch- 
ing a  spectacular  performance  in  which  an  anes- 
thetized patient  and  a  flourish  of  instruments 


figured  prominently.  Those  in  the  front  row  only 
knew  what  was  happening,  or  heard  what  the  pro- 
fessor said.  As  to  the  history  of  the  patient  and 
his  subsequent  fate  only  the  hospital  records  could 
speak,  and  these  gave  forth  no  hint. 

And  so  the  average  medical  mill  ground  out 
its  yearly  grist  of  surgeons  !  What  with  the  spirit 
of  commercialism  and  the  curse  of  cliqueism  to 
sap  its  vitality,  and  the  absence  of  community  of 
interest  of  the  professional  staff  to  bar  the  march 
of  progress,  it  was  reserved  for  the  didactic  lec- 
ture and  the  spectacular  clinic  to  hold  the  medical 
college  up  to  the  ridicule  of  the  educational  world. 
From  its  walls  the  medical  student  stepped  forth 
with  a  rudimentary  and  superficial  and  wholly 
theoretical  knowledge  of  the  science  and  art  of 
surgery.  Perhaps,  after  years  spent  in  general 
practice,  and  if  his  line  were  cast  in  places  where 
it  was  necessary  for  him  to  cultivate  surgical 
skill,  it  might  happen  that  he  would  develop  the 
essential  qualifications  of  a  successful  surgeon. 
In  this,  however,  he  would  be  handicapped  by  the 
absence  of  the  guiding  hand  of  a  master,  although 
the  advantages  of  a  previous  large  experience  in 
general  practice  to  the  surgical  practitioner  are 
not  to  be  underestimated  in  this  connection. 

The  student  of  surgery  should  be  one  whose 
tastes,  inclinations  and  interest  lead  him  in  the 
direction  of  this  special  field  of  work.  In  select- 
ing this  branch  of  the  profession  he  should  re- 
member, however,  that  the  internist  is  in  much 
greater  demand  than  the  surgeon.  If  he  is  at- 
tracted by  the  glare  of  the  footlights  and  the 
brilliancy  of  the  stage-setting  that  seems  in  the 
mind  of  the  average  student  to  go  along  with  a 
successful  surgeon's  career,  let  him  have  a  care, 
lest  the  tragedy  is  far  too  real  to  his  liking ;  that 
the  tinsel  of  the  stage  is  not  exchanged  for  the 
sombre  drapings  of  woe ;  that  the  smiling  audi- 
ence from  whom  he  expected  plaudits  of  praise  is 
not  changed  to  a  group  of  grief-stricken  mourn- 
ers ;  that  each  expiring  footlight  does  not  mark 
the  needless  sacrifice  of  a  human  life ;  and,  finally, 
that  he  does  not  feel  the  remorse  of  that  other 
Judas  who  betrayed  his  trust  for  greed  of  gain. 

Teachers  of  surgery  are  born,  not  made.  The 
qualifications  needed  to  make  a  successful  instruc- 
tor usually  develop  early  in  the  life  of  the  one 
who  is  to  become  a  leader  and  teacher.  These 
qualifications  are  more  easily  recognized  when 
present  than  described.  They  consist  in  the  main 
of  an  ability  to  recognize  and  grasp  the  important 
points  of  a  subject,  to  arrange  these  systematically 
and  in  the  order  of  their  value,  and  to  present 
them  in  an  intelligible  and  attractive  manner. 
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As  to  the  methods  of  imparting  instruction, 
class-room  conferences  and  recitations  may  well 
replace  the  didactic  lecture  and  general  faculty 
quiz ;  section  work  at  the  hospital  should  take 
the  place  of  the  public  clinic,  and  the  surgical 
laboratory  should  supplement  the  operative  work 
on  the  cadaver.  These  should  constitute  the 
modern  methods,  in  addition  to  the  curriculum 
of  the  medical  course  in  general,  for  the  making 
of  a  surgical  apprentice. 

Too  much  importance  cannot  be  attached  to  the 
work  in  what  I  have  here  termed  the  surgical 
laboratory.  This  department,  now  practically 
limited  to  experimental  and  original  research 
work,  should  be  employed  as  a  part  of  the  routine 
teaching  in  every  medical  college.  Here  the 
modern  methods  of  applying  the  principles  of 
aseptic  and  antiseptic  surgical  technic,  the  ad- 
ministration of  anesthetics,  trephining  and  ex- 
ploration of  the  intracranial  organs,  operations 
on  the  eye,  tracheotomy,  resection  of  ribs,  opera- 
tions on  the  abdominal  organs,  particularly  the 
technic  of  gastrointestinal  operations,  and  the 
ligation  of  arteries  should  be  taught,  with  the 
lower  animals  as  subjects.  Here  the  provisional 
and  definite  arrest  of  hemorrhage  may  be  prac- 
tised, the  causes  and  prevention  of  shock  investi- 
gated, the  phenomena  of  destructive  and  repar- 
ative processes  studied,  and  the  uses  of  instru- 
ments learned.  Markings  should  be  instituted 
based  on  accuracy  of  observation,  manipulative 
skill,  and  rigid  attention  to  details.  Upon  the 
basis  of  these  markings  a  selection  of  those  who 
are  fitted  to  become  surgical  apprentices  should 
be  made. 

Following  the  laboratory  course  as  above  out- 
lined, the  surgical  apprenticeship  of  the  medical 
student  should  commence.  He  should  fetch  and 
carry,  adjust  a  bandage  here  and  replace  a  dress- 
ing there.  His  workshop  is  the  out-patient  sur- 
gical department  of  the  hospital,  or  the  surgical 
clinic  room  of  the  general  dispensary. 

The  next  step  of  his  apprenticeship  is  marked 
by  his  appointment  to  the  surgical  interne  staff 
of  a  well-equipped  hospital,  and,  if  possible,  one 
the  work  in  which  exclusively,  or  at  least  largely 
surgical.  For  the  cultivation  of  the  surgical  mind 
the  atmosphere  and  environment  of  the  daily  rou- 
tine of  work  should  be  surgical.  A  mixed  ser- 
vice is  not  the  best  for  hospital  internes,  and  this 
is  particularly  true  for  the  surgical  interne. 

The  different  grades  of  service  as  a  hospital 
interne  mark  the  further  progress  of  the  appren- 
ticeship of  the  surgeon.  Step  by  step  he  advances, 
each  advance  being  marked  by  new  duties  and 


increased  responsibilities.  From  the  care  of  cases 
of  lesser  importance  he  passes  on  to  those  of  the 
most  serious,  and  from  assisting  at  minor  opera- 
tions to  the  performance  of  the  latter,  and  thence 
to  the  operating  room — all  these  are  too  well 
known  to  be  dwelt  on  here.  With  this  advent  as 
the  senior  member  and  responsible  head  of  the 
surgical  interne  staff  comes  the  experimentiim 
cmcis  of  his  surgical  career.  It  is  here  that  he 
must  show  that  combination  of  prompt  judgment, 
resourceful  energy,  and  loyalty  and  devotion  to 
duty  that  is  the  hall-mark  of  the  true  surgeon. 
Under  the  watchful  eye  of  the  master  his  surgical 
virtues  and  shortcomings  are  equally  revealed 
and  his  future  shaped  accordingly.  The  first- 
named  inspires  confidence  and  impels  his  chief  to 
entrust  important  emergency  work  to  his  care; 
the  second  awakens  constant  distrust  and  anxiety 
in  the  mind  of  the  responsible  head  of  the  service. 

Finally,  his  apprenticeship  ended,  he  sets  forth 
upon  his  life's  journey.  Here  we  must  leave  him. 
And  as  the  vale  springs  to  the  lips  of  the  master, 
the  injunction  of  the  great  bard  of  Avon  may  well 
be  spoken : 

"This  above  all :  To  thine  own  self  be  true, 
And  it  must  follow,  as  the  night  the  day. 
Thou  canst  not  then  be  false  to  any  man." 


Dr.  Beverly  Robinson  in  N.  Y.  Med.  Jour,  and 
Phila,  Med.  Jour,  for  June  3,  1905,  states  that 
in  cases  of  perforation  of  the  stomach  from  any 
form  of  ulcer  of  any  duration,  the  formal  indi- 
cation is  to  operate.  The  sooner  the  operation 
is  performed,  the  better  the  chances  of  saving 
life.  Cases  of  cure  without  operation  are  known, 
but  are  infrequent.  The  cardinal  principles  gov- 
erning the  medical  treatment  of  declared  gastric 
ulcer  are  (1)  absolute  or  relative  rest,  mental 
and  bodily,  if  possible;  (2)  the  use  of  rectal  feed- 
ing in  a  measure  or  altogether,  and  the  partial 
or  complete  relief  of  stomachal  digestion,  at  least 
for  a  time.  He  emphasizes  that  gradual  return 
to  feeding,  with  much  care  and  many  limitations 
should  later  be  conuseled  and  enforced,  and 
whenever  anemia  is  notably  a  factor  in  the  make- 
up of  the  disease,  its  special  treatment  should  not 
be  ignored. 

Hemorrhage  and  perforation  are  the  two  com- 
plications of  gastric  ulcer  most  to  be  feared.  Ab- 
solute rest  in  bed  should  be  insisted  upon,  and 
no  nutriment  allowed  excepting  by  the  bowel. 
Cold  applications  to  the  epigastrium  are  indi- 
cated. 

Tn  the  repeated  use  of  a  solution  of  adrenalin 
hvpodermically,  we  have  a  potent  remedy. 
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THE  CURE  OF  CARCINOMA  OF  THE  BREAST. 


BY  LEWIS  STEPHEN"  PILCHER,  M.D. 

Breast  carcinoma  presents  a  very  favorable 
field  for  the  study  of  therapeutic  possibilities. 
The  disease  in  this  location  is  of  frequent  occur- 
rence ;  the  tissue  primarily  affected  is  deep-lying 
but  at  the  same  time  as  susceptible  by  palpation 
and  vision  to  as  constant  and  accurate  knowl- 
edge of  its  progress  as  if  it  was  absolutely  super- 
ficial ;  the  lymphatic  channels  which  lead  from  it 
are  definite  and  well  understood,  and  the  lymph 
nodes  in  which  occur  the  first  metastatic  develop- 
ments are  equally  as  accessible  to  operation,  as 
the  gland  containing  the  parent  growth.  Conceal- 
ment or  error  as  to  the  real  conditions  present 
in  a  given  case  are  therefore  impossible.  Unlike 
carcinoma  involving  the  digestive  or  urinary 
tract,  its  cause  is  not  complicated  by  the  irrita- 
tion of  continued  function  nor  by  the  results  of 
impaired  function.  The  feebler  malignancy  of 
the  superficial  carcinomata  developing  from  epi- 
thelium of  the  squamous  type  is  unfortunately 
not  shared  by  breast  carcinomata,  which  in  their 
tendency  to  rapidity  of  growth,  to  invasion  of 
adjacent  tissues  and  to  the  formation  of  metas- 
tases are  typical  of  the  most  virulent  forms  of  the 
disease  in  any  part  of  the  body. 

On  the  other  hand,  the  breast  lends  itself  with 
less  disadvantage  than  any  other  part  of  the  body 
to  absolute  extirpation,  and  the  possibility  of 
extending  surgical  attack  to  adjacent  tissues  and 
of  following  to  a  great  distance  the  lymph  vessels 
and  nodes  without  inflicting  serious  damage  to 
functions  or  incurring  serious  risk  to  life  is 
such  as  to  make  available  the  highest  degree  of 
thoroughness  in  operative  attempts  to  remove 
the  disease  and  to  secure  permanent  immunity 
from  further  growth. 

In  carcinoma  of  the  breast,  therefore,  we  pos- 
sess an  ideal  test  type  of  the  disease,  carcinoma, 
by  which  to  measure  the  efficiency  of  methods 
and  agents  that  may  be  proposed  for  its  treat- 
ment. For  this  reason  breast  carcinoma  still  re- 
tains a  special  interest  and  I  have  determined  to 
bring  it  up  for  discussion  again  at  this  time. 

In  a  paper  published  by  me  in  1902,  I  analyzed 
the  results  obtained  by  operative  attempts  in 
fifty  personally  treated  cases  of  primary  breast 
carcinoma,  and  one  of  my  conclusions  then  stated 
was  that  surgery  could  promise  a  very  large  pro- 
portion of  absolute  cures  in  such  cases  if  its  re- 
sources were  employed  as  soon  as  the  presence 
of  the  disease  is  determined. 


Out  of  forty-three  patients  in  whom  a  presum- 
ably complete  operation  was  done,  thirteen  pre- 
sented the  least  advanced  type  of  the  disease,  viz., 
that  in  which  no  involvement  of  the  pectoral  mus- 
cles was  apparent,  and  the  involvement  of  the 
glands  of  the  axilla  was  not  great.  In  these  cases 
ablation  of  breast  and  axillary  contents  and  of 
the  pectoralis  major  muscle  (except  in  two  cases 
in  which  this  muscle  was  not  removed)  resulted 
in  permanent  cure  in  four  instances — eleven  to 
thirteen  years  having  now  elapsed. 

In  twelve  other  patients  the  involvement  of  the 
pectoral  muscle  or  the  invasion  of  the  axilla  was 
so  much  more  pronounced  that  it  was  deemed 
best  to  remove  the  pectoralis  minor  muscle  also, 
but  without  attacking  the  supraclavicular  spaces. 

Permanent  cure  resulted  in  four  of  these  pa- 
tients also.  In  my  former  report  I  credited  this 
group  with  but  three  permanent  cures.  In  one  of 
the  remaining  patients  there  had  developed  an 
intra-abdominal  disease  which  I  then  supposed 
to  be  carcinoma  of  the  liver.  More  careful  ex- 
amination later,  after  the  greatly  distended  ab- 
domen had  been  emptied  by  tapping,  revealed 
that  the  condition  was  ovarian,  and  by  opening 
the  abdomen  a  large,  benign,  multilocular  cyst- 
adenena  of  the  ovary  was  removed,  with  subse- 
quent perfect  health  to  date,  so  that  I  can  now 
make  this  more  favorable  report.  In  all  but  one 
of  the  eight  patients  of  this  class  who  were  not 
permanently  freed  from  carcinoma  by  my  opera- 
tions the  development  of  supraclavicular  disease 
was  among  the  earliest  evidences  that  the  pri- 
mary operation  had  been  incomplete.  Impressed 
by  this  I  was  led  to  open  up  the  supraclavicular 
spaces  in  many  instances  thereafter,  notwith- 
standing the  absence  of  evident  supraclavicular 
disease,  and  in  nearly  all  such  cases  this  incision 
above  the  clavicle  revealed  small  nodules  dis- 
tinctly cancerous,  though  too  minute  to  be  de- 
tected by  palpation  when  covered  by  intact  fascia 
and  skin.  The  entire  number  of  cases  in  which 
the  supraclavicular  spaces  were  thus  opened  was 
eighteen,  in  ten  of  whom  palpable  supraclavic- 
ular nodes  existed.  Permanent  cure  has  fol- 
lowed in  three  of  these  cases  as  demonstrated  by 
nine,  seven  and  five  years,  respectively,  of  free- 
dom from  recurrence.  This  also  is  one  more 
case  of  cure  than  I  claimed  three  years  ago,  due 
to  the  fact  that  a  case  in  which  a  perceptible  en- 
largement over  the  upper  costa-chondral  articula- 
tion of  the  affected  side,  which  was  considered 
then  as  due  to  recurrence  of  the  carcinoma,  has 
since  been  demonstrated  to  have  been  due  solely 
to  hypertrophy  of  the  clavicular  portion  of  the 
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pectoralis  major  muscle  that  had  been  left  un- 
removed.  The  woman  has  remained  well  to  the 
present  date,  now  more  than  five  years  since 
operation. 

This,  then,  was  my  record  up  to  the  year  1900. 
Previous  to  1888  no  permanent  cures  ;  from  1888 
to  1900,  25%  permanent  cures. 

During  the  years  1901  to  1904,  sixteen  more 
primary  cases  have  been  operated  upon.  Of  these, 
in  three  instances  the  operation  was  frankly  in- 
complete and  was  followed  by  speedy  recurrence, 
except  in  one  case  which  died  on  the  table  after 
an  interscapulo-thoracic  amputation. 

Of  the  thirteen  cases  in  which  an  apparently 
complete  operation  was  done,  five  of  them,  at 
periods  of  from  six  months  to  two  years,  showed 
either  regional  or  distant  metastatic  growths  that 
had  escaped  the  knife ;  all  of  these  were  system- 
atically and  for  long  periods  subjected  to  X-ray 
treatment,  with  apparent  retardation  of  the 
superficial  growths  in  each  case,  but  without 
effect  upon  the  development  of  intra-thoracic  or 
intra-abdominal  metastases  that  terminated  in 
death  in  from  one  to  three  years  after  operation. 

Seven  cases — 54% — remained  well  when  last 
heard  from.  What  proportion  of  these  may  yet 
present  recurrences  time  only  can  show. 

Of  this  series  of  cases,  in  all  but  two  the  re- 
gion above  the  clavicle  was  opened  and  all  the 
gland  and  lymph  vessels  bearing  connective  tis- 
sue beneath  the  deep  fascia  in  the  subclavian 
triangle  dissected  out  systematically.  In  the 
majority  of  instances,  small  but  distinctly  can- 
cerous nodes,  not  appreciable  through  the  skin 
and  fascia,  were  brought  to  light  by  this  incision 
and  were  removed. 

Let  me  cite  two  instances. 

Case  1.  F.  M.  C,  aged  53  years,  whose  grand- 
mother, two  great-aunts,  one  aunt  and  one  cousin 
had  all  died  of  cancer — grandmother,  cancer  of 
rectum  ;  others,  cancer  of  breast — presented  her- 
self with  an  ill-defined  induration  of  moderate 
extent  in  the  left  breast  under  the  nipple.  There 
were  no  palpable  glands  either  in  the  axilla  or  in 
the  supraclavicular  space.  Within  three  weeks 
of  the  time  that  the  breast  change  was  first  de- 
tected, operation  was  instituted.  The  first  oper- 
ative step  was  the  opening  of  the  supraclavicular 
space  at  once.  In  the  angle  formed  by  the  junc- 
tion of  the  internal  jugular  and  subclavian  veins 
two  small  cancerous  nodes  were  uncovered.  In 
the  axilla,  also,  when  opened  in  a  later  step  of 
the  work,  multiple  affected  nodes  were  found. 
The  entire  operation  included  cleaning  out  the 
supraclavicular  space ;   cleaning  out  the  axilla ; 


detachment  at  insertion  of  both  pectoral  muscles 
and  their  removal  with  the  overlying  breast  and 
a  like  amount  of  the  covering  skin. 

An  uncomplicated  convalescence  followed.  At 
present  date,  sixteen  months  later,  there  is  no 
suggestion  of  recurrence  and  she  remains  per- 
fectly well. 

Case  2.  M.  M.  A.,  aged  66  years ;  presented 
herself  with  an  ovoid  mass  infiltrating  the  upper 
outer  quadrant  of  the  right  breast,  the  presence 
of  which  had  been  known  for  four  months.  The 
overlying  skin  had  become  adherent  but  there 
were  no  enlarged  glands  palpable  either  in  axilla 
or  above  the  clavicle.  Nevertheless  the  supra- 
clavicular and  axillary  incisions  revealed  condi- 
tions nearly  identical  with  those  in  the  preceding 
case,  just  described.  The  same  operative  pro- 
cedure was  adopted,  an  equally  uneventful  and 
rapid  convalescence  followed.  She  presented 
herself  recently  for  examination,  eight  months 
later,  local  and  general  conditions  perfect. 

These  two  cases  are  good  examples  of  the 
most  favorable  cases  for  surgical  effort  that  pre- 
sent themselves  to  the  surgeon.  They  both  came 
to  operation  at  a  fairly  early  period  of  the  car- 
cinomatous process.  There  were  no  evidences 
of  supraclavicular  involvement,  and  yet  if  this 
region  had  not  been  opened  as  a  matter  of  rou- 
tine, diseased  nodes  would  have  been  left  behind 
to  ensure  a  perpetuation  and  extension  of  the 
carcinoma,  and  to  make  of  no  avail  the  extirpa- 
tion of  the  breast. 

A  somewhat  different  but  equally  striking  les- 
son was  conveyed  by  the  following  case : 

Case  3.  S.  M.  B.,  aged  59  years ;  had  been 
aware  of  the  presence  of  disease  in  her  right 
breast  for  eighteen  months,  but  had  concealed  it 
even  from  her  physician.  When  she  finally  pre- 
sented herself  for  surgical  aid  there  was  a  diffuse 
induration  having  its  centre  in  the  outer  and 
lower  quadrant  of  the  breast ;  overlying  skin  ad- 
herent ;  nipple  retracted ;  enlarged  axillary 
glands  palpable ;  no  positive  involvement  of 
supraclavicular  glands  demonstrable.  At  opera- 
tion axillary  contents,  pectoral  muscles,  breast 
and  overlying  skin  were  first  removed.  The  ex- 
tension of  the  disease  to  the  nodes  above  the 
clavicle  was  demonstrated  at  this  time,  but  it 
was  not  deemed  prudent  to  continue  the  opera- 
tion at  that  time  and  the  wounds  were  closed. 
Five  weeks  later,  full  healing  of  the  axillary  and 
thoracic  wounds  having  been  secured,  the  base 
of  the  neck  was  opened,  the  clavicle  was  sawn 
through  on  either  side  of  the  insertion  of  the 
subclavius  muscle,  and  the  bone-muscle  flap  thus 
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formed  turned  down,  exposing  the  entire  area 
from  the  point  where  the  axillary  clearing  out 
had  ceased,  to  the  point  where  the  great  vessels 
at  the  root  of  the  neck  descend  into  the  medi- 
astinum. Multiple  infected  glands  were  found  in 
this  region  and  were  removed.  The  convales- 
cence from  this  assault,  otherwise  favorable,  was 
complicated  by  a  limited  necrosis  from  the  iso- 
lated bone  section.  This  determined  a  sinus, 
which  persisted  for  some  weeks  until  a  ne- 
crotic splinter  was  exfoliated,  and  together  with 
a  wire  suture,  was  discharged.  Sound  healing 
then  took  place.  Good  health  without  sign  of 
recurrence  finally  resulted  and  has  been  main- 
tained to  date,  a  period  of  two  and  a  half  years. 

The  added  experience  of  the  last  three  years 
has  corroborated  the  views  expressed  by  me  in 
1902  as  to  the  importance  of  opening  the  base  of 
the  neck  as  a  part  of  the  routine  operative  pro- 
cedures in  cases  of  breast  carcinoma.  The  point 
of  suspicion,  the  key  to  the  whole  situation,  is  the 
triangle  at  the  junction  of  the  subclavian  and 
internal  jugular  veins,  where  rest  the  node  or 
nodes  to  which  run  not  only  the  lymphatics 
which  pass  up  from  the  axilla,  but  also  an  incon- 
stant but  not  infrequent  set  of  ducts  which  run 
up  on  the  front  of  the  thorax  from  the  mam- 
mary region  to  the  base  of  the  neck,  down  into 
which  they  dip  after  running  over  the  inner  end 
of  the  clavicle.  The  exposure  of  this  space, 
while  certainly  a  delicate  procedure  and  requir- 
ing accurate  anatomical  knowledge,  is  neither 
difficult,  nor  unduly  time-consuming,  nor  disfigur- 
ing. It  adds  but  little  to  the  gravity  of  the  opera- 
tion as  a  whole,  least  of  all  if  no  infected  nodes 
are  found  that  require  removal,  while  if  such  dis- 
eased foci  are  found  any  added  risk  is  more  than 
justified.  It  is  in  the  cases  that  come  earliest  to 
operation,  also,  that  such  investigation  of  the 
base  of  the  neck  offers  the  greatest  advantage, 
for  these  are  the  cases  that  present  the  most 
hopeful  field  to  a  surgical  attempt  to  get  beyond 
all  foci  of  disease  in  the  work  of  extirpation. 
The  life  history  of  all  deep-lying  carcinoma  in- 
volves so  early  in  its  course  the  lymphatic  paths 
that  extend  from  the  regions  involved  that  these 
must  always  rest  under  suspicion,  however  ap- 
parently early  the  primary  growth  may  have 
been  recognized,  and  the  rational  procedure  is 
to  always  include  in  the  extirpations  done  all 
such  absorbent  organs  as  far  as  possible  without 
waiting  for  the  development  in  them  of  gross 
evidences  of  disease.  Just  in  measure  as  this 
practice  has  become  adopted  in  the  surgery  of 
breast  carcinoma  have  the  results  obtained  been 


more  and  more  favorable  as  regards  permanent 
cure.  The  steps  have  been,  consecutively,  the 
removal  of  the  fascia  covering  the  pectoral  mus- 
cles, the  systematic  and  thorough  evidement  of 
the  axilla,  the  removal  of  the  pectoral  muscles, 
the  increase  in  the  amount  of  overlying  skin  re- 
moved. Add  to  these  now,  as  a  part  of  the  reg- 
ular procedure  of  attack,  to  be  omitted  only  in 
exceptional  cases  in  which  adequate  reason  for 
the  omission  may  satisfy  the  surgeon  that  it  is 
best,  the  systematic  evidement  of  the  subclavian 
triangle,  and  there  may  be  expected  a  still  higher 
percentage  of  permanent  cures. 

The  use  of  the  X-ray  in  breast  carcinoma  has 
not  been  attended  with  any  lasting  benefit  in  the 
cases  that  have  been  under  my  observation,  not- 
withstanding all  the  cases  of  recurrence  ob- 
served during  the  past  five  years  have  been  given 
the  benefit  of  its  application,  made  intelligently 
and  perseveringly.  Whatever  its  advantage  in 
the  case  of  superficial  epidermoid  cancers,  it  has 
no  place  in  the  surgery  of  cancer  of  the  breast. 


CANCER  OF  THE  STOMACH:  THE  PROBLEMS  OF 
EARLY  DIAGNOSIS  AND  OPERATIVE  TREATMENT. 


BY  RICHARD  WARD  WESTBROOK,  M.D. 
Associate  Surgeon.  Brooklyn  Hospital. 
(Read  before  the  Brooklyn  Surgical  Society,  May  4, 1905.) 

The  great  importance  of  this  subject  may  be 
appreciated  when  we  remember  that  from  35  to 
45  per  cent,  of  all  carcinomata  occur  in  the  stom- 
ach. No  race,  no  sect,  no  occupation,  and  no  age 
is  exempt  from  it,  though  it  does  not  often  occur 
before  middle  age,  and  is  rather  more  common 
in  men  than  in  women.  Previous  health  and  hab- 
its have  little  bearing  upon  the  disease,  as  it  de- 
velops in  the  abstemious  as  well  as  the  intem- 
perate, in  the  robust  as  well  as  the  weak,  although 
there  is  no  question  that  a  considerable  propor- 
tion of  cases  develop  on  a  gastric  ulcer  or  on  an 
ulcer  scar.  Napoleon,  who  died  of  gastric  can- 
cer, said  that  he  had  always  had  a  stomach  of  iron 
until  the  onset  of  what  proved  to  be  his  fatal  ill- 
ness. As  in  other  organs,  cancer  of  the  stomach 
is  increasing  in  frequency. 

Surgery  offers  the  only  hope  of  cure  in  gastric 
cancer  at  the  present  time.  As  in  cancer  else- 
where, surgery  undertaken  for  radical  removal 
must  be  performed  at  the  earliest  possible  day, 
while  the  disease  is  still  local,  and  has  not  pro- 
duced too  wide  lymphatic  involvement  or  gone  on 
to  metastasis.  Unfortunately,  the  difficulties  of 
diagnosis  of  cancer  within  the  abdomen  are  far 
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greater  than  in  the  cervix  uteri  and  the  breast, 
and  the  need  for  early  radical  removal  even  more 
imperative.  Medical  diagnosis  has  been  disap- 
pointing as  regards  any  positive  findings  in  the 
early  stage  of  gastric  carcinoma  and  seems  un- 
likely to  prove  of  much  help  in  furthering  early 
radical  removal.  The  medical  practitioner  must 
realize  the  frequent  occurrence  of  the  disease,  and 
the  great  importance  of  early  diagnosis,  and  must 
bring  the  surgeon  to  co-operate  with  him  in  the 
observation  of  suspicious  cases.  In  early  ex- 
ploratory abdominal  incision  lies  our  chief  hope 
at  the  present  time  of  reducing  the  mortality 
from  gastric  carcinoma,  and  it  should  be  em- 
ployed in  all  suspected  cases,  after  the  medical 
means  of  diagnosis  have  been  made  use  of  with- 
out delay,  and  have  positively  failed  to  exclude 
cancer.  An  exploratory  operation  is  often  looked 
upon  as  a  confession  of  ignorance,  or  an  unwill- 
ingness to  pursue  an  exhaustive  inquiry  with 
one's  senses  unaided  by  incision,  but  that  ought 
not  to  be  the  case  here.  An  exploratory  operation 
here  is  conservative — if  one  may  make  use  of  that 
much  misused  term — and  is  practically  without 
risk  in  cases  of  early  cancer,  not  yet  the  victims 
of  malnutrition. 

The  examination  of  stomach  contents  has  been 
greatly  discussed,  and  much  claimed  for  it,  in  the 
diagnosis  of  carcinoma.  Such  examinations  have 
little  diagnostic  value  in  the  stage  of  the  disease 
where  radical  surgery  may  be  done,  but  they  gain 
in  importance  as  the  disease  advances,  and  when 
they  become  of  greatest  value  it  is  too  late  to  do 
more  than  palliative  surgery.  Free  hydrochloric 
acid  is  absent,  or  nearly  so,  in  80  to  90  per  cent, 
of  cases  of  cancer  of  the  stomach.  But  it  is  gen- 
erally conceded  that  it  is  the  gastritic  process 
that  accompanies  carcinoma  and  that  leads  to 
atrophy  of  the  gastric  mucosa  which  is  the  cause 
of  the  loss  of  hydrochloric  acid  secretion.  The 
hydrochloric  acid  decreases  as  the  growth  ad- 
vances, and  is  therefore  much  less  likely  to  be  ab- 
sent in  the  early  stage,  and  in  some  cases — where 
carcinoma  develops  on  ulcer  —  it  is  even  in- 
creased in  the  early  period.  Considerable 
importance  has  been  attached  in  late  years  to  the 
presence  of  lactic  acid  in  the  stomach.  This 
again  is  a  late  rather  than  an  early  symptom,  as  it 
will  not  appear  unless  the  hydrochloric  acid  be 
greatly  reduced.  It  also  means  stagnation  of 
stomach  contents,  and  this  does  not  occur  until 
the  pylorus  is  encroached  upon,  or  the  motor  ac- 
tivity of  the  stomach  interfered  with  by  the  size 
of  the  growth  when  it  originates  in  another  quar- 
ter.  The  presence  of  the  Boas-Oppler  bacillus  is 


of  no  special  importance  in  early  diagnosis,  as  it 
is  a  lactic  acid  producing  organism  which  is 
found  only  in  stagnating  stomach  contents. 
Hemmeter  has  attempted  to  scrape  or  brush 
away  fragments  of  growth  from  the  stom- 
ach for  microscopical  examination,  but  it  is  quite 
unlikely  that  any  portion  of  growth  can  be  de- 
tached in  the  early  stages.  Examination  of  stom- 
ach contents  may  be  very  useful  in  the  later  stage 
of  cancer,  or  in  the  differential  diagnosis  of  ulcer, 
but  neither  this,  nor  methods  of  inflation,  etc.  for 
the  detection  of  tumor  can  be  of  positive  value 
in  the  stage  of  the  disease  where  we  may  expect 
radical  cure.  As  Robson  has  insisted,  "Cancer 
of  the  stomach  should  be  dealt  with  surgically 
before  a  tumor  is  clinically  recognizable."  It  has 
been  hoped  that  blood  examinations  might  fur- 
nish a  means  of  diagnosis  in  the  early  stage,  but 
the  diminution  in  red  cells  and  hemoglobin,  which 
is  sooner  or  later  present,  is  only  that  found  in 
any  secondary  anemia.  There  is  usually  a  mod- 
erate leucocytosis  in  cancer  cases,  and  very  fre- 
quently an  absence  of  the  so-called  "digestion 
leucocytosis."  As  yet,  however,  blood  examina- 
tion cannot  be  said  to  have  much  value  in  the 
pre-cachectic  stage. 

It  must  be  conceded,  then,  that  we  have  no 
clinical  means  at  our  command  for  the  positive 
diagnosis  of  cancer  of  the  stomach  in  the  stage 
of  radical  removal.  We  must  fall  back,  therefore, 
largely  on  the  clinical  history.  Robson  says  that 
"whenever  a  patient  over  forty  years  complains, 
somewhat  suddenly,  of  indefinite  symptoms  of 
gastric  uneasiness,  pain  and  vomiting,  followed 
by  progressive  loss  of  weight,  secondary  anemia, 
and  so  forth,  the  possibility  of  cancer  should  at 
once  be  recognized."  It  is  necessary  to  exclude 
chronic  gastritis  and  ulcer  of  the  stomach  espe- 
cially, but  the  history  of  long-standing  dyspepsia, 
with  the  less  striking  blood  changes  in  gastritis, 
and  the  persistent  hyperchlorhydria  in  ulcer,  are 
often  sufficient  to  make  the  probable  diagnosis 
of  those  conditions. 

In  a  certain  rather  small  percentage  of  cases 
there  are  no  stomach  symptoms  at  the  outset, 
and  such  cases  are  very  likely  to  be  overlooked 
in  the  stage  of  radical  surgery.  I'ain  is  the  most 
constant  of  the  early  symptoms,  referred  rather 
to  the  stomach  region  than  to  any  localized  spot. 
Pain  is,  however,  a  more  pronounced  feature  in 
ulcer.  Distress  after  eating  is  common.  Vom- 
iting is  not  so  early  a  symptom  as  pain,  and  when 
pyloric  obstruction  and  dilatation  of  the  stomach 
have  occurred,  the  vomiting  characteristic  of  that 
condition — large  amounts  at  intervals  of  one  or 
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two  days — is  present.  It  is  not  my  purpose  to 
go  into  all  the  complex  symptoms  of  early  cancer 
of  the  stomach,  but  simply  to  emphasize  the  fact 
that  there  is  no  pathognomonic  symptom,  and 
that  every  case  of  persistent  and  increasing  stom- 
ach disorder  in  an  individual  over  forty  should 
be  the  subject  of  very  careful  observation  on  the 
part  of  the  medical  attendant,  and  the  grave  pos- 
sibilities of  cancer  be  kept  in  mind.  Late  diag- 
noses would  as  a  consequence  be  less  common, 
and  the  public  also  would  become  educated  in 
the  subject,  and  appreciate  the  importance  of 
early  diagnosis  and  operative  treatment.  It  is 
advised  by  Osier  that,  if  in  a  suspected  case  there 
is  no  improvement  in  a  few  weeks,  an  exploratory 
operation  be  done,  and  that  permission  be  obtained 
at  the  same  time  for  a  radical  operation  should  a 
growth  be  found.  The  dictum  of  Czerny  and 
Rindfleisch  must  be  impressed,  too,  that  when  a 
tumor  can  be  positively  recognized  clinically  in 
cancer  of  the  stomach,  it  is  too  late  for  radical 
operation.  There  are  exceptions  to  this  rule,  but 
it  is  on  the  whole  true. 

In  the  surgical  treatment  of  cancer  of  the 
stomach,  cases  fall  under  two  heads :  First,  those 
in  which  the  radical  removal  of  the  entire  diseased 
area  should  be  attempted,  and,  second,  those  ad- 
vanced cases  in  which  only  a  palliative  operation 
should  be  done.  The  drawing  of  the  dividing 
line  between  these  two  classes  is  one  of  the  diffi- 
cult problems  of  stomach  surgery.  No  rules  can 
be  laid  down  to  govern  all  operations,  for  the  very 
important  factor  of  differences  in  operative  skill 
and  technique  in  different  operators  must  be  reck- 
oned with.  The  former  frightful  mortality  of 
partial  gastrectomy  (pylorectomy)  in  the  hands 
of  the  best  operators,  and  the  belief  that  the 
diagnosis  could  not  be  made  until  the  disease  had 
advanced  beyond  the  possibility  of  cure,  have 
prevented  this  operation  until  recently  from 
achieving  an  accepted  position  in  abdominal  sur- 
gery. At  the  present  time,  there  is  no  question 
that  this  operation  in  the  hands  of  the  surgeon 
who  performs  it  only  occasionally,  and  often  on 
ill-selected  cases,  is  still  accompanied  with  a  mor- 
tality which  should  prohibit  it.  And  yet,  in  the 
hands  of  operators  of  large  opportunity  in  stom- 
ach surgery,  the  mortality  has  been  reduced  to 
an  average  of  perhaps  25  per  cent.,  and  in  the 
hands  of  Mayo  to  as  low  as  7  per  cent.  5 
to  8  per  cent,  of  the  cases  recovering  have 
been  reported  as  remaining  cured.  Kron- 
lein's  statistics  show  that  those  cases  in 
whom  the  disease  recurs  after  partial  gastrectomy 
have  life  prolonged  on  a  average  about  14  months 


as  against  but  3  months  in  gastroenterostomy. 
This  I  do  not  believe  a  fair  comparison  towards 
gastroenterostomy,  as  the  cases  taken  for  the 
latter  operation  are  necessarily  less  favorable 
than  those  selected  for  partial  gastrectomy.  Total 
ablation  of  the  stomach  has  a  place  in  surgery,  but 
is  rarely  indicated,  and  should  be  replaced  almost 
entirely  by  partial  gastrectomy. 

Seventy  per  cent,  of  all  gastric  carcinomata  in- 
volve the  pylorus,  and  60  per  cent,  have  their  ori- 
gin there  or  within  three  inches  of  it.  Fortunately, 
there  are  normally  few  lymph  glands  along  the 
greater  curvature,  and  these  are  confined  to  the 
pyloric  region.  The  fundus  and  two-thirds  of 
the  greater  curvature  are  free  from  lymphatic 
involvement  in  cancer  of  the  pylorus.  The  lesser 
curvature  is  rich  in  lymph  glands,  and  there  the 
lymph  and  blood  vessels  lie  in  the  wall  of  the 
stomach  itself.  In  the  radical  operation,  there- 
fore, for  pyloric  cancer,  all  of  the  lesser  curvature 
and  about  one-half  of  the  greater  curvature  with 
the  omentum  should  be  removed.  The  consider- 
able portion  of  the  stomach  remaining  is  often 
referred  to  as  the  "immune  area"  by  reason  of 
the  infrequency  of  occurrence  or  early  extension 
of  the  disease  there.  Malignant  disease  does  not 
tend  to  extend  into  the  duodenum,  and  the  divi- 
sion there  may  be  made  about  one  inch  from  the 
disease.  It  is  rarely  possible  or  best  to  unite  the 
cut  ends  of  the  stomach  and  duodenum,  and, 
therefore,  they  should  be  closed  by  suture,  and  a 
lateral  anastomosis  of  stomach  and  jejunum  be 
made.  This  operation  should  be  done  in  all  early 
cases,  as  early  lymphatic  involvement  is  the  rule, 
and  in  the  practice  of  the  Mayos,  with  perfected 
technique  and  proper  selection  of  cases,  it  has  pro- 
duced only  one  death  in  fifteen  cases.  This,  then, 
should  be  the  operation  of  choice  in  the  routine 
treatment  of  early  carcinoma  of  the  pylorus,  just 
as  surely  as  should  the  Halsted  operation  be  the 
routine  in  early  carcinoma  of  the  breast.  But  it 
should  be  routine  only  in  the  early  cases,  where 
the  growth  is  limited  to  the  pyloric  end,  which 
still  remains  movable,  and  with  no  extensive  ad- 
hesions. Haberkaut  showed  a  mortality  of  72^2 
per  cent,  in  cases  operated  on  with  extensive  adhe- 
sions present,  as  against  27  per  cent,  without  such. 
Cases  much  depressed  by  malnutrition,  or  showing 
marked  secondary  anemias  should  not  be  sub' 
jected  to  the  radical  operation.  The  attempt  to 
attain  ideal  results  in  cases  not  warranting  them, 
with  consequent  unduly  great  mortality,  is  what 
has  brought  stomach  surgery  in  the  past  into  dis- 
repute among  medical  practitioners,  and  the  hope 
for  the  best  results  in  the  future  lies  in  the  hearty 
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co-operation  of  the  physician  with  the  surgeon. 
And,  too,  the  physician  has  the  right  to  require 
of  the  surgeon  that  his  technique  be  of  the  best 
to  date  in  the  performance  of  these  serious  opera- 
tions, and  that  the  upper  abdomen  be  a  thoroughly 
familiar  field  to  him.  A  badly  performed  radical 
operation  for  cancer  of  the  breast  may  be  covered 
up,  as  it  is  usually  unattended  by  high  immediate 
moitality,  and  recurrence  may  be  explained  to  the 
satisfaction  of  those  interested  on  other  grounds. 
But  a  badly  performed  operation  for  cancer  of  the 
stomach  means  death  to  the  patient,  and  in  the 
light  of  such  statistics  as  those  of  the  Mayo's, 
any  death  requires  more  than  passing  explana- 
tion. Before  attempting  these  operations,  the' 
surgeon  should  become  thoroughly  familiar  with 
the  intricacies  of  the  upper  abdomen  by  dissec- 
tions and  by  operations  upon  the  cadaver.  A  not 
uncommon  cause  of  death  in  past  time  has  been 
gangrene  of  the  transverse  colon  due  to  accidental 
inclusion  of  the  middle  colic  artery,  which  runs 
in  the  transverse  meso-colon,  while  ligating  the 
gastro-colic  omentum.  Proper  technique  and 
familiarity  with  the  anatomy  should  render  this 
accident  unknown. 

I  am  coming  more  and  more  to  the  opinion  that 
the  surgery  of  the  upper  abdomen  forms  a  class 
by  itself,  and  cannot  reach  the  best  results  if  the 
routine  methods  of  general  operations  be  fol- 
lowed. The  patients  in  cases  of  cancer  are  suffer- 
ing from  a  disease  which  in  itself  means  lowered 
resistive  power,  and,  in  addition,  the  location  of 
the  growth  in  the  stomach  adds  malnutrition 
and  early  anemia.  Patients  are  usually  above 
fifty,  often  with  weakened  heart  or  kidneys,  and 
operations  in  the  upper  abdomen  are  especially 
prone  to  be  followed  by  pneumonia.  We  must  be 
prepared  to  avoid  every  possible  exposure  or  loss 
of  body  heat,  to  shorten,  as  far  as  possible  the 
time  of  operation,  and  to  prevent  vomiting,  pneu- 
monia, and  hypostatic  chest  conditions  following 
operation.  If  the  patient  is  starved,  he  should  be 
prepared  with  peptonized  foods  and  nutritive 
enemas  for  two  or  three  days  before  operation. 
In  patients  whose  tissues  are  dried  out  by  their 
inability  to  retain  and  absorb  fluids  because  of 
pyloric  obstruction,  saline  solution  may  be  given 
by  rectum  regularly  for  several  days  before  opera- 
tion, or  by  subcutaneous  or  intravenous  injection 
before  operation.  Robson  pays  great  attention 
to  cleanliness  of  the  mouth  for  days  before  oper- 
ation, and  gives  sterile  liquid  food  for  one  or  two 
days  before.  The  patient's  stomach  should  be 
irrigated  on  the  morning  of  the  operation  with 
saline  solution  until  the  return  Mow  comes  clear, 


or  if  he  be  unaccustomed  to  lavage  it  may  be  done 
on  the  day  previous  to  operation  to  avoid  the 
strain  immediately  before  the  operative  ordeal, 
and  he  may  be  given  afterward  a  small  amount 
of  liquid  nourishment.  The  preparation  of  the 
patient's  skin  may  be  done  twenty-four  hours  be- 
fore operation,  and  again  on  the  morning  of  the 
day  of  operation.  But  delay  should  not  be  made 
when  the  patient  is  under  the  anesthetic  for  the 
purpose  of  repeatedly  scrubbing  the  skin,  and 
douching  with  large  quantities  of  heat-abstract- 
ing fluids,  which  is  so  often  practised,  frequently 
ending  by  leaving  the  patient  throughout  the 
operation  on  damp  sheets,  or  lying  in  a  pool  of  the 
washing  solution.  Observations  have  shown  that 
patients  allowed  to  remain  wet  during  operations 
develop  shock  more  readily.  It  is  best  to  simply 
wipe  the  skin  off  with  alcohol,  or  with  such  a  mix- 
ture as  recently  recommended  by  Harrington,  and 
proceed  to  the  operation  at  once.  When  one  re- 
flects upon  the  possible  effects  upon  his  own  per- 
son, if  his  chest  and  abdomen  were  scrubbed  with 
soap  and  water,  and  then  inordinately  douched 
with  alcohol,  ether,  etc.,  and  left  to  lie  upon  a 
damp  table,  and  in  addition  the  necessity  of 
breathing  the  refrigerating  vapors  of  ether  for 
an  hour  or  two,  he  feels  strongly  inclined  to  risk 
the  doubtful  dangers  of  the  skin  germ,  rather 
than  run  the  chances  of  pneumonia.  When,  added 
to  this,  one  considers  the  necessary  handling  and 
exposure  of  viscera,  and  often  blood  loss,  the 
wonder  is  that  more  patients  do  not  succumb  to 
pneumonia  or  shock.  If  the  cancer  patient  is 
emaciated,  he  may  be  wrapped  in  cotton-wool 
previous  to  the  operation  and  this  would  be  a 
good  procedure  in  every  case.  The  table,  also, 
should  be  heated  if  possible,  and  one  may  now  ob- 
tain rubber  water-beds  to  accomplish  this,  made 
to  fit  the  operating  table.  These  beds  are  divided 
for  convenience  in  handling  into  sectional  parts, 
and  they  supply  heat  to  the  patient  during  the 
whole  course  of  the  operation.  I  am  told  that 
Robson  has  largely  eliminated  post-operative 
pneumonia  by  this  method  of  supplying  warmth 
to  his  patient.  During  the  course  of  the  opera- 
tion, the  exposed  viscera  should  be  kept  well  cov- 
ered with  pads  wrung  out  in  warm  saline  solu- 
tion. Insufficient  protection  of  intestines  prob- 
ably is  a  factor  in  producing  post-operative  pneu- 
monia, as  they  also  follow  operations  performed 
with  cocain.  After  operation,  fluids  are  not  given 
by  mouth  for  twelve  hours,  and  then  only  hot 
water  in  small  amounts.  The  danger  lies  in  set- 
ting tip  vomiting  and  strain  upon  the  newlv 
sutured  viscera.     Saline  and  nutrient  enemata 
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will  relieve  thirst  and  hunger  to  an  extent,  and 
food  by  mouth  may  be  withheld  for  several  days. 
As  soon  after  the  operation  as  practicable,  the 
head  and  shoulders  of  the  patient  are  raised  on 
pillows  as  a  preventive  of  hypostatic  congestions, 
and  to  facilitate  drainage  of  the  stomach  through 
the  new  anastomosis. 

In  the  second  class  of  cases  of  cancer,  where 
either  by  reason  of  the  extent  of  the  growth  or 
its  situation,  partial  gastrectomy  cannot  be  done, 
the  operation  of  choice  is  gastrojejunostomy. 
This  operation  is  also  indicated  where  the  growth 
is  fixed  by  extensive  adhesions ;  or  where  the 
patient's  condition  is  so  reduced  through  pyloric 
obstruction  or  other  lesion  that  the  risk  of  the 
larger  operation  is  too  great;  or  in  case  where 
metastases  are  present.  It  is  indicated  in  cancer 
of  the  duodenum  producing  obstruction.  The 
duodenum  above  the  papilla  must  be  considered 
as  practically  a  part  of  the  stomach,  as  the  symp- 
toms of  obstruction  there  are  the  same  as  those 
of  the  pylorus.  I  also  feel  strongly  in  favor  of 
the  performance  of  gastrojejunostomy  in  ad- 
vanced cases  of  cancer,  or  supposed  cancer  with 
marked  tumor,  if  the  area  of  stomach  wall  in- 
volved permits  its  accomplishment,  as  great  relief 
may  at  times  be  given.  It  is  an  important  fact 
that  a  certain  small  number  of  cases  presenting 
all  the  clinical  symptoms  of  cancer  of  the  pylorus 
or  stomach  walls,  with  tumor,  perigastric  peri- 
tonitis, and  adhesions,  may  entirely  recover  after 
gastroenterostomy  and  the  tumor  disappear. 
These  are  cases  of  chronic  ulcer  with  an  inflam- 
matory mass,  the  innocent  or  malignant  nature 
of  which  cannot  be  told  at  times,  even  with  ex- 
ploration. Usually  there  is  a  longer  history  of 
stomach  symptoms  than  in  cancer  cases,  but  that 
in  itself  does  not  assist  greatly  in  diagnosis,  as 
some  nine  per  cent,  of  cases  of  chronic  ulcer  pass 
directly  from  the  simple  condition  into  the  malig- 
nant. 

These  cases  only  emphasize  the  importance 
of  an  exploratory  operation  in  nearly  all  cases 
of  tumor  of  the  stomach,  even  though  it  be  not 
possible  always  to  make  a  positive  diagnosis  or 
to  remove  the  tumor.  A  gastrojejunostomy 
may  be  done,  and  the  rest  brought  to  the  stomach 
will  almost  certainly  give  relief,  and  in  some 
cases  considered  to  be  malignant,  a  cure  will  re- 
sult. Robson  has  reported  five  or  more  such 
cases,  and  Munro  has  lately  reported  two  others 
where  patients  had  been  abandoned  to  die  of  sup- 
posed cancer,  but  were  restored  to  health  by 
timely  gastroenterostomy. 

I  present  to  you  to-night  a  woman  who  was  re- 


ferred to  me  two  years  ago  by  Dr.  J.  E.  Midgeley 
with  the  diagnosis  of  carcinoma  of  the  pylorus. 
She  was  then  66  years  of  age,  and  had  worked  as 
a  housekeeper.  She  was  emaciated  and  anemic, 
having  lost  twenty-five  pounds,  and  had  vomited 
about  a  year.  When  I  saw  her  she  was  able  to 
take  only  broth  and  beef-tea,  and  food  might  lie 
in  the  stomach  half  a  day  and  then  be  vomited 
up.  There  was  constant  suffering  with  stomach 
pain.  Through  the  thin  abdominal  walls,  a  small 
hard,  movable  tumor  could  readily  be  felt.  Con- 
sidering her  age,  the  presence  of  tumor  and  py- 
loric obstruction,  her  marked  emaciation,  and  a 
history  a  little  indefinite,  but  pointing  to  a  fairly 
recent  development  of  the  symptoms,  it  was 
hardly  possible  to  entertain  any  other  diagnosis 
but  cancer.  On  account  of  her  weakness,  no 
analysis  of  stomach  contents  was  attempted,  as 
she  was  much  averse  to  the  use  of  the  stomach 
tube.  I  performed  a  posterior  gastroenteros- 
tomy on  her  in  June,  1903,  utilizing-  a  very  short 
loop  of  jejunum,  and  anastomosing  it  to  the  sto- 
mach with  the  Murphy  button.  Although  ex- 
tremely weak,  with  a  heart  murmur  and  irreg- 
ular pulse,  she  made  a  good  recovery.  No  entero- 
anastomosis  was  done,  and  she  never  had  any 
symptoms  of  "vicious  circle."  After  a  year,  to 
our  surprise,  the  tumor  had  disappeared,  although 
revealed  by  operation  to  be  of  the  size  of  a  hick- 
ory nut,  without  surrounding  adhesions.  She  is 
now  a  frail  old  lady  of  68,  eating  a  general  diet, 
and  complaining  only  of  "water-brash"'  now  and 
then.  She  had  eaten  a  chop  and  cabbage  for 
lunch  when  I  examined  her  a  few  days  ago.  The 
diagnosis  in  the  case  was  changed  to  chronic  ulcer 
of  the  pylorus,  with  inflammatory  thickening  and 
obstruction,  by  the  course  of  events  following  the 
operation. 

Kronlein  has  laid  it  down  as  a  rule  in  his  clinic 
that  in  cases  of  carcinoma,  where  extirpation  of 
the  growth  is  impossible,  the  palliative  operation 
of  gastroenterostomy  shall  not  be  performed 
unless  there  is  evidence  of  pyloric  stenosis.  Ex- 
ception is  made  only  in  those  cases  where  there  is 
marked  stagnation  of  food  without  evidence  of 
stenosis.  From  my  experience.  I  believe  that 
gastroenterostomy  may  be  more  widely  em- 
ployed, even  in  cases  of  advanced  cancer  with 
tumor,  and  without  marked  evidence  of  obstruc- 
tion. I  have  a  specimen  here  to-night  which  I 
removed  post-mortem  from  a  case  on  whom  I 
had  done  gastroenterostomy,  where  life  was 
surely  much  prolonged  by  it,  with  a  fair  degree  of 
comfort,  although  there  was  not  marked  stenosis 
at  the  time  of  operation.   The  patient  was  a  man 
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of  49  who,  one  year  before  I  saw  him  in  con- 
sultation, began  to  have  pain  and  sensation  of 
pressure  in  the  stomach  area.  Later  a  girdle 
sensation  developed,  with  pain  running  under  the 
shoulder  blades,  chiefly  the  left.  Only  after  eight 
or  nine  months  was  there  occasional  vomiting, 
but  not  enough  of  it  to  form  a  feature  of  the  his- 
tory. He  was  much  emaciated  and  anemic,  and 
could  take  little  but  liquids  because  of  pain  and 
distress,  which  caused  him  to  sit  doubled  over 
for  two  or  three  hours  at  a  time,  this  attitude  and 
the  gulping  of  gas  giving  him  his  only  relief. 
Examination  showed  a  moderately  movable 
tumor  in  the  epigastrium,  about  two  inches  in  its 
long  diameter.  Exploratory  operation  was  ad- 
vised, but  little  was  promised  his  relatives,  and 
his  neighbors  confidently  expected  him  to  suc- 
cumb to  any  operative  attempt.  Operation  re- 
vealed a  mass  the  size  of  a  large  egg  involving 
the  lesser  curvature  of  the  stomach,  with  gland- 
ular involvement  and  adhesions  about  the  lesser 
omentum.  Posterior  gastroenterostomy  was 
quickly  done  with  the  Murphy  button,  and  the 
patient  expressed  himself  as  markedly  relieved 
and  hungry  the  following  day.  Feeding  was 
commenced  at  once,  and  he  was  kept  in  a  nearly 
upright  position  in  bed  to  help  the  chest  circu- 
lation, and  facilitate  the  gravitation  of  the  Mur- 
phy button  downward  as  well  as  the  drainage 
of  the  stomach.  The  button  was  passed  in  this, 
case,  as  also  in  the  one  above  reported,  in  the  sec- 
ond week.  He  was  able  to  return  to  his  home  and 
his  work,  and  lived  fifteen  months,  dying  of  a 
general  carcinosis  of  the  stomach,  omentum  and 
liver,  with  some  dropsy  toward  the  end.  This 
case  offered  apparently  little  hope,  and  yet  the 
good  results  of  the  anastomosis  were  immediate 
and  positive.  The  stomach  in  this  case  became 
practically  a  funnel  through  which  food  grav- 
itated into  the  small  intestine.  In  six  months  the 
patient  had  gained  between  ten  and  fifteen 
pounds,  had  lost  much  of  his  cachectic  look,  and 
was  eating  "everything  but  cabbage  and  tur- 
nips." No  entero-anastomosis  was  done,  as  the 
jejunum  was  attached  at  its  origin  close  to  the 
duodenum,  and  the  patient  never  had  symptoms 
of  vicious  circle. 

Von  Mikulicz  and  Kronlein  reported  several 
years  ago  that  their  cases  of  gastroenterostomy 
lived  on  an  average  but  three  months  longer  than 
those  not  operated  upon.  Constantly  improving 
methods  of  operation  should  make  these  statistics 
more  favorable,  and  the  operation  should  not  be 
deferred  until  the  case  is  far  advanced.  I  am 
sure  they  do  not  represent  the  results  of  the  pres- 


ent day.  Dr.  Reginald  H.  Fitz,  of  Boston,  has 
recently  questioned  the  propriety  of  doing  any 
operation  in  advanced  cancer  of  the  stomach, 
holding  that  the  treatment  of  such  cases  by  other 
than  surgical  means  often  gives  more  or  less  pro- 
longed relief  and  makes  dying  easy.  No  one  who 
has  observed  the  great  relief  given  at  times  by 
surgery,  as  well  as  the  prolongation  of  \aluable 
lives,  should  wish  to  withhold  the  possibility  of 
such  relief  from  others. 

Gastroenterostomy  is  the  operation  applicable 
to  the  great  number  of  stomach  cases  with  tumor. 
It  is  less  than  twenty-four  years  since  the  first 
operation  was  performed  by  Wolfer,  of  Vienna, 
for  cancer  of  the  pylorus,  who  short-circuited  the 
obstruction  by  means  of  the  anterior  anastomosis. 
His  patient  lived  four  months.  The  cases  done 
up  to  1899  showed  a  mortality  of  36%,  and  many 
of  them  were  nearly  moribund  at  time  of  opera- 
tion. At  the  present  time,  the  operation  as  ap- 
plied to  all  cases,  both  malignant  and  benign,  is 
considered  by  Robson  to  have  a  mortality  of  only 
5%.  This  great  change  has  been  brought  about 
by  the  greater  care  observed  in  all  details  of 
technique,  avoidance  of  shock,  early  post-oper- 
ative feeding,  etc.,  which  have  been  mentioned. 

The  most  serious  complication  of  the  earlier 
gastro-enterostomies  was  the  occurrence  of  the 
so-called  "vicious  circle"  or  "regurgitant  vomit- 
ing." In  these  cases  the  contents  of  the  stomach 
would  pass  into  the  efferent  loop  of  bowel  and 
back  into  the  stomach  without  escaping  into  the 
efferent  loop.  The  afferent  loop  would  become 
greatly  distended,  while  the  efferent  loop  would 
remain  collapsed  and  empty,  amounting  at  times 
to  an  intestinal  obstruction,  and  the  patient  would 
succumb  in  a  few  days  after  the  operation.  Many 
theories  were  advanced  to  explain  the  vomiting, 
and  there  are  undoubtedly  several  mechanical 
conditions  which  may  cause  misdirection  of  the 
current  after  gastroenterostomy.  But  it  has  been 
well  shown  that  the  essential  reason  is  the  ob- 
struction to  the  passage  onward  of  duodenal  con- 
tents. Many  modifications  of  the  original  opera- 
tion were  suggested  to  meet  the  difficulty,  all  of 
which  involved  added  time  and  shock  at  opera- 
tion, and  in  some  cases  quite  difficult  technique. 
The  most  important  measure  to  prevent  the  re- 
gurgitant vomiting  was  the  establishment  of  a 
second  anastomosis  between  the  afferent  loop  and 
the  efferent  loop,  through  which  duodenal  con- 
tents might  pass  directly  without  entering  the 
stomach,  thus  draining  the  otherwise  distended 
afferent  loop.    When  one  realizes  that  a  loop 


350 


BROOKLYN  MEDICAL  JOURNAL. 


September.  1905 


of  bowel  is  taken  up  from  eight  to  thirty  inches 
in  length  before  attaching  it  to  the  stomach,  it 
is  readily  seen  that  the  mechanical  disadvantage 
at  which  the  loop  is  placed  for  the  emptying  of 
its  contents  is  great,  unless  the  secondary  anas- 
tomosis be  made  in  its  dependent  portion  as  a 
ready  outlet.  Many  surgeons  employ  this  so- 
called  "long  loop"  for  anastomosis,  with  a  second 
entero-anastomosis,  as  a  routine  procedure  at  the 
present  day.  The  objection  to  this  is  the  added 
time  and  risk  required  in  the  performance  of  a 
second  anastomosis. 

The  important  advance  in  gastroenterostomy 
in  the  last  year  or  two  is  in  the  entire  abandon- 
ment of  the  "loop"  in  its  performance,  as  advo- 
cated by  Peterson,  of  Heidelberg.  This  opera- 
tion should  become  widely  used,  but  is  not  so  at 
present.  It  is  based  on  the  fact  that  the  origin  of 
the  jejunum  lies  above  the  greater  curvature  of 
the  stomach,  hanging  perpendicularly  behind  the 
stomach  wall,  and  directly  in  contact  with  it  after 
the  transverse  meso-colon  is  broken  through,  as 
shown  in  our  diagram.  If  an  anastomosis  is 
made  between  its  commencement,  at  the  highest 
point  without  bringing  tension  upon  it.  and  the 
lowest  point  in  the  greater  curvature  of  the  stom- 
ach, the  stomach  is  drained  at  its  lowest  point, 
and  there  is  no  possibility  of  kinking  or  distension 
of  the  intestine.  The  mechanics  of  the  method 
are  perfect  as  compared  with  previous  methods, 
and  it  was  followed  in  the  two  cases  reported 
above.  The  operation  may  be  done  most  quickly 
with  the  Murphy  button,  and  in  cancer  cases  the 
Murphy  button  should  be  used  in  preference  to 
suture.  If  the  method  by  suture  be  chosen,  it 
may  be  facilitated  by  the  use  of  Moynihan's 
clamps.  Moynihan  employs  suture  altogether, 
but  his  great  skill  with  the  suture  depends  upon 
his  enormous  experience.  In  the  hands  of  the 
average  operator  the  Murphy  button  is  safest. 
Moynihan's  great  series  of  cases  without  a  death 
is  a  strong  argument  in  favor  of  modern  gastro- 
enterostomy. 

Five  years  ago,  in  a  paper  read  before  the 
American  Surgical  Association.  Hemmeter  made 
this  statement :  "  The  inevitable  recurrence  of 
carcinoma  after  operation  on  the  stomach  should 
impress  us  with  the  fact  that  surgical  operation 
cannot  be  the  treatment  of  the  future  for  such 
disease.  The  impression  is  spreading  that  gastric 
surgery  can,  after  all,  only  bring  symptomatic 
relief,  and,  according  to  the  classical  testimony  of 
Mikulicz,  gastric  surgery,  after  a  career  boldly 
an  brillianty  begun,  has  arrived  at  the  height  of 
its   capability  for   technical   development  after 


twenty  years,  and  now  stands  arrested  before  the 
natural  boundaries  of  internal  medicine."  "While 
this  may  in  large  measure  be  true,  and  we  look 
to  medicine  to  ultimately  bring  about  the  cure 
of  cancer,  like  most  prognostications  of  the  kind, 
it  has  fallen  far  short.  During  the  five  years 
which  have  since  this  utterance  elapsed,  medicine 
has  accomplished  little  or  nothing  in  the  treat- 
ment of  stomach  cancer,  while  the  chapter  of  the 
operative  treatment  of  the  upper  abdomen  forms 
the  most  brilliant  written  within  that  time  in 
surgery. 

1 145  Dean  Street. 


SURGERY  OF  THE  GALL  BLADDER 


BY  ALGERX0X  T.   BRISTOW,  M.D. 

Case  1.  In  the  fall  of  1896  there  came  into  my 
service  at  the  Long  Island  College  Hospital  a 
woman  of  forty-five  years  of  age,  weighing  over 
250  pounds.  She  gave  the  following  history: 
For  twelve  years  previous  she  had  suffered  peri- 
odically from  attacks  of  violent  pain  in  the  epi- 
gastrium. Sometimes  the  interval  between  the 
attacks  would  be  less  than  a  month,  rarely  longer. 
Examination  showed  no  palpable  enlargement  of 
the  gall  bladder  but  some  tenderness  in  the  vicin- 
ity. She  had  never  been  jaundiced  and  the  at- 
tacks of  pain  had  never  lasted  longer  than  a  day. 
A  diagnosis  of  gall  stones  was  made  and  the  pa- 
tient was  submitted  to  operation  which  revealed 
a  gall  bladder  stuffed  with  small  gall  stones, 
none  of  them  much  larger  than  a  marrowfat  pea 
and  from  this  size  down  to  that  of  a  pin's  head. 
Altogether  there  were  over  900.  The  gall  blad- 
der was  sutured  to  the  peritoneum  and  drained 
in  the  usual  manner.  The  patient  made  a  prompt 
recover}-  and  when  I  saw  her  a  year  later  had  not 
experienced  any  recurrence. 

Case  2.  The  same  autumn  I  saw  in  consulta- 
tion at  the  County  Hospital  a  woman  in  the  med- 
ical sen-ice  who  had  suddenly  been  seized  with 
abdominal  pain,  distention  and  vomiting,  so  that 
the  attending  physician  had  made  a  diagnosis 
of  intestinal  obstruction  for  which  I  was  called 
to  operate.  On  examination  I  found  that  the 
patient,  a  rather  stout  woman  of  fifty  years  of 
age  besides  the  above  symptoms  was  excessively 
render  over  the  region  of  the  gall  bladder.  There 
was  not,  moreover,  the  amount  of  shock  usually 
present  in  cases  of  obstruction,  nor  was  the  vom- 
iting of  fecal  type.  I  expressed  the  opinion  that 
we  had  to  deal  with  a  case  of  acute  empyema  of 
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the  gall  bladder,  and  on  operating,  found  a  vis- 
cus  greatly  distended  with  muco-pus,  containing 
besides,  fifty-five  large  gall  stones.  The  usual 
drainage  was  instituted  and  the  patient  made  a 
prompt  recovery  from  the  operation  only  to  suc- 
cumb some  weeks  later  to  an  attack  of  pneu- 
monia secondary  to  influenza,  a  violent  epidemic 
of  which  was  raging  at  the  time.  This  is  the 
only  case  of  cholecystotomy  I  have  ever  lost,  nor 
do  I  think  that  the  operation  was  in  any  way  re- 
sponsible for  the  death  of  the  patient. 

Case  3.  In  April,  1900,  I  saw,  in  consultation 
with  the  son  of  the  patient,  a  woman  of  sixty 
years  of  age,  deeply  jaundiced,  with  the  follow- 
ing history :  Six  years  previous  she  had  been 
attacked  with  severe  pain  in  the  left  hypochon- 
drium,  radiating  in  all  directions,  but  especially 
toward  the  bladder  and  thorax.  These  attacks 
were  from  three  to  six  weeks  apart  and  were 
always  accompanied  by  vomiting  and  scanty  and 
frequent  micturition.  Each  attack  lasted  for  sev- 
eral days.  During  the  three  years  previous  to 
the  date  on  which  I  saw  her  the  attacks  were  of 
less  frequency  and  less  severe.  For  the  six 
months  immediately  previous  to  April,  1900,  the 
patient,  however,  again  commenced  to  have  at- 
tacks similar  to  those  from  which  she  first  suf- 
fered, together  with  vomiting  and  recurring 
jaundice.  Eleven  days  before  I  saw  her,  how- 
ever, the  jaundice  became  very  deep  and  was  per- 
sistent. Intense  itching  also  occurred  so  that  her 
condition  was  pitiable  in  the  extreme.  In  six 
months  she  had  lost  about  forty-five  pounds  in 
weight.  A  diagnosis  was  made  of  stone  impact- 
ed in  the  common  duct  and  operation  advised. 
This  was  accepted  and  patient  was  removed  to 
St.  John's  Hospital.  At  the  operation,  which  was 
done  entirely  under  nitrous  oxide  anesthesia  en- 
tirely, an  atrophied  gall  bladder  was  with  much 
difficulty  exposed,  from  which  a  single  large  cal- 
culus was  removed.  The  common  duct  was  now 
with  great  difficulty  exposed  and  a  large  stone 
discovered  in  the  diverticulum  of  Vater.  This 
was  removed  by  incising  the  duct.  No  attempt 
was  made  to  suture  the  duct,  but  ample  gauze 
drainage  was  instituted.  The  wound  continued 
to  discharge  enormous  quantities  of  bile  while 
the  patient  lived,  but  she  finally  died  four  days 
after  operation  from  suppression  of  urine.  For 
the  first  two  days  she  also  suffered  from  a  copi- 
ous hematemesis. 

Case  4.  In  June,  1904,  I  saw,  in  consultation 
with  Dr.  Van  Cott,  a  young  lady,  a  teacher  in 
one  of  our  schools  with  the  following  history : 


For  the  previous  eighteen  months  she  had  been 
subject  to  severe  attacks  of  pain,  sometimes  al- 
most of  daily  occurrence,  referred  to  the  region 
of  the  gall  bladder.  There  was,  however,  no 
tenderness  in  the  vicinity  nor  was  the  gall  blad- 
der palpable.  Jaundice  had  never  appeared. 
The  attacks  came  without  warning  and  subsided 
gradually.  No  shoulder  pain.  No  movable  kid- 
ney. At  this  time  I  did  not  feel  warranted  in 
urging  an  exploration,  but  advised  delay  in  the 
hope  that  some  more  definite  symptoms  might 
appear.  Roentgen-ray  photographs  were  taken 
twice  with  entirely  negative  results.  For  a  time 
the  attacks  were  mitigated,  but  reappeared  and 
finally,  in  June,  I  opened  the  abdomen  and  found 
the  gall  bladder  appearing  both  in  the  anterior 
and  posterior  surfaces  of  the  liver — that  is  to 
say,  the  gall  bladder  presented  anteriorly  in  a 
fissure  of  its  own.  On  opening  the  viscus  noth- 
ing was  found  and  I  came  to  the  conclusion  that 
the  peculiar  position  of  the  gall  bladder  was  re- 
sponsible for  the  attacks  of  pain,  due  to  a  kinking 
of  the  cystic  duct.  There  was  but  slight  chole- 
cystitis and  the  common  and  cystic  ducts  were 
pervious.  For  the  purpose  of  preventing  any 
further  kinking  of  the  cystic  duct  the  gall  bladder 
was  so  sutured  to  the  peritoneum  as  to  straighten 
the  duct  by  traction.  The  recovery  of  the  pa- 
tient was  prompt.  Several  days  afterward,  while 
dressing  the  wound,  irrigation  of  the  gall  blad- 
der resulted  in  washing  out  a  dram  or  two  of 
soft  mortar-like  material,  greyish  in  color.  I 
regret  to  say  that  this  was  not  further  examined. 
It  is  probable  that  it  had  a  cholesterine  base. 
This  was  not  found  in  the  gall  bladder  at  the 
time  of  the  operation,  nor  was  it  either  in  the 
cystic  duct  nor  ductus  communis  choledochus. 
The  only  conclusion  I  could  draw  was  that  it 
had  been  in  the  hepatic  duct  and  that  similar 
masses  had  formed  from  time  to  time,  which, 
passing  downward,  had  given  rise  to  the  pain. 
At  any  rate,  whether  the  peculiar  position  of  the 
gall  bladder  was  wholly  to  blame  Eor  tin  symp- 
toms,  or  whether  they  were  due  to  the  passage 
of  soft  pultaceous  masses  of  cholesterine,  the 
patient  has  never,  up  to  the  present  time,  had  the 
slightest  return  of  her  pain. 

Case  5.  In  July,  1903,  I  saw,  in  consultation 
with  Dr.  Henderson,  a  man  of  forty  years  of  age 
of  stout  habit,  with  the  following  history :  Six 
weeks  previous  to  my  visit  he  had  been  seized 
with  acute  pain  in  the  region  of  the  gall  bladder, 
together  with  local  tenderness,  constipation  and 
fever.    The  latter  was  of  the  typical  remittent 
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type,  resembling  much  the  temperature  curves 
of  ague.  The  patient  slowly  became  jaundiced, 
lost  weight  to  the  extent  of  thirty  pounds  and 
was  passing  typical  clay-colored  stools.  I  made 
a  diagnosis  of  impacted  calculus  of  the  common 
bile  duct  and  sent  the  patient  to  the  Bushwick 
Hospital  for  operation.  On  the  morning  of  the 
operation  tbe  nurse  reported  that  bile  had  re- 
appeared in  the  stools.  I  operated,  however, 
and  on  opening  the  gall  bladder  found  nothing 
but  a  small  fragment  of  soft  calculus  material, 
the  common  and  cystic  ducts  being  pervious. 
Drainage  was  instituted  and  the  patient  made  a 
good  recovery. 

I  cite  these  five  cases  of  cholethiasis  since  they 
are  fairly  typical  of  the  different  forms  of  the 
disease  with  which  we  meet  in  actual  practice. 
In  Case  1  we  see  the  fact  emphasized  that  the 
gall  bladder  will  tolerate  a  very  large  number  of 
calculi  for  many  years  without  the  supervention 
of  inflammatory  symptoms  and  therefore  with- 
out danger  to  life.  Here  the  typical  feature  of 
the  case  is  constantly  recurring  attacks  of  pain 
referable  to  the  passage  of  small  calculi  through 
the  bile  passages  into  the  duodenum. 

In  Case  2  we  see  instanced  the  fact  that  a  num- 
ber of  gall  stones  may  slumber  in  the  gall  blad- 
der for  an  indefinite  period  without  giving  rise 
to  any  symptoms  whatever  and  then  suddenly 
give  rise  to  inflammatory  processes  resulting  in 
acute  empyema  of  the  gall  bladder,  a  condition 
when  not  promptly  relieved  by  operation  just  as 
dangerous  as  a  fulminating  appendicitis. 

In  Case  3  we  see  what  may  happen  when  the 
warning  symptoms  of  cholethiasis  are  neglected 
and  the  patient  is  permitted  to  go  on  for  a  num- 
ber of  years  in  the  attempt  to  get  rid  of  a  single 
calculus  through  the  natural  channels  without 
success. 

Case  4  is,  of  course,  entirely  atypical.  I  intro- 
duce it,  however,  for  two  reasons,  the  first  as 
illustrating  the  necessity  of  drainage  in  all  gall 
bladder  surgery  in  opposition  to  the  so-called 
ideal  operation  in  which  the  gall  bladder  is 
closed.  Second,  as  illustrating  the  age  at  which 
gall  stone  disease  is  possible.  This  lady  was  not 
twenty-five  years  of  age,  and  I  saw  one  other 
case  which  I  will  not  now  further  cite  in  which 
the  first  symptoms  of  the  disease  appeared  at 
the  age  of  sixteen  years. 

The  last  case  is  introduced  in  order  to  show 
the  extreme  care  which  it  is  necessary  to  exer- 
cise in  order  to  avoid  operating  after  the  stone 
has  been  passed  per  vias  natural es.    One  must 


not  wait  too  long  and  yet  long  enough,  yet  I 
imagine  in  the  case  cited  few  surgeons  would 
have  done  otherwise  than  the  writer,  since  the 
man  had  been  ill  for  six  weeks,  and  the  reappear- 
ance of  bile  in  the  stools  may  have  been  due  to 
a  slipping  back  of  the  stone  so  that  it  ceased  to 
act  as  a  ball  valve.  Such  cases  are  on  record, 
and  require  operation. 

It  is  not  my  purpose,  in  a  paper  to  be  read  on 
a  summer  evening  to  enter  on  an  exhaustive  dis- 
cussion on  the  surgery  of  cholethiasis.  Techni- 
calities of  operation  I  shall  entirely  avoid  as 
lather  belonging  to  the  surgical  society.  I  wish 
to  point  out  to  the  general  profession  certain 
facts  which  in  my  judgment  need  elucidation. 
With  regard  to  the  surgery  of  the  bile  tracts  as 
a  profession,  we  are,  I  believe,  in  much  the  same 
conservative  position  that  we  were  ten  years  ago 
in  regard  to  appendicitis,  a  position,  so  far  as  the 
latter  disease  is  concerned,  from  which  I  regret 
to  say  some  of  us  have  even  not  as  yet  advanced 
if  the  surgeons  here  were  to  tell  all  they  know 
of  that  matter.  Let  it  be  at  once  understood 
that  early  operations  for  cholethiasis  stand  on 
the  same  plane  as  early  operations  for  appendi- 
citis. They  are  practically  without  mortality. 
Indeed  I  know  of  no  abdominal  operation  so  de- 
void of  risk  as  the  simple  operation  of  cholecyst- 
otomy.  When,  however,  a  case  of  cholethiasis 
has  been  nursed  along  month  after  month  and 
the  recurrent  attacks  met  with  morphine,  the 
surgery  of  the  resultant  conditions  often  pre- 
sents the  gravest  complication  with  which  we  are 
ever  called  to  deal.  I  ought  perhaps  to  remark 
that  we  mean  quite  different  periods  of  time 
when  we  speak  of  early  operations  in  cholethiasis 
from  what  we  mean  by  the  same  phrase  when 
we  speak  of  appendicitis.  By  an  early  operation 
for  appendicitis  I  mean  an  operation  which  is 
performed  as  soon  as  the  diagnosis  is  made  and 
it  is  evident  that  the  disease  is  not  subsiding. 
This  period  is  measured  in  hours.  An  early 
operation  for  cholethiasis,  except  in  the  cases  of 
acute  empyema  of  the  gall  bladder,  is  one  in 
which  the  interval  is  measured  by  weeks  rather 
than  by  days.  It  is  always  well  to  give  medical 
treatment  a  chance.  Nevertheless,  hear  what 
Kehr  has  to  say  upon  this  subject :  "It  should 
be  clearly  understood  that  internal  treatment, 
such  as  that  given  at  Carlsbad,  rarely  cures  a 
patient,  but  produces  a  latent  period  in  the  dis- 
ease in  about  50%  of  the  cases."  Please  remem- 
ber, then,  that  the  prognosis  of  a  case  of  chole- 
thiasis when  medically  treated  is  not  good. 
Single  stones  are,  in  my  experience,  quite  rare. 
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What  then  should  be  the  guide  of  the  physician 
and  when  shall  he  counsel  operation?  Let  us 
take  the  most  dangerous  cases  first,  in  which  an 
acute  empyema  of  the  gall  bladder  is  present. 
I  do  not  here  treat  of  the  symptoms  of  this  con- 
dition which  have  already  been  touched  upon  by 
Dr.  Butler,  but  rather  wish  to  emphasize  the  very 
dangerous  nature  of  these  cases. 

A  clinical  history  will  serve  to  illustrate  the 
dangers  of  delay.  In  midsummer  of  last  year 
at  the  request  of  a  relative  of  the  patient,  a  doc- 
tor in  the  interior  of  the  State,  I  saw,  in  consul- 
tation with  a  physician  of  this  city,  a  lady  of 
fifty-five  years  of  age,  with  the  following  his- 
tory :  Three  days  before  I  saw  the  patient  she 
had  been  seized  with  severe  abdominal  pain, 
centering  about  the  region  of  the  gall  bladder, 
with  temperature  of  1020,  and  much  local  ten- 
derness. There  had  been  a  history  of  previous 
attacks  of  biliary  colic  for  some  years  before. 
She  was  seen  at  the  end  of  twenty-four  hours  by 
a  surgeon  of  this  city,  who  was  able  to  palpate 
the  gall  bladder.  The  symptoms,  however,  some- 
what abated  and  the  temperature  subsided  to  99, 
so  the  consultant  counseled  delay,  which  cer- 
tainly seemed  proper  under  the  circumstances. 
On  the  morning  of  the  day  on  which  I  saw  her 
the  temperature  was  but  99,  when  the  patient 
was  seized  with  a  severe  pain  in  the  abdomen  and 
went  into  collapse.  I  saw  her  that  evening  and 
expressed  the  opinion  that  an  acute  empyema 
of  the  gall  bladder  had  ruptured  into  the  peri- 
toneum. At  this  time  I  was  unable  to  hear  the 
second  sound  of  the  heart.  There  did  not  seem 
to  be  the  slightest  probability  that  reaction  would 
take  place  and  I  declined  to  operate.  The  patient 
died  at  seven  o'clock  the  next  morning,  less  than 
twenty-four  hours  after  rupture  had  taken  place. 

This,  gentlemen,  is  the  history  of  most  cases 
of  rupture  of  the  gall  bladder  secondary  to  acute 
inflammation.  A  fulminating  and  perforative 
appendicitis  does  not  destroy  the  patient  so 
quickly.  The  upper  abdomen  does  not  begin  to 
tolerate  a  sudden  outpouring  of  septic  material 
so  well  as  the  lower  and  pelvic  regions.  You 
may  not  infrequently  save  your  patient  after  rup- 
ture of  the  appendix  even  when  this  is  not  pro- 
tected by  adhesions  and  you  may  then  console 
yourself  with  the  reflection  that  even  if  you  did 
wait  too  long,  nevertheless,  a  late  operation  saved 
the  patient.  This  will  never  be  your  consolation 
after  perforation  of  the  acutely  inflamed  gall 
bladder.  A  gall  bladder  which  is  tender,  which 
can  be  palpated  and  which  gives  rise  to  fever 
should  be  the  subject  of  swift  operation.  There 


is  about  1%  of  risk  before  rupture,  100%  of 
mortality  afterward. 

\\ 'hat  course  shall  the  physician  recommend 
in  cases  similar  to  the  first  case  referred  to  this 
evening?  There  seems  to  be  little  room  for 
doubt  here.  While  no  sudden  inflammation  de- 
veloped in  the  gall  bladder  as  a  result  of  the  pres- 
ence of  so  large  a  number  of  stones  in  the  gall 
bladder,  the  patient  was  ever  threatened  with  such 
a  denouement,  and  while  the  history  of  the  case 
proved  that  no  stone  ever  did  lodge  in  the  com- 
mon duct  so  as  to  -produce  complete  obstruction, 
this  also  was  an  ever-present  danger.  I  imagine 
besides  that  few  patients  would  be  willing  to 
suffer  the  violent  pains  accompanying  gall  stone 
colic  month  after  month,  year  after  year,  if  they 
knew  that  the  prospect  of  relief  was  certain  and 
the  risk  of  life  from  the  operation  quite  small. 
The  important  factor  in  the  decision  of  the  phy- 
sician is,  of  course,  the  diagnosis  which  ought 
to  offer  no  difficulties  in  this  class  of  case.  Of 
course,  the  finding  of  the  gall  stones  in  the  feces 
would  be  conclusive  evidence.  In  general  I  should 
say  that  the  ultimate  dangers  of  a  patient  that 
was  from  time  to  time  passing  small  stones 
through  the  duct  were  greater  than  where  the 
stones  were  too  large,  as  they  often  are,  to  pass 
into  the  duct.  When  a  stone  passes  into  the  duct 
and  lodges  there,  then  it  is  that  the  surgeon  be- 
gins to  meet  with  the  real  difficulties  of  bile  tract 
surgery.  Then  it  is  that  we  meet  with  dense 
adhesions  in  the  vicinity  of  the  gall  bladder. 
Then  is  it  that  we  find  an  atrophied  and  thick- 
ened gall  bladder  located  deep  within  the  abdo- 
men. Not  infrequently  we  meet  with  localized 
abscess,  with  fistulous  communications  between 
duct  and  small  intestine.  The  difficulties  which 
surround  an  ordinary  cholecystotomy  are  rarely 
of  a  serious  nature.  Indeed,  the  operation  is 
usually  one  of  the  simplest.  Far  different,  how- 
ever, is  it  when  we  seek  to  approach  a  stone  im- 
pacted in  the  common' duct.  These  patients,  by 
reason  of  their  jaundice  are  extremely  subject 
to  hemorrhage.  This  often  comes  from  the  wall 
of  the  gall  bladder  which  continues  to  ooze  ir- 
respective of  gauze  packing  until  the  patient  is 
exsanguinated.  Sometimes  the  hemorrhage  takes 
place  from  the  gastric  mucosa,  as  in  the  case  cited. 
In  any  event,  deep  and  long-continued  jaundice 
adds  a  very  real  peril  to  the  operation  which  the 
administration  of  large  doses  of  chloride  of  cal- 
cium may  diminish  but  not  remove.  The  mortal- 
ities of  the  surgery  of  cholithiasis  all  occur  in 
attacks  upon  the  common  duct,  which  is  never 
easy,  offering  frequently  the  most  difficult  prob- 
lems of  technique  which  we  are  ever  called  upon 
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to  solve.  If,  therefore,  you  would  avoid  bring- 
ing your  patients  to  the  pass  wherein  they  must 
encounter  the  maximum  of  peril,  counsel  oper- 
ative procedure  before  the  calculi  shall  have  be- 
come embedded  in  the  common  duct.  Riedel  well 
says  that  gall  stones  should  be  operated  upon 
while  still  in  the  gall  bladder.  I  do  not  wish  to 
be  understood  as  decrying  medical  treatment.  It 
has  its  place,  and  should  be  faithfully  tried  until 
shown  to  be  unavailing.  On  the  other  hand,  to 
continue  medical  treatment  month  after  month, 
and  sometimes,  I  regret  to  say,  for  year  after 
year,  when  the  lapse  of  time  has  shown  it  to  be 
unavailing,  is  not  conservatism  but  rather  rash- 
ness and  the  timidity  due  to  ignorance  rather 
than  a  wise  reserve. 

Where  due  medication,  combined  with  suitable 
diet,  have  nevertheless  been  unable  to  prevent 
constant  recurrences  of  the  trouble,  particularly 
where  the  attacks  interfere  with  the  patient's 
mode  of  life,  and  it  will  be  seldom  where  this 
does  not  happen — these  cases  should  submit  to 
operation.  How  shall  we  avoid  such  mishaps  as 
that  narrated  in  the  fifth  case,  in  which  it  was 
evident  that  the  stone  which  had  been  impacted 
in  the  common  duct  finally  passed  into  the  duo- 
denum just  previous  to  operation?  In  the  first 
place,  no  case  of  acute  obstruction  of  the  com- 
mon duct  should  be  subjected  to  operation,  until 
time  has  been  allowed  for  nature  to  expel  the 
stone  unaided.  Then  comes  the  question  as  to 
the  length  of  time  which  we  should  wait  before 
declaring  a  case  chronic  and,  therefore,  suitable 
for  operation.  The  occurrence  of  fever  is  an 
indication  that  cholangitis  is  taking  place.  Loss 
of  weight  is  an  indication  that  the  nutritive  pro- 
cesses are  suffering.  Yet,  in  the  case  cited,  both 
these  phenomena  had  declared  themselves.  Was 
it  then  a  mistake  to  have  operated  in  this  in- 
stance? I  believe  that  few  surgeons  would  criti- 
cise the  operation.  Indeed,  the  small  amount 
of  detritus  which  was  found  was  certain  to  be- 
come the  nucleus  of  a  fresh  gall  stone  and  the 
source  of  a  fresh  attack.  When  a  case  of  im- 
pacted calculus  of  the  common  duct  has  gone 
four  weeks  without  relief,  and  when  both  fever 
and  loss  of  weight  have  occurred,  it  is  good 
surgery  to  operate.  In  such  cases  little,  if  any- 
thing, can  be  gained  by  delay.  The  case  of  the 
young  woman  with  the  anomalous  gall  bladder 
in  which  no  stone  was  found  at  the  operation,  yet 
a  quantity  of  soft  calculus  material,  is  an  excel- 
lent example  of  the  wisdom  of  drainage  in  all 
cases.  The  gall  bladder  should  never  be  sewn  up 
and  the  abdominal  wound  closed,  not  even  in  the 
favorable  cases  so  called.     This  procedure  has 


been  called  ideal  cholecystotomy.  It  is  a  mis- 
nomer to  so  term  such  an  operation,  since  it  is 
alw  ays  a  dangerous  procedure  per  sc  and  does  not 
permit  of  the  escape  of  an  overlooked  stone 
which,  indeed,  may  have  come  down  from  the 
hepatic  ducts  as  did,  no  doubt,  the  calculus  mate- 
rial in  question  in  this  case.  Moreover,  the  ulti- 
mate object  of  all  operations  should  be  the  cure 
of  the  patient  and  not  a  transient  relief.  In  cho- 
litliiasis  this  can  only  be  secured  by  drainage. 
Naunyn  has  shown  that  gall  stones,  as  a  rule,  are 
dependent  upon  an  ascending  infection  of  the  bil- 
iary passages,  and  more  recently  Richardson  at 
the  last  meeting  of  the  American  Medical  Asso- 
ciation has  confirmed  this  statement.  He  says : 
"In  all  cases  the  severity  of  the  condition  could 
either  be  plainly  traced  to  an  infectious  source,  or 
it  could  be  predicted  as  an  ultimate  result."  He 
further  says,  as  a  result  of  his  experience,  "well- 
drained  cases  invariably  do  well.  Non-drained 
cases  present  a  considerable  percentage  of  bad 
results." 

Finally  it  is  pertinent  to  ask,  what  are  the 
chances  of  recurrence  after  free  drainage  with 
spontaneous  closure  of  the  wound.  Personally, 
I  have  never  seen  a  recurrence.  Richardson 
states  that  the  chance  of  recurrence  is  not  worth 
mentioning.  As  a  corollary  of  the  proposition 
that  drainage  is  essential  to  a  permanent  cure,  it 
follows  that  the  cases  in  which  the  gall  bladder 
should  be  removed  are  very  rare,  since  this  pro- 
cedure renders  it  impossible  to  drain  the  hepatic 
ducts  unless  an  opening  has  been  made  in  the 
common  duct.  \\ 'here  this  has  been  done,  then 
and  then  only  is  it  admissable  to  remove  the 
small  and  contracted  gall  bladder  which  is  usually 
found  in  the  common  duct  cases. 

The  most  unpleasant  feature  in  gall  bladder 
surgery  is  the  formation  of  a  hernia  in  the  wound. 
Apart  from  the  risk  of  hernia  which  a  drainage 
operation  always  involves,  these  patients  are  pe- 
culiarly subject  to  hernia,  both  from  the  location 
of  the  incision  and  also  the  fact  that  many  of 
them,  perhaps  the  majority,  are  very  stout.  In 
the  usual  incision  the  motor  ends  of  the  inter- 
costal nerves  which  supply  the  muscles  of  the 
abdominal  parities  are  severed.  The  incision  of 
Bevan  will  do  much  to  obviate  this  source  of 
hernia,  as  it  avoids  the  nerves.  It  runs  from  the 
ensiform  cartilage  in  the  median  line  downward, 
and  then  bends  to  the  right  parallel  to  the  costal 
margin  until  it  has  divided  two-thirds  of  the  rec- 
tus muscle,  when  it  bends  downward  and  follows 
the  muscular  fibres.  This  is  the  incision  favored 
by  Kehr  and  is  termed  by  its  originator  the  wave- 
cut.     It  gives  good  exposure  of  the  pile  tracts, 
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a  factor  which  is  essential  to  good  operating.  As 
to  the  mortality  of  operations  on  the  bile  tracts, 
Kehr  with  505  cases  reports  but  19  deaths,  or 
about  l/t%,  and  it  is  to  be  remembered  that  this 
included  the  choledochotomies  in  which  the  mor- 
tality is  nearly  three  times  as  great  as  in  simple 
cholecystostomy.  On  the  other  hand,  71  cases 
in  which  operations  were  performed  on  patients 
with  carcinoma  of  the  gall  bladder  and  vicinity, 
or  for  suppurative  peritonitis  cholangitis  or  sep- 
sis, the  mortality  was  97%  or  69  deaths  out  of 
71  cases.  As  cases  of  carcinoma  of  the  bile  tracts 
are  usually  secondary  to  cholelithiasis,  these 
figures  are  an  instructive  commentary  on  over- 
conservatism,  and  offer  the  best  plea  for  more 
intelligent  treatment  of  this  condition  and  an 
earlier  resort  to  surgferv. 


SURGICAL  ANATOMY  OF  THE  GALL  TRACT. 


BY  WILLIAM   FRANCIS   CAMPBELL,  M.D. 
Brooklyn,  New  York. 

From  a  mechanical  and  functional  standpoint 
the  least  important  part  of  the  gall  tract  is  the 
gall  bladder.  It  is  the  only  part  of  the  gall  tract 
that  is  not  essential.  Apparently  the  bodily  func- 
tions are  carried  on  as  well  when  it  is  absent  as 
when  it  is  present.  Like  the  vermiform  appen- 
dix, to  which  it  has  so  often  been  compared,  its 
function  is  speculative,  and  not  apparent.  The 
gall  bladder  is  a  diverticulum  of  the  bile  duct,  as 
the  appendix  is  a  diverticulum  of  the  caecum. 
But,  although  functionally  of  no  importance, 
surgically  it  has  become  a  center  of  great  interest, 
and  next  to  the  appendix  has  demanded  more 
attention  than  the  remaining  abdominal  viscera. 

In  understanding  clearly  the  mechanics  of  the 
gall  tract  three  points  must  be  clearly  kept  in 
mind : 

First,  The  purpose  of  the  gall  tract.  To  con- 
vey the  bile  from  the  liver  to  the  intestine. 

Second,  The  subsidiary  position  of  the  gall 
bladder.  That  while  it  is  a  part  of  the  gall  tract, 
it  is  not  a  necessary  part,  and  that  the  function 
of  the  bile  tract  is  in  no  wise  sacrificed  by  its 
absence. 

Third,  The  relation  of  the  pancreatic  duct  to 
the  gall  tract. 

These  points  clearly  in  mind,  the  pathological 
conditions  are  easily  explained  and  understood. 

For  purposes  of  description  we  divide  the  gall 
tract  into  its  component  parts,  viz.,  the  gall  blad- 


der, the  cystic  duct,  the  hepatic  duct,  and  the 
common  duct.    (See  Fig.  I.) 

The  gall  bladder  may  be  compared  to  a  pear 
in  its  shape,  which  is  divided  into  the  fundus,  the 
body,  and  the  neck.  It  is  attached  in  its  long 
diameter  to  the  lower  dome-shaped  surface  of 
the  liver  by  areolar  tissue,  its  unattached  surface 
being  covered  by  peritoneum.  Sometimes  this 
attachment  assumes  the  form  of  a  mesentery  and 
allows  a  certain  range  of  movement  on  the  part 
of  the  gall  bladder.  In  one  of  our  dissections 
we  found  a  gall  bladder  filled  with  stones  having 
a  distinct  mesentery  long  enough  to  produce  a 
condition  of  ptosis  of  the  bladder  and  angulation 
of  the  cvstic  duct. 


Fig.  I. 

The  only  part  of  the  gall  bladder  in  contact 
with  the  abdominal  wall  is  the  fundus,  which 
slightly  projects  beyond  the  anterior  margin  of 
the  liver  at  a  point  between  the  right  and  quad- 
rate lobes,  at  the  intersection  of  the  costal  mar- 
gin and  the  outer  border  of  the  rectus  muscle. 
To  define  the  point  on  the  surface  of  the  body, 
draw  a  line  from  the  right  nipple  to  the  umbil- 
icus. At  the  point  where  this  line  crosses  the 
costal  margin  is  found  the  contact  point  of  the 
fundus  of  the  gall  bladder  with  the  anterior  ab- 
dominal wall.  The  normal  gall  bladder  cannot 
be  palpated  through  the  abdominal  wall. 

The  length  of  the  bladder  is  about  three  inches. 
Its  widest  diameter  about  one  and  one-half  inches. 
It's  capacity  about  one  and  one-half  ounces.  Com- 
pare the  capacity  of  the  gall  bladder,  one  and 
one-half  ounces,  with  the  amount  of  bile  poured 
into  the  intestine  in  twenty-four  hours,  which 
amounts  to  pints,  and  you  realize  the  subsidiary 
role  which  it  plays  in  the  true  function  of  the  gail 
tract. 
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The  long  diameter  of  the  body  of  the  gall  blad- 
der is  directed  upward,  backward  and  to  the  left. 
As  it  approaches  the  neck  there  is  a  distinct  S- 
shaped  curve,  gradually  narrowing  until  it  ends 
in  the  cystic  duct. 

The  walls  of  the  gall  bladder  are  composed 
of  three  coats — the  outer  or  peritoneal,  the  middle 
fibro-muscular,  which  makes  it  very  tough  and 
capable  of  great  distention,  and  the  inner  or 
mucous  coat. 

The  arrangement  of  the  mucous  membrane  is 
worthy  of  consideration.  The  mucous  membrane 
is  thrown  into  folds  which  become  more  pro- 
nounced as  we  approach  the  neck  and  cystic  duct. 
These  folds  of  mucous  membrane  are  known  as 
the  valves  of  Heister.  They  prevent  the  passing 
of  a  sound  into  a  normal  cystic  duct.  When  from 
inflammatory  changes  these  folds  atrophy,  the 
duct  can  be  sounded  without  difficulty,  so  that 
we  may  formulate  the  rule  that,  first,  a  normal 
cystic  duct  cannot  be  sounded.  Second,  when  a 
cystic  duct  can  be  sounded  it  is  the  sign  of  a 
previous  inflammatory  process. 


Fig.  II. 


The  gall  bladder  is  in  relation  with  the  under 
surface  of  the  liver  above,  and  with  the  duodenum 
and  hepatic  flexure  of  the  colon  below.  Thus 
it  is  possible  to  anastomose  the  gall  bladder  with 
the  duodenum  or  colon  to  relieve  the  flow  of  bile 
when  obstruction  exists  in  the  common  duct. 

The  cystic  duct,  one-eighth  inch  in  diameter, 
extends  from  the  neck  of  the  gall  bladder 
obliquely  downward  about  one  and  one-half 
inches  and  joins  the  hepatic  duct.  (See  Fig.  I.) 
Just  at  this  point  of  junction  is  a  gland  which,  if 
enlarged,  may  be  mistaken  for  calculus. 

The  blood  supply  of  the  gall  bladder  is  the 
cystic  artery,  a  branch  of  the  hepatic,  and  should 


be  ligated  as  a  preliminary  procedure  to  removal 
of  the  gall  bladder. 

The  possible  displacements  of  the  gall  bladder 
are  interesting  from  a  clinical  standpoint.  These 
displacements  depend  upon — 

1st.  Changes  in  the  form  and  size  of  the  liver. 

2d.  Adhesions  between  the  gall  bladder  and  in- 
testines causing  the  gall  bladder  to  be  dragged 
out  of  position. 

3d.  Changes  within  the  gall  bladder  itself, 
chiefly  that  of  distension.  It  has  been  found  dis- 
placed in  the  lumbar  region,  also  in  the  neighbor- 
hood of  the  caecum. 

Its  size  has  varied  from  that  of  a  cherry  to  the 
proportions  of  an  abdominal  tumor  reaching  to 
within  three  finger  breadths  of  the  symphisis 
pubis. 

The  interesting  cases  reported  by  Moynihan 
well  illustrate  this  phenomena. 

"Lawson  Tait  reports  a  case  of  distended  gall 
bladder  which  he  mistook  for  a  parovarian  cyst. 
The  patient  was  a  woman  of  40  years  of  age. 
The  cyst  contained  eleven  pints  of  fluid.  It  was 
emptied  through  an  incision  made  between  the 
umbilicus  and  the  pubes.  A  stone  was  found 
obstructing  the  cystic  duct." 

"Erdman  reports  the  case  of  a  man,  24  years 
of  age,  who  suffered  from  an  enormous  abdom- 
inal tumor  from  which  60  to  80  pounds  of  fluid 
was  aspirated.  The  tumor  was  regarded  as  a 
hydrops  of  the  gall  bladder  due  to  blockage  of 
the  cystic  duct.'' 

"Vincent  reports  the  case  of  a  girl  d>l/2  years 
of  age,  presenting  an  abdominal  tumor  extending 
from  the  right  hypochondriac  to  the  left  iliac 
region  and  to  within  three  finger  breadths  of  the 
symphasis.  160  c.c.  of  bile  was  aspirated.  Au- 
topsy showed  this  tumor  to  be  a  tremendously 
dilated  gall  bladder." 

These  instances  suffice  to  show  the  great  dis- 
tensibility  of  this  viscus  and  its  important  bearing 
in  the  diagnosis  of  abdominal  tumors. 

Up  to  this  point  we  have  described  the  gall 
bladder  and  its  duct,  the  cystic,  functionally,  as 
we  have  already  noted,  the  least  important,  a 
mere  diverticulum  of  the  main  bile  tract. 

The  main  bile  tract  is  formed  by  two  ducts 
which  leave  the  liver  through  the  transverse  fis- 
sure and  uniting  form  the  common  hepatic  duct, 
1-6  inch  in  diameter,  and  extending  downward 
for  about  two  inches  where  it  is  joined  by  the 
cystic  duct.  (See  Fig.  I.)  The  confluences  of 
these  two  ducts  forming  the  common  duct. 

The  common  duct  beginning  at  the  confluence 
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of  the  cystic  and  hepatic  ducts  is  about  three 
inches  long.  It  descends  between  the  layers  of 
the  gastro-hepatic  omentum  to  the  right  of  the 
hepatic  artery,  the  portal  vein  lying  behind.  In 
its  course  downward  to  empty  into  the  duodenum 
it  sustains  the  following  relations: 

1  st.  It  passes  behind  the  first  part  of  die  duo- 
denum. 

2d.  It  runs  along  the  posterior  surface  of  the 
second  part  of  the  duodenum,  lying  between  the 
duodenum  and  the  head  of  the  pancreas. 

3d.  At  about  the  middle  of  the  second  portion 
of  the  duodenum  it  is  joined  by  the  pancreatic 
duct  and  passes  obliquely  through  the  duodenal 
wall.    (See  Fig.  I.) 

4th.  As  these  two  ducts  meet  (the  common  and 
pancreatic)  at  the  duodenal  wall  they  empty  into 
a  conical  cavity  formed  within  the  duodenal  wall. 
(See  Fig.  I.)  This  conical  cavity  is  known  as 
the  Ampulla  of  Vater.  The  apex  of  this  cavity 
opens  into  the  duodenum  upon  a  papilla  situated 
upon  one  of  the  mucous  folds  and  known  as  the 
Papilla  of  Vater.    (See  Fig.  I.) 

It  is  necessary  to  keep  in  mind  that  this  am- 
pulla into  which  the  two  ducts  converge  is  larger 
than  any  portion  of  the  common  duct.  That  the 
papilla  upon  which  it  opens  into  the  duodenum 
is  much  smaller  than  any  portion  of  the  common 
duct. 

A  clear  understanding  of  how  the  common 
duct  and  pancreatic  duct  join,  the  conical  cavity 
into  which  they  empty  and  the  relatively  small 
size  of  the  opening  of  this  cavity  into  the  duo- 
denum is  absolutely  essential  for  a  clear  under- 
standing of  the  various  pathological  conditions 
which  this  anatomical  arrangement  invites. 

The  anatomical  reasons  and  their  explanation 
■of  pathological  processes. 

Jaundice. — Keeping  in  mind  the  conformation 
of  the  bile  tract,  it  is  simple  to  understand  the 
mechanics  of  jaundice.  Remember  that  jaundice 
is  of  two  kinds — inflammatory  and  lithogenous. 

Anything  that  dams  up  the  bile  and  prevents 
its  flow  through  the  bile  duct  will  produce  jaun- 
dice. 

Inflammatory  processes  produce  it  by  causing 
a  swelling  of  the  mucous  membrane  lining  the 
ducts  and  a  temporary  closure  of  their  caliber,  or 
a  duodenitis  may  close  up  the  opening  of  the 
common  duct  into  the  duodenum. 

Stones  produce  it  by  lodging  in  the  duct  and 
causing  obstruction.  This  naturally  leads  us  to  a 
consideration  of  gall  stones  in  the  different  parts 
of  the  gall  tract  and  their  mechanical  effects. 


Stones  in  the  Gall  Bladder  may  remain  here 
for  years  quiescent  without  producing  any  symp- 
toms. In  our  dissections  we  have  found  stones 
in  the  gall  bladder  in  about  80%  of  the  subjects 
dying  from  other  diseases.  This  is  easily  under- 
stood when  we  remember  that  the  gall  bladder 
is  merely  a  diverticulum  of  the  gall  duct  and 
stones  lodged  there  in  no  way  impede  the  free 
flow  of  bile  to  the  intestine.  Hence  there  is  no 
jaundice. 

Stone  in  the  Cystic  Duct. — Here,  again,  there 
is  no  impediment  to  the  free  flow  of  bile  into  the 
intestine,  hence  there  is  no  jaundice  symptoms. 
The  natural  secretion  of  the  gall  bladder,  how- 
ever, is  dammed  back,  and  we  get  either  a  hydrops 
of  the  gall  bladder,  or  if  infection  occurs,  an  em- 
pyema of  the  gall  bladder.  Obstruction  in  the 
cystic  duct  is  the  cause  of  the  enormously  dis- 
tended gall  bladders  which  have  simulated  other 
abdominal  tumors,  and  to  which  allusion  has  al- 
ready been  made. 

Stone  in  the  main  bile  duct  always  causes  jaun- 
dice. Stone  either  in  the  hepatic  or  the  common 
duct  impedes  the  flow  of  bile,  hence  the  produc- 
tion of  jaundice. 

A  peculiarity  of  stone  in  the  common  duct  is 
its  tendency  to  produce  intermittent  jaundice. 
This  has  been  explained  by  Fenger.  The  stone 
in  the  common  duct  has  a  ball  valve  action,  be- 
cause the  common  duct  is  an  attenuated  funnel 
in  the  shape  of  its  caliber,  being  largest  above 
and  gradually  tapering  down  to  the  ampulla 
where  it  is  smallest ;  hence  the  stone  acts  like  a 
ball  valve,  at  one  time  it  is  completely  obstruct- 
ing the  duct  and  producing  jaundice.  Changes 
in  conditions  dislodge  it  upwards,  and  the  bile 
flow  is  re-established,  and  the  jaundice  cleared 
up ;  thus  is  produced  the  intermittent  character 
of  the  jaundice. 

Stone  in  the  Ampulla. — Here  we  find  another 
mechanical  factor,  for  stone  lodged  here  will  not 
only  dam  back  the  bile,  but  also  the  pancreatic 
secretion,  hence  the  influence  of  gall  stones  in 
producing  acute  pancreatitis  and  pancreatic  cysts. 

Carcinoma  Head  of  Pancreas. — Recalling  the 
fact  that  the  common  duct  runs  along  the  poster- 
ior surface  of  the  duodenum,  between  the  head 
of  the  pancreas  and  the  intestinal  wall,  it  is 
clearly  seen  what  effect  a  growth  in  the  head  of 
the  pancreas  would  produce. 

Tst.  Obstruction  to  common  duct,  hence  jaun- 
dice. 

2d.  Obstruction  to  pancreatic  duct,  hence  pan- 
creatitis. 
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3d.  Pressure  upon  the  portal  vein,  hence  as- 
cites. 

These  are  the  main  pathological  conditions  and 
their  mechanical  explanation. 

It  will  he  seen  that  the  diseases  of  the  gall  tract 
are  the  diseases  of  obstruction,  and  that  a  proper 
appreciation  of  their  clinical  manifestations  must 
depend  upon  our  keeping  clearly  in  mind  the  three 
essential  factors  already  mentioned. 

1st.  The  purpose  of  the  gall  tract — to  carry 
bile  from  the  liver  to  the  intestines. 

2d.  The  subsidiary  position  of  the  gall  bladder. 

3d.  The  important  relation  of  the  pancreatic 
duct  to  the  gall  tract. 
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THE   MEDICAL   SOCIETY   OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  June  20,  1905. 

The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

GALL  BLADDER  SYMPOSIUM. 

Anatomy  of  the  Gall  Bladder.  By  William 
F.  Campbell,  M.D. 

Pathology  of  Billiary  Calculus.  By  Joshua  M. 
Van  Cott,  M.D. 

Diagnosis  and  Medical  Treatment  of  Cholethi- 
asis  and  Gall  Bladder  Disease.  By  Glentworth 
R.  Butler,  M.D. 

Surgery  of  the  Gall  Bladder.  By  Algernon 
T.  Bristow,  M.D. 

Discussion. 

Dr.  H.  A.  Fairbairn  said  that  the  gall  blad- 
der, when  infected  or  containing  calculi, demanded 
surgical  measures.  He  did  not  believe  that  the 
conduct  of  such  cases,  except  from  a  diagnostic 
or  merely  palliative  standpoint,  belonged  to  the 
internal  medicine  man. 

A  gall  bladder  containing  calculi  is  a  constant 
source  of  danger,  as  infection  is  liable  to  take 
place  at  any  minute  and  produce  general  septi- 
caemia  with  changes  in  liver,  peri  and  endocardi- 
um, lung  and  kidney ;  or  the  calculi  may  be  dis- 
lodged and  obstruct  the  ducts;  or  ulceration  may 
ensue  with  rupture ;  or  malignant  trouble  may 
result ;  or  death  may  result  from  the  pain  and 
shock  caused  by  the  passage  of  the  calculi  through 
the  duct.  He  had  seen  two  patients  die  from 
such  shock,  post-mortem  examination  in  each 
case  establishing  the  diagnosis.     Treatment  by 


olive  oil,  sodium  phosphate,  or  Carlsbad  methods 
should  be,  by  the  choice  of  the  patient,  not  phy- 
sician, a  positive  diagnosis  having  been  made.  The 
reason  for  failure  in  surgical  treatment  of  these 
cases  was  due  often  to  just  such  useless  temporiz- 
ing. The  patient's  glandular  circulatory  and  excre- 
tory organs  and  blood  having  undergone  change 
from  long-continued  infection,  operative  proce- 
dures were  not  well  borne.  The  time  to  operate 
was  early,  as  .in  appendicitis.  He  was  confident 
that  entire  removal  of  the  gall  bladder  was  the 
operation  indicated,  and  that  it  could  be  as  suc- 
cessfully performed  as  the  operation  for  the  re- 
moval of  the  appendix. 

In  typhoid  fever  the  gall  bladder,  like  the  ap- 
pendix, may  be  secondarily  infected ;  but  neither, 
as  a  rule,  required  surgical  interference,  accord- 
ing to  his  experience,  in  this  condition. 

Dr.  H.  G.  Webster  said  that  it  occurred  to  him 
that  it  might  be  interesting  to  present  in  con- 
nection with  the  symposium  a  specimen  removed 
from  an  infant  of  five  months,  who  was  born 
with  a  complete  atresia  of  the  common  bile  duct. 
He  gave  briefly  a  general  outline  of  the  case. 
The  child  was  born  jaundiced  on  January  14th 
and  lived  to  be  five  months  and  four  days  old. 
During  that  time  there  was  occasionally  a  bowel- 
passage  streaked  with  bile  matter,  probably  what 
had  transuded  through  the  bowel  wall.  The  ab- 
domen was  greatly  distended  with  gas,  and  ap- 
parently a  very  much  enlarged  liver  could  be  felt 
reaching  below  the  umbilicus.  The  child  at  the 
end  of  three  months  began  to  show  marked  signs 
of  rickets ;  it  had  a  paper-skull,  vomited  occa- 
sionally, and  yet  did  not  show  the  marked  gastro- 
enteritis, which  is  reported  as  common  in  most 
cases.  It  nursed  well.  Its  bowels  were  kept 
open  by  enemata  and  various  means  were  em- 
ployed to  get  rid  of  the  gas,  with  no  effect.  Fi- 
nally it  died  of  inanition. 

At  the  autopsy  there  was  found  a  somewhat 
enlarged  liver,  though  not  nearly  wdiat  one  would 
expect  from  the  results  of  the  physical  examina- 
tion. Every  one  of  the  viscera,  including  the 
thoracic,  was  stained  brown,  except  the  pancreas 
which  was  green.  The  gall  bladder  was  a  mere 
rudimentary  fibrous  strip,  and  his  endeavor  to 
pass  a  probe  through  it  down  into  the  intestine 
was  futile.  Dr.  Dexter  endeavored  to  prepare 
the  specimen  to  show  the  occlusion  existing  by 
injecting  colored  gelatin  through  the  duodenum. 
They  were  not  able  to  produce  what  was  desired, 
but  they  did  demonstrate  that  fluids  could  not 
be  forced  back  through  the  occlusion.  In  the 
specimen  the  gall  bladder  shows  as  a  fibrous  band, 
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and  the  relations  of  the  common  duct  to  the  head 
of  the  pancreas  and  the  liver  are  well  shown. 

A  second  case,  he  said,  occurred  to  him  during 
the  recital  of  Dr.  Butler's  paper.  It  was  that  of 
a  man  of  54,who  had  been  a  steady,  heavy  drinker, 
but  whose  general  health  seemed  to  be  robust,  un- 
til he  suddenly  developed  signs  of  diabetes — poly- 
dipsia and  voracious  appetite — and  an  examina- 
tion showed  a  large  percentage  of  sugar  in  the 
urine.  A  week  afterward  he  was  seized  with 
violent  pain,  which  was  referred  to  the  epigastri- 
um, with  tenderness  and  high  fever.  That  sub- 
sided after  a  free' relaxation  of  the  bowels,  to  recur 
on  the  second  day  following  with  pain  which  was 
constant.  His  condition  became  worse,  and  he 
was  subjected  to  operation.  At  the  time  there 
was  a  hard  mass  felt  in  the  epigastrium  to  the 
right,  and  the  suspicion  was  entertained  the  man 
was  possibly  suffering  from  carcinoma  of  the  head 
of  the  pancreas  —  that  supposition  being  based 
largely  on  the  presence  of  sugar  in  the  urine,  but 
when  incision  was  made  it  was  discovered  that 
the  condition  was  one  of  empyema  of  the  gall 
bladder,  which  was  distended  with  a  considerable 
amount  of  muco-purulent  material.  Two  or  three 
small  stones  were  evacuated,  and  the  entire  head 
of  the  pancreas  was  found  to  be  hard  and  red- 
dened as  from  an  acute,  grafted  upon  a  chronic, 
inflammation.  The  glycosuria  disappeared  after 
operation.  It  would  seem  to  be  of  hepatic  origin. 
Death  ensued  from  pneumonia.  He  thought  the 
case  worthy  of  consideration,  because  it  shows 
that  disease  of  the  pancreas  occurs  more  fre- 
quently with  cholecystitis  than  we  have  thought. 

Dr.  J.  Fuhs  believed  that  notwithstanding  the 
prominence  given  to  the  surgical  treatment  of 
cholelithiasis  and  of  cholecystitis  during  the  even- 
ing, there  is  still  a  field  for  medical  treatment. 
There  are  a  good  many  cases  of  cholelithiasis  that 
are  benefited  by  medical  treatment,  and  he 
thought  it  not  out  of  place  to  speak  of  the  medical 
treatment. 

In  an  ordinary  case  of  cholelithiasis,  seen  in 
private  practice,  the  developments  are  about  as 
follows :  We  do  not  know  anything  about  the 
existence  of  a  gall  stone  that  may  have  been  pres- 
ent for  years,  because  the  patients  have  absolutely 
no  symptoms  until  it  comes  to  an  acute  attack 
either  of  cholelithiasis  or  cholecystitis.  We  see 
these  patients  at  a  time  when  there  is  fully  devel- 
oped cholecystitis  or  during  the  passage  of  a  gall 
stone.  This  attack  passes  often  under  simple 
treatment,  and  the  patient  becomes  comfortable 
and  is  free  from  pain  and  is  then  left  to  himself. 
Advice  is  given  in  a  general  way  to  be  careful 


about  the  diet  in  order  to  avoid  another  attack, 
to  exercise  gradually  more  and  more,  in  fact, 
gradually  use  the  more  severe  exercises  such  as 
horseback  riding,  etc.  Indeed,  the  treatment  ad- 
vised is  that  of  gradually  increased  exercise. 

For  many  years  he  has  followed  a  different  plan 
of  treatment.  He  advises  patients  to  rest  a  long 
time  after  an  attack,  and  he  keeps  them  at  rest  as 
long  as  there  is  the  slightest  tenderness  observ- 
able at  the  region  of  the  gall  bladder  or  at  the 
region  of  the  liver-  anteriorly  and  posteriorly. 
These  tender  points  must  be  looked  for  with  the 
greatest  care,  and  only  after  all  tenderness  has 
disappeared  must  the  patient  be  allowed  to  get 
out  of  bed.  If  that  is  not  done,  the  ordinary- 
course  is  about  'as  follows :  In  about  a  week's 
time,  sometimes  in  two  weeks,  one  is  called  again 
to  attend  the  patient  with  another  attack.  That 
attack  passes  off  in  a  few  days ;  perhaps  it  may 
take  a  little  longer  time  than  the  first.  Again  a 
tenderness  is  made  out  in  the  region  of  the  gall 
bladder,  and  the  whole  liver  becomes  tender.  The 
patient  gradually  recovers  and  is  again  dis- 
charged. That  patient  may  be  free  for  three  or 
four  weeks  when  another  attack  occurs. 

The  doctor  felt  sure  that  he  did  not  stand  alone 
in  the  matter  of  advising  rest  in  these  cases.  At 
Carlsbad,  where  many  of  our  patients  are  sent 
for  the  baths  and  water,  the  local  physicians  often 
put  them  to  bed  to  a  rest  treatment.  The  patients- 
journey  to  Carlsbad  only  to  be  put  to  bed  when 
they  reach  there.  The  cathartic  waters  and  the 
gradually  increased  exercise  at  Carlsbad  often 
bring  on  an  attack.  On  this  account  he  wanted 
to  again  emphasize  the  importance  of  rest. 

He  did  not  forget  that  surgery  is  a  great  help 
in  cases  of  biliary  colic.  We  all  know  the  great 
success  that  has  been  achieved  through  surgery. 
But  in  cases  in  which  operation  has  been  advised, 
we  must  not  promise  our  patients  entire  relief 
from  pain,  otherwise  it  will  happen  that  after  an 
operation  in  which,  by  the  way,  no  stone  has  been 
found  and  which  proves  to  be  a  cholecystitis,  sub- 
sequent adhesions  may  give  rise  to  considerable 
discomfort.  The  same  applies  '  to  cases  where 
the  appendix  has  been  removed.  Occasionally 
the  attacks  persist  as  they  did  before  the  opera- 
tion, and  we  end  by  sending  the  patients  to  Carls- 
bad. 

As  to  the  simultaneous  occurrence  of  appendi- 
citis and  cholecystitis,  the  more  one  follows  ap- 
pendicitis the  more  one  sees  cholecystitis,  and  the 
reverse.  There  must  be  an  intimate  relation  be- 
tween the  two,  even  if  we  leave  sepsis  out  of  the 
consideration,  and  it  seemed  to  him  that,  if  the 
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gall  bladder  is  also  incidentally  examined  at  the 
time  of  operating  on  the  appendra,  it  would  be  of 
great  moment  to  the  patient. 

Some  years  ago  the  doctor  reported  a  case  of 
interhepatic  calculus.  In  that  case  there  was  a 
stone  found  in  the  discharges  three  or  four  days 
after  the  operation,  though  the  exploration  was 
very  thorough  and  nothing  was  found  along  the 
hepatic  ducts  or  at  the  termination  of  the  common 
bile  duct  at  the  operation.  Still,  relief  did  not 
occur  untiil  this  large  stone  passed  with  the  secre- 
tions. He  had  seen  a  case  where  the  stones  were, 
numerous  and  distributed  in  the  substance  of  the 
liver  in  the  bile  ducts,  and  that  may  also  explain 
the  cases  where  operation  does  not  relieve  the 
difficulty. 

Dr.  J.  S.  Wight  stated  that  there  was  one 
point  in  differential  diagnosis  he  listened  for  in 
vain,  and  it  was  brought  to  his  attention  in  two 
cases  where  the  clinical  picture  and  the  objective 
svmptoms  pointed  to  trouble  in  the  gall  bladder 
and  the  bile  ducts.  The  operations  did  not  bear 
out  this  presumption.  About  four  months  later 
the  first  case  had  a  sudden  attack  with  general 
peritonitis,  and  the  operation  revealed  a  duodenal 
ulcer  with  perforation.  The  other  case  was  then 
sought  and  operated  on  and  a  duodenal  ulcer 
found  and  made  a  very  good  recovery. 

Dr.  R.  W.  Westbrook  wished  to  emphasize  the 
important  point  Dr.Wight  brought  out,  that  many 
of  the  cases  operated  on  for  so-called  gall  bladder 
disease  are  not  gall  bladder  cases,  but  cases  of 
duodenal  ulcer.  Mayo  has  brought  out  a  large 
series  of  these  cases,  having  found  more  of  them 
than  other  operators.  The  Mayos  are  extremely 
careful  men,  and  are  working  for  the  highest 
order,  and  do  not  stop  at  the  point  of  putting 
down  the  diagnosis  as  adhesions.  If  they  find 
adhesions  about  the  duodenum  they  look  care- 
fully for  the  pathological  lesions  underlying  these 
lesions,  and  it  is  frequently  duodenal  ulcer. 

There  were  other  points  he  would  like  to  men- 
tion, and  one  was  the  rather  unusual  statement 
made  by  Dr.  Van  Cott  that  carcinoma  precedes 
the  gall  stones  which  accompany  cholelithiasis. 
Tbe  weight  of  opinion  is  entirely  the  other  way 
with  surgeons,  and  that  is  borne  out  by  several 
facts.  Four-fifths  of  the  cases  of  carcinoma  are 
found  in  women,  and  gall  stones  are  about  four 
times  as  common  in  women  as  men.  Another 
thing  is  that  a  careful  inquiry  into"  the  history 
will  frequently  bring  out  facts  pointing  to  chole- 
lithiasis,  although  there  may  be  a  period  of  quies- 
ence  from  the  time  carcinoma  sets  in  and  from 
the  time  the  gall  stone  symptoms  were  present. 


Another  point  the  Mayos  have  made  out  in  their 
cholelithiasis  operations  is  to  remove  the  gall 
bladder.  Many  of  these  cases  where  it  is  much 
thickened  or  looks  at  all  suspicious  or  gall  stones 
have  been  found  present,  and  the  gall  bladders 
were  afterward  subjected  to  microscopic  examina- 
tion, in  a  small  proportion  of  cases  it  was  found 
carcinoma  had  developed. 

There  is  another  point  Dr.  Butler  mentioned, 
which  he  thought  ought  to  be  qualified.  Dr.  But- 
ler spoke  of  the  acute  attacks  being  accompanied 
in  half  the  cases  by  jaundice.  Mayo  makes  the 
statement  that  only  20%  of  gall  stone  cases  have 
jaundice,  and  that  statement  hes  been  borne  out 
by  a  large  number  of  cases  that  he  has  witnessed 
recently.  Dr.  Westbrook  remembered  that  the 
Mayos  a  short  time  ago  looked  up  the  question, 
and  in  eight  cases  operated  on,  six  had  had  abso- 
lutely no  history  of  jaundice ;  of  the  two  cases 
which  had  a  history  of  jaundice,  one  was  a  com- 
mon duct  case,  and  the  other  a  large  stone  im- 
pacted in  the  cystic  duct,  and  by  pressure  on  the 
common  duct  also  was  producing  jaundice.  There 
was  a  duodenal  fistula  there,  too. 

Dr.  Bristow  mentioned  the  fact  of  a  case  com- 
ing down  with  a  very  acute  process  causing  peri- 
tonitis as  never  having  caused  symptoms.  The 
doctor  did  not  believe  the  majority  of  gall  bladder 
cases  where  the  stones  are  quiescent  are  without 
symptoms.  He  thought  they  have  symptoms,  and 
that  with  careful  inquiry  cases  would  probably 
show  a  history  of  dyspepsia  and  at  times  pain  in 
that  quarter.  The  careful  histories  taken  by  the 
Mayos  shows  these  dyspeptic  symptoms,  which 
are  the  symptoms  of  gall  bladder  disease,  and  not 
jaundice,  and  the  other  symptoms  which  are  so 
classical. 

In  regard  to  the  recurrence  of  symptoms  after 
operation  and  the  larger  number  of  operations 
being  done  by  cholecystotomy  and  drainage  of  the 
gall  bladder,  the  Mayos  had  over  1,100  cases,  and 
Mayo  said  only  one  of  these  cases  had  shown  any 
sign  of  recurrence. 

Dr.  R.  W.  Westbrook  wished  to  emphasize 
the  important  point  Dr.  Wight  brought  out,  that 
many  of  the  cases  operated  on  for  so-called  gall 
bladder  disease  are  not  gall  bladder  cases,  but 
case  of  duodenal  ulcer.  Mayo  has  brought  out 
a  large  series  of  these  cases,  having  found  more 
of  them  than  other  operators.  The  Mayos  are 
extremely  careful  men,  whose  work  is  of  the 
highest  order,  and  do  not  stop  at  the  point  of 
putting  down  the  diagnosis  as  adhesions.  If  they 
find  adhesions  about  the  duodenum  they  look 
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carefully  for  the  pathological  lesions  underlying, 
and  it  is  frequently  duodenal  ulcer. 

There  were  other  points  he  would  like  to  men- 
tion, and  one  was  the  rather  unusual  statement 
made  by  Dr.  Van  Cott,  that  carcinoma  precedes 
the  gall  stones  which  accompany  cholelithiasis. 
The  weight  of  opinion  is  entirely  the  other  way 
with  surgeons,  and  that  is  borne  out  by  several 
facts.  Four-fifths  of  the  cases  of  carcinoma  are 
found  in  women,  and  gall  stones  are  about  four 
times  as  common  in  women  as  men.  Another 
thing  is  that  a  careful  inquiry  into  the  history  will 
frequently  bring  out  facts  pointing  to  cholelithi- 
asis, although  there  may  be  a  period  of  quies- 
cence between  the  time  carcinoma  sets  in  and  the 
time  the  gall  stone  symptoms  were  present. 

Another  point  the  Mayos  have  made  is  to  re- 
move the  gall  bladder  where  it  is  much  thickened 
or  looks  at  all  suspicious,  where  gall  stones  have 
been  operated  for.  Such  gall  bladders,  after- 
ward subjected  to  microscopic  examination,  have 
in  a  small  proportion  of  cases  shown  that  carci- 
noma had  developed. 

There  is  another  point  Dr.  Butler  mentioned, 
which  he  thought  ought  to  be  qualified.  Dr.  But- 
ler spoke  of  the  acute  attacks  being  accompanied 
in  half  the  cases  by  jaundice.  Kehr  makes  the 
statement  that  only  20%  of  gall  stone  cases  have 
jaundice,  and  that  statement  has  been  borne  out 
by  a  number  of  cases  that  Dr.  Westbrook  wit- 
nessed recently.  In  eight  cases  operated  on,  six 
had  had  absolutely  no  history  of  jaundice ;  of  the 
two  cases  which  had  a  history  of  jaundice,  one 
was  a  common  duct  case,  and  the  other  a  large 
stone  impacted  in  the  cystic  duct,  and  by  pressure 
on  the  common  duct  was  producing  jaundice. 
There  was  a  duodenal  fistula  there,  too. 

Dr.  Bristow  had  mentioned  the  fact  of  a  case 
coming  down  with  a  very  acute  process  causing 
peritonitis  as  never  having  caused  symptoms.  The 
doctor  did  not  believe  the  majority  of  gall  bladder 
cases  where  the  stones  are  "quiescent"  are  with- 
out symptoms.  He  thought  they  have  symptoms, 
and  that  with  careful  inquiry  cases  would  prob- 
ably show  a  history  of  dyspepsia  and  at  times 
pain  in  that  quarter.  Careful  histories  show 
these  dyspeptic  symptoms,  which  are  the  symp- 
toms of  gall  bladder  disease,  where  the  stones  are 
confined  to  the  gall  bladder,  and  not  jaundice, 
and  the  other  symptoms  which  have  been  so 
classical. 

In  regard  to  the  recurrence  of  gall  stones  after 
operation,  the  Mayos  have  had  over  1,100 
cases,  and  only  one  of  these  cases,  as  far  as  traced, 
has  shown  any  signs  of  recurrence. 
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458TH  Regular  Meeting,  April  13,  1995. 


The  President,  J.  C.  Mac  Evitt,  M.D.,  in  the 
Chair. 

EXHIBITION  OF  NEW  STOOL  SIEVE  AND  REMARKS 
ON  ITS  USES. 

Dr.  D.  D.  Roberts  exhibited  a  new  stool  sieve 
that  differs  from  the  kinds  previously  described 
in  that  it  is  designed  for  use  in  the  bowl  of  the 
ordinary  water  closet,  the  patient  defecating  di- 
rectly into  the  sieve.  This  obviates  the  unpleasant 
task  of  collecting  and  transporting  the  feces,  and 
the  specimen  can  be  washed  without  transference 
from  one  vessel  to  another  in  the  office  laboratory. 
A  pipe  that  projects  from  the  lid  is  connected  by 
heavy  rubber  tubing  to  a  nearby  water  faucet,  or 
a  faucet  can  be  inserted  in  the  supply  pipe  lead- 
ing to  the  tank.  The  lower  part  is  suspended 
by  the  arms  in  the  porcelain  bowl,  and  the  seat 
is  shut  down  for  use.  Hard  stools  had  best  be 
broken  up  before  washing.  The  removal  of  all 
soluble  matter  takes  from  5  to  20  minutes.  The 
residue  from  a  24-hours'  defecation  is  from  a  tea- 
spoonful  to  a  heaping  tablespoonful.  This  resi- 
due is  entirely  odorless,  and  the  process  of  wash- 
ing gives  rise  to  practically  no  odor.  To  wash, 
the  sieve,  it  is  inverted,  the  arms  being  detached 
and  placed  in  the  bowl  of  the  water-closet ;  a 
stream  of  water  directed  on  the  under  side  of  the 
sieve  clears  the  meshes.  The  sieve  in  the  ex- 
hibited apparatus  is  a  number  sixty,  each  hole 
being  only  about  1-100  of  an  inch  in  diameter. 


Dr.  Roberts  wished  to  call  attention  to  the 
availability  of  this  apparatus  not  only  for  mi- 
croscopic study  of  the  stools  but  as  a  very  prac- 
tical method  of  searching  for  gall  stones.  The 
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sieve  can  be  used  in  the  patient's  house  day  after 
day,  only  the  insoluble  and  odorless  remains  be- 
ing saved  for  the  physician's  examination  at  a 
convenient  time. 

The  examination  of  whole,  fresh  feces,  while 
it  is  absolutely  necessary  for  certain  tests,  is  dis- 
agreeable and  requires  considerable  experience  to 
enable  one  to  differentiate  the  normal  from  the 
abnormal.  He  would,  therefore,  urge  the  ad- 
visability of  using  some  such  washing  device  as 
a  routine  measure  in  the  study  of  the  condition 
of  the  gastro-intestinal  tract,  reserving  the  more 
difficult  examinations  for  such  cases  as  may  re- 
quire further  search. 

NEPHROLITHIASIS.     SPECIMEN  AND  HISTORY. 

Dr.  C.  H.  Terry  said  that  about  the  first  of  the 
year  a  woman  was  sent  into  St.  Mary's  Hospital 
with  quite  a  large  growth  in  the  left  flank.  The 
woman  was  very  much  emaciated  and  suffered  a 
great  deal  of  pain.  She  had  a  movable  kidney 
upon  the  right  side.  Upon  the  left  side  it  was  a 
question  as  to  the  nature  of  the  tumor. 

About  the  middle  of  January,  in  order  to  decide 
the  diagnosis,  exploratorv  laparotomy  was  done, 
and  it  was  found  to  be  the  kidney  that  was  in- 
volved. The  abdominal  wound  was  immediately 
closed,  the  woman  turned  over,  and  a  lumbar  in- 
cision made.  When  he  cut  down  on  the  kidney 
he  got  fluctuation,  and  pus  flowed  therefrom,  and 
inside  the  kidney  quite  a  number  of  calculi  were 
found.  He  scooped  out  what  he  could  of  them, 
put  in  drainage  tubes,  and  the  woman  got  along 
very  nicely.  The  wound  healed  except  for  a 
sinus  which  was  left  and  through  which  calculi 
were  discharged.  About  the  last  of  March  he 
removed  the  entire  kidney.  On  section  he  found 
quite  a  number  of  calculi  imbedded  in  it  every- 
where. 

PROSTATE  WITH  IMBEDDED  CALCULUS.  SPECIMEN 
AND  HISTORY. 

Dr.  J.  P.  Murphy  spoke  of  a  gentleman,  78 
years  of  age, who  had  always  enjoyed  good  health, 
except  that  for  the  past  five  years  he  had  had 
some  difficulty  in  urination,  during  the  last  six 
months  of  which  time  he  had  had  practically  no 
•control  over  the  bladder.  Micturition  was  pain- 
ful and  occasionally  bloody,  and  there  was 
pain  in  the  perineum  and  vesical  regions.  Defe- 
cation was  likewise  painful.  On  examination  it 
was  found  that  he  had  an  enlarged  prostate, 
hemorrhoids  and  cystitis.  The  treatment  con- 
sisted of  vesical  irrigation  with  the  administra- 
tion of  urotropine. 

After  remaining  ten  days  in  the  hospital  he 


was  operated  on,  the  prostate,  in  which  a  stone 
was  imbedded,  was  enucleated  through  a  perineal 
incision.  The  patient  reacted  well  after  the 
operation  and  continued  to  improve,  but  died  sud- 
denly on  the  fifth  day  from  no  discoverable  cause. 

ECTOPIC  GESTATION.     SPECIMEN  AND  HISTORY. 

Dr.  E.  A.  Parker  related  the  case  of  a  lady, 
22  years  of  age ;  first  and  only  child  five  years 
ago.  Since  then  she  has  had  backache,  leucorrhea 
and  occasionally  dysuria.  Menstruation  regular, 
lasting  five  days.  Since  January  she  has  flowed 
in  moderate  amount  between  periods,  the  last  oc- 
curring March  6th,  but  never  went  over  her  time. 
Examination  showed  a  mass  behind  and  to  the 
right  of  the  uterus. 

March  27th,  upon  opening  the  abdomen,  clots 
were  found  in  the  pelvis.  The  clots,  unruptured 
right  tube  and  a  large  cystic  ovary  were  removed. 
The  recovery  has  been  uneventful. 

CYSTIC  OVARITIS.     SPECIMENS  AND  HISTORIES. 

Dr.  J.  C.  MacEvitt  in  presenting  these  two 
specimens  said  that  his  object  was  to  call  atten- 
tion to  the  fact  that  in  a  majority  of  cases  of 
dysmenorrhea  we  find  cystic  degeneration  of  one 
or  both  ovaries.  Maldeviation,  particularly,  and 
forward  flexion  of  the  uterus  are,  as  a  rule,  also 
present  in  many  of  these  cases ;  in  fact,  he  found 
it  present  in  all  of  his  cases  of  dysmenorrhea, 
where  he  was  compelled  to  remove  the  ovaries 
in  whole  or  in  part.  It  has  long  been  his  custom 
in  cases  of  dismenorrhea  to  secure  relief  for  his 
patient  by  divulsing  the  canal,  and  if  he  found 
from  the  scrapings  that  the  endometrium  was 
diseased,  to  add  to  the  divulsion  a  currettage. 
Experience  had  taught  him  that  the  expected  re- 
lief was  uncertain  in  its  appearance,  permanent 
in  some  few  cases,  temporary  in  others  and  absent 
in  many.  Practicing  what  he  now  considers  ultra 
conservatism  in  caring  for  the  ovaries,  notwith- 
standing the  fact  that  he  recognizes  their  enlarge- 
ment to  thrice  their  normal  size,  he  permitted 
them  to  remain  undisturbed,  to  be  confronted 
with  a  return  of  his  patient  dissatisfied  with  the 
results  of  his  efforts. 

At  the  present  time  when  he  finds  such  a  con- 
dition existing,  he  removes  as  much  as  possible 
of  the  diseased  organ  and  leaves  sufficient  to  per- 
mit the  performance  of  its  functions.  In  the 
specimens  presented  one  ovary  was  cystic,  and  the 
half  of  one  other  undergoing  cystic  degeneration. 
Both  of  these  specimens  were  removed  from  the 
same  patient.  The  remaining  half  will  prevent 
the  premature  appearance  of  the  menopause  and 
permit  marriage  with  the  possibility  of  conception. 
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PAPER  :    CYSTS  OF  THE  BREAST.*     BY  DR.  WALTER 
C.  WOOD. 

Discussion. 

Dr.  J.  B.  Bogart  for  the  most  part  found  noth- 
ing- in  Dr.  Wood's  paper  to  take  exception  to  but 
very  much  to  commend.  There  were  certain 
interesting'  points  in  connection  with  the  subject 
Dr.  Wood  did  not  touch  upon,  which,  of  course, 
he  did  not  intend  to,  which  gave  Dr.  Bogart  some- 
thins;  to  say. 

One  is  the  great  diversity  of  opinion  among  ob- 
servers as  to  the  frequency  of  the  simple  retention 
cysts.  Dr.  Wood  has  already  referred  to  Abbe's 
paper  in  which  for  a  period  of  something  like 
eight  years  he  looked  over  his  cases  that  came  to 
him  at  his  private  office,  and  in  97  cases  of  breast 
tumor  he  found  40%  simple  cysts,  and  the  re- 
maining 56  cases,  or  60%,  to  be  cancer.  This 
is  in  striking  contrast  to  the  statistics  of  the 
Johns  Hopkins  Hospital,  where  in  510  cases  of 
breast  disease  appearing  in  the  surgical  clinic  up 
to  1892,  there  were  found  to  be  only  7%  of 
simple  cysts.  Only  one  other  surgeon  had  he 
been  able  to  find  who  has  had  an  experience  to 
compare  with  Abbe's,  and  that  is  Bryant  of  Lon- 
don.   He  reports  about  25%  of  simple  cysts. 

It  seemed  as  though  there  must  be  some  special 
cause  which  has  led  to  so  great  discrepancy  in 
the  observation  of  such  distinguished  observers 
as  these.  Another  remarkable  thing  about  Abbe's 
paper  is  this,  that  he  cured  all  of  his  cases,  as  the 
doctor  understood  it,  by  simple  aspiration.  He 
does  not  seem  in  all  the  40%  to  have  found  any- 
thing but  simple  cysts.  The  doctor  believed  he 
did  mention  two  in  which  there  was  a  slight 
papillary  growth.     This  also  is  very  remarkable. 

In  recent  years  there  has  been  a  great  deal  of 
study  devoted  to  the  question  of  mammary  cysts 
or  diseases  of  the  mammary  gland.  He  believed 
it  was  because  so  much  attention  has  been  given 
to  the  radical  treatment  of  cancer  and  because 
the  success  of  operations  conducted  along  the  line 
of  Halstead's  operation  has  been  so  very  great. 
However,  he  had  been  unable  to  find  any  one  who 
has  been  so  successful  as  Abbe  in  treating  these 
cysts.  Nor  did  he  find  that  the  majority  of  ob- 
servers agreed  with  the  position  that  Dr.  Wood 
took  with  reference  to  them,  even  with  the  con- 
dition of  multiple  cysts  that  he  referred  to. 

Some  very  able  papers  have  been  published 
recently  on  the  pathology  of  this  condition,  and 
all  the  writers  unite  in  saying  that  a  careful  ex- 
amination of  a  number  of  these  cases  in  which 

*  See  Brooklyn  Medical  Journal,  June  1905,  p.  221. 


there  are  multiple  cysts,  which  have  been  spoken 
of  under  different  names  as  cystic  adenoma  of 
the  breast,  chronic  mastitis,  etc.,  demonstrates  in 
a  certain  number  of  cases  cancer  cells,  and  they 
find  also  that  we  may  examine  a  very  large  section 
of  the  tumor  and  not  find  any  cancer  cells,  but  by 
prolonging  the  examination  they  are  found,  not 
by  any  means  in  all  cases,  but  in  quite  a  few. 

In  some  instances  the  cancer  cells  are  not  found 
in  the  tumor  itself,  but  in  the  glands  removed 
from  the  axilla,  so  that  a  very  large  majority  of 
those  who  have  studied  this  matter,  from  the 
pathological  standpoint  at  least,  have  recom- 
mended the  radical  operation  for  this  condition 
— not  for  the  simple  cyst,  a  galactocele,  but  for 
those  cases  in  which  there  is  simple  cystic  degen- 
eration which  generally  follows,  and  more  or  less 
general  symptoms  and  local  inflammation  of  the 
breast  itself  resulting  in  this  cystic  condition ;  in 
fact,  it  is  in  this  class  of  cases  that  most  of  the 
discussion  has  arisen  and  the  greatest  question 
as  to  treatment  occurs. 

W e  all  know  Dr.  Wood  for  a  very  careful  sur- 
geon, as  well  as  a  very  skillful  one,  one  who  is 
well  capable  of  taking  care  of  the  cosmetic  effect, 
as  well  as  looking  after  the  welfare  of  the  patient 
from  the  standpoint  of  health  and  life,  so  he  was 
not  surprised  to  find  him  advocating  the  removal 
of  the  breast  and  leaving  the  nipple.  Personally, 
he  could  not  see  how  it  could  make  much  differ- 
ence to  a  woman  whether  the  nipple  is  left  behind 
or  removed.  That  is  a  structure  which  is  more 
or  less  apt  to  take  on  disease,  and  so  it  seemed 
to  him  it  is  just  as  well  to  get  rid  of  it  during 
the  operation,  if  we  conclude  to  remove  the  breast. 

The  question  of  aspiration  in  these  cases  is 
another  that  has  received  a  great  deal  of  atten- 
tion. Some  writers  have  gone  to  verv  great 
lengths  to  protect  against  infection  of  the  lym- 
phatics in  a  doubtful  tumor  of  the  breast,  and 
greater  length  probably  than  is  necessary ;  for  he 
recalled  Halstead,  in  speaking  of  their  work  at 
Johns  Hopkins,  saying,  that  in  28  cases  of  malig- 
nant disease,  in  which  an  exploratory  incision 
was  made  into  the  growth  before  operating,  26 
of  the  28  patients  were  alive  at  the  time  reported, 
and  most  of  these  had  been  alive  for  three  years, 
the  general  period  at  which  we  express  the  hope 
that  the  patient  will  remain  free,  so  that  the 
danger  from  incision,  even  when  malignant,  does 
not  seem  to  be  very  great  and  should  not  hinder 
us  incising  in  doubtful  cases. 

Without  going  further  into  the  question,  he 
would  only  say  for  the  treatment  of  these  cases 
of  undoubted  simple  cyst,  the  diagnosis  of  which 


364 


BROOKLYN  MEDICAL  JOURNAL. 


September,  1905 


is  not  always  easy,  but  which  can  be  made  in 
certain  cases,  as  Dr.  Wood  advocated,  by  pres- 
sure upon  the  tumor  causing  a  certain  outflow 
of  fluid,  and  in  other  cases  by  the  aspiration 
method,  that  it  generally  is  not  necessary,  as 
proven  by  Abbe's  report,  to  do  anything  more 
than  aspirate.  He  thought  that  in  only  two  of  his 
cases  did  he  have  to  re-aspirate. 

In  those  cases  where  there  are  simple  cysts, 
especially  in  women  between  the  ages  of  40  and 
50,  Dr.  Bogart  thought  it  would  be  wise  with 
what  we  know  of  the  pathology  of  these  cases 
for  us  to  be  more  radical  and  to  remove  the  breast. 
Another  consideration  is  that  the  breast  is  of  no 
further  use ;  the  patients,  as  a  rule,  are  anxious 
about  their  condition,  and  are  much  more  likely 
to  be  relieved  by  the  removal  of  the  breast  than 
they  are  by  an  operation  which  stops  short  of  that, 
when  their  fears  have  been  thoroughly  aroused 
by  a  considerable  development  in  the  breast. 

There  is  one  feature  about  the  less  radical  treat- 
ment of  breast  cysts,  especially  the  simple  cysts, 
and  that  is  when  our  patients  find  that  the  mere 
coming  to  the  physician  or  surgeon  with  a  lump 
in  the  breast  does  not  necessarily  mean  the  re- 
moval of  the  breast,  and  that  it  may  be  cured 
by  a  simple  operation  without  even  an  anesthetic, 
that  it  will  encourage  the  patients  to  come 
promptly,  and  then  we  shall  get  all  our  cases 
earlier  and  our  results  will  be  better.  Bloodgood 
has  said  recently  that  the  success  of  our  opera- 
tions for  breast  cancer  do  not  depend  so  much 
upon  the  method  of  operating;  that  it  did  not 
make  much  difference  whether  we  did  the  opera- 
tion this  way  or  that  way,  but  it  depended  upon 
the  stage  at  which  we  got  the  case. 

Dr.  W.  C.  Wood,  in  closing,  said,  it  seemed  that 
the  points  at  variance  in  the  profession  at  present 
are  not  very  man}-.  If  we  approach  any  breast 
condition  in  a  surgical  way,  we  have  four  courses 
open  to  us  :  The  first  is  aspiration.  Nothing  but 
simple  cysts  can  be  treated  that  way.  The  second 
course  is  by  incision  and  packing  and  drainage 
from  the  bottom.  That  applies  to  chronic  ab- 
scesses, simple  cyst,  certain  types  of  cysts  and  to 
the  acute  abscess.  Then  we  have  the  enucleation 
of  a  tumor  or  the  removal  of  the  breast  gland  it- 
self, which  is  in  every  sense  a  conservative  opera- 
tion. That  condition  seemed  to  him  to  be  appli- 
cable to  multiple  cystic  disease  of  the  breast.  That 
is  where  there  is  a  difference  of  opinion.  One 
can  remove  the  breast  gland  alone  by  what  is 
known  as  the  Thomas  incision,  the  incision  under- 
neath the  gland,  and  most  women  will  never  see 
the  incision  unless  they  specially  hunt  for  it.  You 


can  see  the  nipple,  and  the  natural  production  of 
fat  beneath  the  skin,  as  the  years  go  by,  will  give 
practically  a  normal  breast,  smaller  in  size,  of 
course,  than  the  adult  breast  of  younger  women. 

As  he  said  in  his  paper,  the  microscope  in  some 
of  these  cases  shows  duct  carcinoma,  but  the  per- 
centage of  duct  carcinomas  in  proportion  to  other 
carcinomas  is  only  4  in  a  100,  and  although  patho- 
logically and  microscopically  a  certain  per  cent,  of 
these  cases  do  develop  duct  carcinoma,  yet  clin- 
ically that  is  not  the  disease  that  we  understand 
by  cancer  used  in  the  broad  general  sense  of  the 
term.  They  did  not  return  even  without  conserv- 
ative surgery.  Therefore,  it  seemed  to  him  that 
unless  in  any  one  case  definite  malignant  disease 
is  proven  to  exist,  the  conservative  removal  of 
the  breast  is  sufficient. 

Then,  of  course,  we  have  the  radical  operation 
for  the  removal  of  the  breast  with  removal  of 
the  pectoral  muscles  and  the  axillary  glands,  per- 
haps the  subclavian  glands,  the  extensive  radical 
and  serious  surgery  that  is  most  satisfactory  to- 
day for  malignant  disease  of  the  breast.  Why  not 
do  this  under  all  circumstances  whenever  there 
is  the  slightest  suspicion  of  a  doubt?  In  the 
first  place,  the  death  rate  is  low — between  2% 
and  4% — for  the  primary  operation  in  a  patient, 
otherwise  healthy,  death  being  due  to  pneumonia 
and  occasionally  to  sepsis. 

There  has  been  a  good  deal  written  upon  in- 
tractable brachial  neuralgia  following  extensive 
extirpations  in  the  axilla.  Morris,  who  is  cer- 
tainly a  careful  observer,  thinks  this  unpleasant 
sequella  cannot  be'  foreseen,  cannot  be  prevented 
in  a  certain  proportion  of  cases,  and  particularly 
cannot  be  cured  until  it  seems  to  subside  after  the 
expiration  of  some  years.  A  few  cases  of  that 
type  of  neuralgia  would  make  us  hesitate  to  sub- 
ject a  patient  to  radical  operation,  unless  it  cannot 
be  prevented.  Dr.  Wood  did  not  advocate  any- 
thing less  than  the  greatest  amount  of  surgery 
in  a  patient  with  malignant  disease. 

The  use  of  the  arm  after  the  removal  of  the 
pectoral  muscles  is  excellent.  He  knew  of  a  wo- 
man in  whom  both  pectoral  muscles  were  re- 
moved, who  earns  a  living  by  washing,  although 
on  the  contrary,  a  good  many  women  whose 
breasts  and  pectoral  muscles  have  been  removed 
cannot  use  their  arms.  While  most  of  these  re- 
sults are  good,  some  of  them  are  not.  We  no 
longer  remove  the  appendix  whenever  we  open 
the  abdomen,  for  fear  the  appendix  may  become 
diseased,  and  he  thought  the  time  will  come  when 
we  will  no  longer  do  radical  operations  on  the 
breast  unless  the  disease  is  clearly  malignant. 
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Dr.  J.  B.  Bogart,  speaking  further,  did  not 
understand  that  Dr.  Wood  recommended  the  re- 
moval of  the  hrcast  in  these  cases  of  cystic  adeno- 
mata, nor  did  the  doctor  intend  to  intimate  that 
he  would  do  the  radical  operation  for  these  cases, 
so  that  Dr.  Wood  and  himself  stood  on  the  same 
ground  as  far  as  that  was  concerned. 

Dr.  Bogart  thought  it  is  hardly  fair  to  state 
in  several  of  these  cases  that  duct  cancer  consti- 
tutes only  4%  of  the  cases  of  cancer  of  the  hreast. 
He  thought  we  should  rather  consider  the  pro- 
portion of  these  cases  of  cystic  adenoma  which 
contain  cancer  cells,  which  would  be  a  larger  per- 
centage, of  course,  than  the  number  of  cases  of 
cancer  of  the  breast  which  are  duct  cancers.  Just 
what  the  proportion  is,  he  did  not  know,  but  it 
would  be  considerably  increased  over  4%. 

As  far  as  the  cosmetic  appearance  is  concerned, 
as  he  said  before,  he  would  not  contend  with  the 
doctor  there.  However,  from  a  practical  stand- 
point, he  did  not  think  it  makes  much  difference 
to  a  woman  whether  you  remove  a  part  or  the 
whole  of  the  breast. 


THE  BROOKLYN  SURGICAL  SOCIETY. 


Regular  Meeting,  May  4.  1905. 


The  President,  W.  B.  Brixsmade,  M.D.,  in  the 
chair. 

PROLAPSE  OF  THE  RECTUM. 

Dr.  W.  S.  Hubbard  spoke  of  a  case  showing 
a  condition  that  is  not  uncommon.  A  boy,  twelve 
years  of  age,  was  brought  to  him  for  operation 
ten  months  ago.  Three  years  previously  he  had 
had  pertussis,  and  as  a  consequence  of  prolonged 
and  excessive  coughing  a  prolapse  of  the  rectum 
resulted,  which  continued  up  to  the  time  of  oper- 
ation. All  attempts  to  relieve  the  condition  ended 
in  failure.  The  rectum  could  be  drawn  down 
and  was  prolapsed  $y2  inches  when  the  patient 
was  placed  on  the  operating  table.  The  anal 
sphincters  were  very  relaxed.  Movements  of  the 
bowels  were  frequent,  two  or  three  times  a  day, 
and  painful. 

The  operation  consisted  in  the  simple  Van  Bu- 
ren  method  with  the  thermo-cautery ;  longitud- 
inal scars  being  made  %  to  ]/2  inch  apart  through- 
out the  circumference  of  the  gut,  which  was  finally 
replaced,  and  a  tube  of  rubber  wound  with  gauze 
and  smeared  with  vaseline  in  the  common  man- 
ner inserted,  with  directions  to  leave  it  the're  24 


hours.  It  was  painful  to  the  boy,  and  he  removed 
it  himself  two  or  three  hours  after  the  operation. 
The  result  of  the  operation  was  all  that  could  be 
desired.  The  patient  has  had  no  prolapse  since 
— a  year  after  the  operation. 

RECTAL  POLYPUS  COMPLICATING  LABOR. 

Dr.  W.  S.  Hubbard  reported  a  case  of  polypus 
of  the  rectum  complicating  labor.  He  had  at- 
tended this  patient  four  years  ago  in  her  third 
confinement.  The  patient  gave  a  history  of  a  rec- 
tal tumor  existing  for  nine  years.  V aginal  exam- 
ination gave  evidence  of  the  mass.  Forcing  the 
tumor  down  to  the  anal  opening  per  vaginam,  a 
large  cauliflower-like  growth  protruded  which  was 
very  vascular  and  bleeding.  The  tumor  was  al- 
lowed to  recede  into  the  rectum,  but  during  delivery 
was  forced  by  the  oncoming  head  down  and  out 
of  the  anus.  The  labor  was  normal  in  every  par- 
ticular with  the  exception  of  this  one  condition. 

Operation  was  refused  at  this  time. 

The  speaker  was  called  to  attend  her  a  year 
later  in  a  subsequent  labor  when  the  same  con- 
dition presented.  After  that  she  consented  to  an 
operation  for  the  removal  of  the  growth.  It  was 
a  sessile  polyp  inches  from  the  anus,  and  was 
removed  by  ligation  of  the  base  and  cutting  it  off 
with  scissors.  Two  months  after  the  removal  of 
the  tumor  the  rectum  was  examined  and  found 
to  be  perfectly  smooth.  The  patient  has  never 
had  hemorrhoids. 


THE  BROOKLYN   SURGICAL  SOCIETY. 


Regular  Meeting,  June  i,  1905. 


The  President,  W.  B.  Brixsmade,  M.D.,  in  the 
Chair. 

RUPTURED  kidney. 

Dr.  C.  P.  Gildersleeye  related  the  case  of  a 
carpenter,  who  on  November  24,  1904.  while 
starting  a  gas  engine  was  struck  in  the  side  by 
the  handle  of  the  flywheel  without  any  punctured 
wound  being  made.  The  speaker  saw  him  two 
days  afterward,  at  which  time  the  man  had  a 
normal  pulse  and  temperature.  He  had  a  large 
swelling  in  the  lumbar  region  extending  over  to  the 
median  line  down  over  the  anterior  superior  spine 
and  to  the  lower  border  of  the  ribs.  Hrematuria 
occurred  shortly  after  the  accident.  The  patient 
was  kept  quiet  a  number  of  days.  There  were  no 
evidences  of  depression  as  a  result  of  the  loss  of 
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blood,  but  at  the  end  of  a  week  he  began  to  show 
signs  of  weakness,  and  on  December  6th  the  re- 
porter operated. 

He  made  a  curved  incision  over  the  most  prom- 
inent part  of  the  swelling  and  removed  a  very 
large  amount  of  blood  clot  and  considerable  de- 
composed urine.  He  felt  for  the  kidney  and  found 
a  laceration  in  which  he  could  insert  three  fingers. 
He  sewed  the  wound  up  except  for  a  point  at 
the  lower  end  over  the  kidney,  and  in  that  he 
inserted  a  gauze  drain.  The  size  of  the  wick 
was  gradually  reduced  as  the  wound  closed  up. 
The  man  was  discharged  cured  January  8th.  Two 
sinuses  opened  after  the  wound  closed.  Appar- 
ently the  urine  which  had  been  coming  out 
through  the  drain  had  side-tracked,  and  these 
minute  fistulse  lasted  for  six  weeks.  They  gradu- 
ally closed,  and  the  patient  has  had  no  trouble 
since. 

A  week  after  leaving  the  hospital  he  was  at- 
tacked with  acute  rheumatism  and  developed  a 
general  purpura  hemorrhagica.  He  came  back  to 
the  hospital  and  remained  there  from  January 
15th  to  February  16th.  He  then  went  home,  and 
his  general  condition  is  now  much  better. 

The  speaker  thought  the  case  interesting  as 
demonstrating  the  fact  that  an  extensive  lacera- 
tion of  the  kidney  will  take  care  of  itself.  The 
hematuria  ceased  after  four  or  five  days,  no  blood 
appearing  at  the  end  of  a  week. 

CYSTIC  GOITRE. 

Dr.  C.  P.  Gildersleeve  reported  the  case  of  an 
Italian  girl,  22  years  of  age,  seen  July  16,  1903. 
with  a  large  cystic  goitre  of  the  left  side.  The 
circumference  of  the  neck  was  12^4  inches  and 
the  pulse  144.  She  was  very  anemic.  She  im- 
proved on  thyroid  extract  and  iron,  but  the  cir- 
cumference of  her  neck  September  13,  1903,  re- 
mained the  same.  March  1st  the  circumference 
of  the  neck  was  133/2  inches,  and  the  heart  action 
still  rapid.  March  16th  the  size  of  the  neck  had 
increased  to  14^  inches.  She  entered  the  hos- 
pital early  in  April,  and  he  operated  May  6th. 
The  pulse  at  that  time  was  150.  At  the  time  he 
deemed  it  wiser  to  make  an  oblique  incision  on 
the  front  of  the  neck,  because  the  shape  of  the 
tumor  was  such  that  it  could  be  gotten  out  much 
better  than  by  transverse  incision. 

Primary  union  was  obtained  except  at  the  lower 
angle  of  the  wound,  and  that  closed  up  in  about 
three  weeks  ;  a  slight  hannatoma  developed  which 
caused  trouble  and  delayed  the  union.  After  the 
operation  the  pulse  remained  130  to  140  for  a 
montb.     It  is  now  90. 

The  specimen  is  now  two-thirds  the  size  when 


removed,  and  it  appears  to  be  an  adenoma.  The 
thin  fibrous  capsule  is  blended  in  several  places 
with  the  capsule  of  the  thyroid  itself. 


THE    BROOKLYN  GYNECOLOGICAL 
SOCIETY. 

June,  1905. 

{Continued  from  August  Number.) 
Discussion. 

Dr.  Carroll  Chase  believed  that  this  case 
illustrated  the  only  indication  for  blood  letting 
that  lie  knew  of — for  the  relief  of  an  over  full 
right  heart.  Comparatively  recently  it  had  been 
recommended,  in  certain  cases  of  septicaemia  or 
pyaemia,  to  withdraw  a  certain  amount  of  blood, 
and  replace  the  fluid  with  normal  salt  solution, 
in  that  way  decreasing  to  an  extent  the  amount 
of  poison  in  the  system.  That  seemed  to  the 
speaker  rather  unscientific,  because  you  lose  the 
antitoxin  or  poison  combating  principle  in  the 
blood,  as  well  as  the  toxine,  by  the  blood  letting. 

Dr.  Polak  said  that  as  to  Dr.  Chase's  state- 
ment that  an  over  full  right  heart  is  the  only 
indication  in  labor  for  blood  letting,  he  felt  there 
is  a  certain  class  of  eclamptic  cases  that  are  bet- 
ter treated  by  blood  letting  than  by  any  other 
means.  He  had  been  in  the  habit  of  dividing 
eclamptics  into  two  classes,  outside  of  the  path- 
ological condition.  The  first  is  the  little  anemic 
woman,  of  very  high  pulse,  of  small  volume. 
That  woman  was  not  a  good  subject  for  either 
blood  letting  into  her  own  vessels,  such  as  oc- 
curs by  the  administration  of  veratrum  viride, 
or  blood  letting  out  of  her  own  vessels  by  direct 
incision. 

The  other  class  of  cases  were  plethoric  women 
with  a  high,  full,  bounding  pulse,  with  more  or 
less  cyanosis.  These  women  are  better  handled 
by  blood  letting  than  by  any  other  method  of 
treatment,  in  conjunction,  of  course,  with  the 
usual  measures  which  we  adopt.  The  fault  in 
these  cases  is  that  we  do  not  usually  take  away 
enough  blood.  It  will  not  do  to  take  out  five  to 
ten  ounces.  We  sometimes  have  to  bleed  them 
20  to  30  ounces.  This  may  seem  somewhat  old 
fashioned ;  at  the  same  time  it  saves  lives.  He 
has  also  seen  good  results  from  blood  letting  in 
sepsis. 

PAPER  :    THE  CHOICE  OF  A  UTERINE  HEMOSTATIC. 
EY  DR.  CARROLL  CHASE. 

Discussion. 

Dr.  J.  O.  Polak  remarked  that  the  paper 
brought  up  a  subject,  which  he  believed  we  were 
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too  apt  to  neglect,  that  hemorrhages  may  he 
checked  by  other  means  than  instrumentation, 
operation  and  mechanical  compress.  The  doc- 
tor's reference  to  the  dru'gs  hydrastinin  and 
stypticin  were  worthy  of  further  emphasis. 
However,  the  class  of  cases  in  which  these  were 
applicable  is  an  extremely  limited  one.  He  was 
rather  surprised  to  hear  the  doctor  make  the 
statement  that  he  had  been  able  to  control  post- 
abortal hemorrhage  by  this  means.  The  only 
explanation  he  could  make  for  Dr.  Chase's  state- 
ment is  that  the  cases  of  postabortal  hemorrhage 
which  the  doctor  was  dealing  with  were  cases  in 
which  the  contents  of  the  uterus  had  been  thor- 
oughly and  completely  cast  off,  and  there  was 
subinvolution  of  the  uterus.  Dr.  Polak  did  not 
believe,  and  he  thought  Dr.  Chase  did  not  be- 
lieve, that  cases  of  hemorrhage  from  retained 
secundines  will  stop  by  stypticin  or  hydrastinin, 
until  the  contents  of  the  uterus  are  cast  off. 
That  may  be  done  by  time.  A  large  number  of 
these  cases  check  themselves  by  time,  and  the 
effect  of  the  hydrastinin  and  stypticin  are  coin- 
cident. There  is,  however,  a  class  of  cases  where 
we  do  find  these  drugs  to  be  of  value,  and  that 
is  in  the  class  of  hemorrhage  which  occurs  in 
women  with  uteri  that  are  out  of  proportion  to 
the  size  of  the  woman,  imperfectly  involuted, 
and  no  drugs  work  better  than  hydrastinin  and 
ergot.  Occasionally  you  will  find  them  of  ex- 
treme value  when  combined  with  stypticin. 

Again,  the  menorrhagia  attending  some  men- 
strual epochs  can  be  controlled  with  stypticin 
very  nicely.  The  use  of  stypticin  in  fibromata 
and  fibromyoma  has  failed  in  his  hands.  This 
has  also  been  the  experience  of  the  introducer 
of  the  drug  in  this  country,  Dr.  Bolt.  If  we  take 
into  consideration  the  pathology  of  a  fibroid  or  a 
fibromyoma,  it  will  show  the  theoretical  ineffi- 
ciency of  the  drug.  The  doctor  believed  the  cause 
of  the  hemorrhage  from  fibromyomata  is  not  un- 
derstood by  a  majority  of  practitioners  as  well 
as  it  should  be,  and  it  is  not  appreciated  that  the 
hemorrhage  is  not  due  to  the  fibroid  that  is  pres- 
ent, but  to  the  hypertrophic  endometritis  that  is 
coincident :  and,  consequently,  many  of  these 
cases,  even  though  they  are  treated  locally  by 
topical  applications  or  drugs,  do  not  improve, 
because  of  a  lack  of  a  thorough  knowledge  of 
the  pathology. 

In  regard  to  the  local  hemostatics,  particularly 
the  persulphate  of  iron,  that,  of  course,  is  not 
used  in  present-day  gynecology  on  account  of  the 
objectionable  clot  that  it  causes.    The  point  that 


Dr.  Chase  brought  out  that  it  makes  a  good  focus 
for  the  development  of  bacteria  and  further  in- 
fection, is  an  extremely  good  one,  and  that  very 
point  of  itself  is  enough  to  condemn  the  use  of 
the  drug. 

The  employment  of  very  hot,  intrauterine 
douches  has  seemed  to  him  to  be  a  styptic,  that  if 
you  have  to  resort  to  such  a  thing  as  intra-uterine 
douches,  it  is  better  to  use  the  curette  or  intrau- 
terine tampon,  because  you  do  this  with  no 
greater  disturbance  to  the  patient,  with  less 
danger  of  injury  to  the  patient  and  with  surer 
success  than  you  can  by  the  use  of  the  intrauter- 
ine douche. 

The  other  drug  that  Dr.  Chase  mentioned, 
known  as  adrenalin,  is  one  that  he  had  had  some 
considerable  experience  with.  It  was  brought 
out  as  a  valuable  drug  in  the  treatment  of  post- 
partum hemorrhage,  but  post-partum  hemorrhage 
is  one  that  is  so  readily  treated,  if  it  is  managed 
properly,  that  he  could  not  see  that  this  drug 
has  any  value  over  ergot.  It  is  a  mistake  in  post- 
partum hemorrhage  to  use  everything  that  is  sug- 
gested. If  we  have  two  or  three  distinct  things 
that  we  are  going  to  use,  we  will  get  along  better, 
for  instance,  with  the  hot  douche.  It  has  been 
the  custom  to  teach  students  that  if  a  hemorrhage 
is  not  controllable  with  friction  and  ergot,  they 
should  not  waste  time  but  pack  the  uterus,  and  it 
is  decidedly  more  definite  and  reliable.  For 
post-partum  hemorrhage  he  has  used  adrenalin, 
both  by  local  application  in  douche  and  by  giving 
it  hypodermically  into  the  tissues  surrounding 
the  uterus.  Except  for  its  transitory  effect,  and 
the  effect  is  so  transitory  that  we  need  to  keep 
pumping  it  in  all  the  time,  he  would  say  that  it 
has  no  virtue  in  the  control  of  post-partum  hem- 
orrhage. Occasionally  in  the  menorrhagia  asso- 
ciated with  fibroids,  he  had  seen  adrenalin  do 
good. 

Dr.  J.  R.  Taylor  said  that  in  regard  to  supra- 
renal extract,  in  his  experience,  he  had  found  it 
to  always  fail  where  fibroids  were  present.  He 
had  used  it  constantly  for  hemorrhages  from  the 
uterus  (that  has  not  been  pregnant)  both  in 
single  and  married  women  for  extreme  flowing 
with  very  good  results  in  almost  all  other  con- 
ditions. Although  he  has  used  it  since  it  has 
been  on  the  market,  he  has  found  it  a  dismal  fail- 
ure for  fibroids.  He  has  used  it  in  capsules,  hy- 
podermically and  in  solution,  and  combines  it 
usually  with  hydrastinin,  but  it  does  not  make 
any  difference  so  far  as  fibroids  are  concerned. 
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For  all  other  hemorrhages  it  is  prompt  and  re- 
liable. 

Dr.  Carroll  Chase  thought  that  adrenalin 
was  a  powerful  heart  stimulant  in  small  doses. 
He  has  been  afraid  to  use  it  locally  where  there 
is  any  large  area  for  absorption  for  fear  of  over- 
stimulating  the  heart.  He  has  given  the  1  to 
1,000  solution  in  10  to  15  drop  doses. 

Dr.  W.  B.  Chase  stated  regarding  the  relative 
value  of  the  local  application  of  adrenalin  and 
other  drugs  that  he  had  had  considerable  oppor- 
tunity for  observation  in  the  treatment  of  ulcers 
of  malignant  disease,  and  he  was  confident  from 
the  use  of  a  good  deal  of  it  that  the  styptic  effect 
of  dilute  acetic  acid  is  of  a  high  order.  The  effect 
of  adrenalin  is  temporary,  and  the  reaction  comes 
so  quickly  that  you  feel  you  are  no  better  off 
than  before  you  applied  it,  even  though  you  pack 
against  these  ulcerated  surfaces.  Dr.  Chase  has 
found  no  styptic  which  equals  in  efficiency  dilute 
acetic  acid.  Packing  gauze  moistened  with  dilute 
acetic  acid  against  these  ulcerated  surfaces  he  has 
found  to  be  the  best  method  for  producing  local 
hemostasis. 

Dr.  Carroll  Chase  thoroughly  agreed  with  Dr. 
Polak,  that  in  these  cases  of  hemorrhage  follow- 
ing abortion  there  must  have  been  either  no 
material  or  little  material  left  in  the  uterus. 
Nevertheless,  some  of  these  cases  bled,  and  he 
did  not  know  why.  It  is  these  cases  in  par- 
ticular that  stypticin  and  hydrastinin  will  stop 
the  hemorrhage.  He  did  not  claim  that  hydras- 
tinin or  stypticin,  given  internally,  will  get  rid 
of  material  in  the  uterus  that  is  producing  hemor- 
rhage. He  still  believed  that  iron  is  a  pretty  good 
hemostatic,  especially  in  carcinoma,  and  in  a  con- 
dition where  you  can  thoroughly  wash  out  the 
blood  clots.  He  agreed  with  Dr.  Polak  that  he 
would  not  use  adrenalin  for  post-partum  hemor- 
rhage or  for  the  treatment  of  fibroids.  He 
thought  the  cases  in  which  adrenalin  would  act 
well  are  those  in  which  vasomotor  constringents 
would  do  the  work,  rather  than  drugs  producing 
contractions  of  the  uterus. 


PROGRESS  IN  OPHTHALMOLOGY. 


James  W.  Ingalls,  M.D. 


argyrol  staining. 
Post  (Amcr.  Jour,  of  Ophthal,  March,  1905) 
relates  a  case  in  which  his  assistant  removed  a 
chalazion  from  the  left  upper  lid.    After  curet- 


ting the  cavity,  he  injected  a  25%  solution  of 
argyrol.  Next  day  patient  returned  with  lid 
much  swollen  and  very  black.  Discoloration  ex- 
tended to  the  eyebrow.  Former  incision  was 
opened  and  a  solution  of  potassium  iodid,  one 
grain  to  the  ounce,  was  injected  into  the  cavity. 
Next  day  examination  showed  that  staining  at 
point  of  injection  had  diminished,  but  the  sur- 
rounding parts  remained  unchanged.  Then  sodi- 
um iodid,  grs.  v  t.  i.d.,  was  ordered  to  be  taken 
internally.  The  following  day  staining  was  less 
marked  and  "condition  of  the  physician  much 
more  hopeful."  Sodium  iodid  was  continued  and 
staining  disappeared  in  about  a  week. 

PATHOLOGY  AND  PATHOGENESIS  OF  OPTIC  NEURITIS. 

Kampherstein  (Augenheilknnde,  April,  1905,) 
reviews  200  cases  of  optic  neuritis.  In  134  cases 
the  neuritis  was  associated  with  tumor  of  the 
brain.  Next  in  numerical  order  came  syphilis, 
tuberculosis,  abscess  of  the  brain,  hydrocephalus, 
nephritis,  deformities  of  the  skull  (turmschadel), 
anemia,  cysticercus,  sinus  thrombosis  and  menin- 
gitis. Pupillary  reaction  in  the  majority  of  cases 
was  good.  In  only  three  cases  was  the  neuritis 
associated  with  nephritis.  Jansen  is  quoted  as 
saying  that  optic  neuritis  rarely  occurs  in  un- 
complicated sinus  thrombosis. 

EXAMINING  THE  EYE  MUSCLES. 

Those  wishing  to  be  familiar  with  some  of  the 
more  recent  methods  of  testing  the  eye  muscles, 
most  certainly,  ought  to  read  Duane's  article,  en- 
titled,"Relative  Value  of  the  Tests  Used  in  Exam- 
ining the  Eye  Muscles"  {Annals  of  Ophthalmol- 
ogy, April,  1905).  Duane  regards  it  as  import- 
ant that  an  object,  used  for  testing  muscular  im- 
balance, should  not  consist  of  vertical  or  hori- 
zontal lines  or  of  a  figure  bounded  by  such  lines. 
"When  such  an  object  is  doubled  the  patient's  at- 
tention is  called  to  two  parallel  lines,  and  these 
he  often  unconsciously  strives  to  unite  or  make 
continuous  with  each  other,  thus  involuntarily 
making  the  deviation  that  is  really  present.  This 
tendency  is  not  as  great  with  points  and  round 
objects."  Among  other  things  in  testing,  Duane 
recommends  a  small,  sharp,  very  bright  light  set 
close  to  a  large  dead-black  background.  It  is 
regarded  necessary  to  begin  with  the  tests  which 
involve  the  least  strain  of  the  eye  muscles.  Hence 
tests  for  imbalance  ought  to  be  made  before  tests 
for  movement  and  the  tests  for  distance  before 
those  for  near. 
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THE  PREVAXENCE  OF  TYPHOID  FEVER, 


At  the  date  of  going  to  press,  August  23d, 
there  are  cases  of  typhoid  in  hospitals  in  the 
Borough  of  Brooklyn  as  follows :  Kings  County 
Hospital,  24;  Long  Island  College  Hospital,  19; 
Brooklyn  Hospital,  15;  St.  John's  Hospital,  21; 
Seney  (Methodist  Episcopal)  Hospital,  16;  St. 
Mary's  Hospital,  31.  In  the  case  of  the  last  men- 
tioned the  number  is  at  present  greater  than  at 
any  time  in  its  history.  Besides  this  evidence  of 
the  almost  epidemic  character  of  typhoid  fever 
in  Greater  New  York  at  the  present  time  we  have 
the  Health  Board  report  and  the  testimony  of 
numbers  of  physicians  in  private  practice- that  it  is 
unusually  common. 

The  cause  of  this  unusual  increase  seems  as 
yet  to  have  completely  puzzled  the  physicians  of 
the  Board  of  Health.  The  chief  engineer  of  the 
Water  Works  Department  of  Brooklyn,  Mr.  De- 
Varona,  states  that  the  water  analysis  shows  an 
absence  of  typhoid  bacilli. 

In  view  of  this  statement,  which  may  perhaps 
carry  little  weight,  owing  to  the  well-known  diffi- 
culty of  isolation  or  discovering  the  germ  in  water, 
but  also  by  reason  of  a  somewhat  locally  greater 
abundance  of  this  disease  at  Bath  Beach  and 
other  points,  it  would  appear  that  some  other 
causes  than  the  water  were  responsible  for  its 
unusual  prevalence  at  this  season.  Typhoid  fever 
is,  most  notoriously  of  all  disorders,  a  "filth  dis- 
ease." Its  germs  flourish  only  where  filth  is 
abundant,  and  where  cleanliness,  one  of  the  sup- 
posedly accepted  evidences  of  modern  civilization, 


is  not  regarded.  We  have  competent  inspectors- 
who  are  appointed  to  oversee  our  milk  supply ; 
the  Water  Department  is  equipped  with  all  the 
necessary  paraphernalia  for  determining  the  pu- 
rity of  water  and  with  the  power  of  diverting  from 
the  public  supply  any  specific,  local  source  found 
to  be  impure ;  our  ice  receives  in  some  measure 
oversight  from  the  Board  of  Health.  Yet  during 
the  annual  summer-time  out-of-town  rush  before 
an  opportunity  of  charging  the  returning  vaca- 
tionist from  the  rural  districts  with  responsibility 
for  the  usual  autumnal  increase  of  typhoid  has 
arrived,  we  have  an  almost  full-blown  epi- 
demic which  is  causing  more  illness  in  New  York 
City  than  is  yellow  fever  in  New  Orleans.  Typhoid 
fever  should  become  less  common  year  by  year. 
Last  summer,  and  particularly  this,  it  is  more 
than  usually  prevalent.  The  New  York  Board  of 
Health  is  investigating  the  cause,  but  as  yet  it 
has  not  succeeded  in  determining  whether 
the  water,  milk,  ice,  an  unusual  or  local 
abundance  of  flies,  or  all  of  these,  are  contributing 
to  it.  A  knowledge  as  to  how  long  typhoid  bacilli 
can  live  in  salt  water  might  contribute  something 
to  the  solution  of  the  much  discussed  question  as 
to  whether  bathing  in  a  sewer-polluted  bay  is  ca- 
pable of  causing  enough  cases  to  be  worth  serious 
consideration  in  this  connection. 


THE  ACTIVE  AGENT  IN  THE  SPREAD  OF  YELLOW 
FEVER. 


Our  daily  contemporary,  the  New  York  Mail, 
of  August  1 2th,  seriously  questions  the  agency  of 
the  stegomyia  mosquito  as  the  sole  or  even  most 
active  cause  of  the  spread  of  yellow  fever.  The 
same  scepticism  of  scientific  spirit  which  would 
minimize  the  importance  of  the  work  accom- 
plished so  recently  by  Doctors  Reed,  Carroll, 
Agramonte  and  Lazear  has  been  also  noticed  in 
other  newspapers.  In  certain  regions  of  the 
South  there  are  conditions  which  may  render 
such  a  public  avowal  of  disbelief  more  excusable 
than  here. 

This  same  spirit  of  scepticism  is  as  one  with 
the  belief  that  something  unknowable  enshrouds 
disease  and  especially  epidemics  of  disease  with 
an  impenetrable  fog  of  mystery.  It  is  the  spirit 
which  begat  and  which  nourishes  the  whole  king- 
dom of  quackery.  From  a  newspaper  which  is 
supposed  to  accept  its  responsibility  as  a  public 
educator  seriously  the  editorial  referred  to  is  a 
surprising  revelation. 
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BROOKLYN'S  FUTURE  WATER  SUPPLY  FROM 
LONG  ISLAND. 

That  Long  Island  can  furnish  an  abundant  and 
increased  water  supply  will  be  unexpectedly  con- 
firmed by  the  United  States  Government  engi- 
neers who  have  been  investigating  the  under- 
ground water  resources  of  Long  Island.  These 
investigations  show  that  the  amount  of  water  to 
be  obtained  here  is  practically  inexhaustible.  The 
soil  of  Long  Island  is  sandy  and  porous,  taking 
up  the  water  which  falls  as  rain  and  snow  on  its 
surface  like  a  sponge. 

Interrupted  in  its  flow  toward  the  sea  by  wells, 
pipes  or  infiltration  galleries,  this  underground 
water  forms  an  enormous  supply  of  pure  water, 
filtered  of  organic  material  in  the  process,  and 
hence  of  the  very  best  type  as  regards  potability. 

All  that  is  needed  to  render  Brooklyn's  water 
supply  one  of  the  best  in  the  world,  is  to  cut  off 
the  surface  drainage  ponds  like  that  at  Hemp- 
stead, and  supplement  it  by  sufficient  additional 
wells  and  infiltration  galleries  such  as  those  in- 
stalled two  years  ago  at  Wantagh  and  those  at 
present  installing  at  Massapequa  to  render  our 
present  supply  adequate  to  meet  Brooklyn's  in- 
creasing needs. 


OBITUARY. 

GEORGE  WACKERHAGEN,  M  D. 

Dr.  Wackerhagen  was  for  many  years  engaged 
in  the  practice  of  medicine  in  this  city.  He  died 
July  25,  1905.  He  was  born  on  October  28,  1845, 
in  the  city  of  Albany,  New  York. 

His  father  was  George  Augustus  Wackerhagen, 
of  Germany,  and  his  mother  Christina  Rockerfel- 
ler,  of  Germantown,  New  York. 

Dr.  Wackerhagen  united  himself  in  marriage 
on  October  13,  1875,  with  Miss  Elizabeth  Burger 
Hazlet,  of  Brooklyn,  N.  Y.  The  following  chil- 
dren were  the  result  of  this  union  :  Frederick  Will- 
iam Wackerhagen,  Louis  Hazlet  Wackerhagen, 
Henrietta  Caroline  Wackerhagen,  Elizabeth  Chris- 
tina Wackerhagen,  Fredericka  Antoninette  Wack- 
erhagen. 

The  doctor's  early  education  was  obtained  in 
Trinity  School,  New  York.  In  1862  he  entered 
the  drug  business,  but  in  a  few  years  enlisted  as  a 
private  in  the  One  Hundred  and  Fifty-sixth  New 
York  Volunteers.  In  1864  he  was  hospital  stew- 
ard in  the  United  States  Army,  and  for  a  short 
time  acting  assistant  surgeon  at  the  United  States 
General  Hospital,  stationed  at  Baton  Rouge,  Lou- 
isiana. 

Returning  to  New  York  in  1866,  he  began  the 


study  of  medicine  under  the  direction  of  S.  Smith, 
M.D.,  of  New  York.  Matriculating,  with  the 
University  of  the  City  of  New  York  after  two 
years,  he  entered  the  College  of  Physicians  and 
Surgeons,  New  York,  from  which  institution  he 
received  the  degree  of  M.D.  in  1869.  During  his 
professional  life  he  was  engaged  in  private  prac- 
tice in  this  city.  At  different  times  he  was  surgeon 
to  the  Southern  Dispensary  and  Hospital,  St. 
Giles'  Hospital  and  the  Norwegian  Hospital. 

Dr. Wackerhagen  was  a  member  of  The  Medical 
Society  County  of  Kings  from  1870-1905,  New 
York  Pathological  Society,  1 885-1905,  Brooklyn 
Pathological  Society  and  the  Brooklyn  Surgical 
Society,  of  which  he  was  president  in  1893-94. 


Dr.  Wackenhagen's  contributions  to  medical 
literature  have  been  as  follows : 

1873 —  Remarks  on  a  Vaginal  Speculum. 

1874 —  A  New  Method  of  applying  Plaster  of 
Paris  for  Fractures  of  the  Bones  of  the  Leg. 

1874 —  A  Case  of  Posterior  or  Angular  Curvature 
of  the  Spine,  with  Permanent  Muscular  Con- 
traction. 

1875 —  Free  Incision  with  Drainage  Tubes,  versus 
Paracentesis,  in  the  Treatment  of  Pyothorax. 

1875 — An  Improved  Method  of  Obtaining  Sup- 
port in  Fracture  of  the  Bones  of  the  Leg. 
1877 — A  Case  of  Plastic  Surgery. 
1877 — A  Case  of  Ligation  of  the  Femoral  Artery. 


September,  1905 


BROOKLYN  MEDICAL  JOURNAL. 


37i 


1877 —  A  Case  of  Resection  of  the  Hip- joint. 

1878 —  A  New  Fracture  Dressing. 

1880 — A  Convenient  and  Rapid  Method  of  Re- 
moving Plaster  of  Paris  in  Fractures. 

1883 —  Extirpation  of  Cancer  of  the  Face. 

1884 —  A  New  Needle  for  Continuous  or  Inter- 
rupted Suture. 

1887 — Colpo-Hysterectomy  for  Carcinoma,  with 
Remarks  upon  Antiseptic  Surgery  in  Private 
Practice. 

1887 —  A  Case  of  Deformity  of  the  Right  Hand, 
Improved  by  Plastic  Operation. 

1888 —  Tubercular  Invasion  of  Bone. 

1889 —  A  Case  of  Tubercular  Disease  of  the  Ankle- 
joint. 

1889 —  A  Case  of  Ovariotomy. 

1890 —  A  Case  of  Syphilitic  Disease  of  the  Ankle- 
joint — One  of  Talipes  Varus  and  One  of  Ex- 
cision of  the  Thumb. 

1890 —  Report  of  a  Case  of  Pistol-shot  Wound 
of  the  Right  Thigh. 

1892 — Partial  Excision  of  the  Wrist-joint. 
1892 — Accumulation  of    Pus  in  the  Fallopian 
Tubes. 

1892 — A  Case  of  Appendicitis. 

1892 — Interstitial  Fibroid  of  the  Uterus. 

1896 —  Surgical  Treatment  of  Carcinoma  of  the 
Breast. 

1897 —  Recurring  Appendicitis. 

1897 —  A  Case  of  Carcinoma  of  Breast. 

1898 —  An  Improved  Accessory  Apparatus  for 
Enteroraphy. 

1898 — A  Case  of  Hysteroophorectomy. 

1897 —  A  Method  of  Attaching  a  Glass-ball  to  the 
Murphy  Button  in  Gastro-enterotomy. 

1891 —  An  Attachment  to  the  Otis  Dilating  Ureth- 
rotome. 

1898 —  Digestible  Wafer  Cylinders  for  Support 
of  Intestinal  Operations. 

1899 —  Two  Cases  of  Appendicitis. 
1902 — Adeno-carcinoma  of  the  Breast. 
1902 — Double  Oophorectomy. 

1902 —  Hemorrhage  Associated  with  Operation 
for  Appendicitis. 

1903 —  Fibromyoma  of  the  Uterus. 

1903 —  Gangrenous  Appendicitis. 

1904 —  A  Case  of  Appendicitis  Simulating  Chole- 
cystitis. 

1904 —  A  Case  of  Fracture  of  Internal  Mallolus 
and  Shaft  of  Fibula. 

1905 —  Intestinal  Anastomosis  with  the  Aid  of 
Accessory  Support  to  the  Intestinal  Wall :  Also 
a  Description  of  an  Operation  for  Suturing 
the  Intestine  without  Support. 

William  Schroeder,  M.D., 
Chairman  of  History  Committee. 
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EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 

It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 


Dr.  Joshua  M.  Van  Cott,  of  188  Henry  Street, 
is  summering  at  Shelter  Island. 

Dr.  and  Mrs.  Glenworth  Butler,  of  Gates  Ave- 
nue, traveled  abroad  during  July  and  August. 

Dr.  Ernest  Palmer,  of  Clinton  Street,  is  at 
Lunenberg,  Vt. 

Dr.  Charles  Jewett,  of  Clinton  Avenue,  writes 
that  he  is  traveling  extensively  on  the  Pacific 
Coast  and  the  Rockies.  He  was  heard  from  on 
August  7  at  Santo  Catalina  Island. 

Dr.  Frank  West  has  left  Westhampton  for  a 
well-known  Canadian  resort. 

Dr.  and  Mrs.  J.  Frederick  Hatter,  297  Stuyve- 
sant  Avenue,  are  spending  the  month  of  August 
at  Port  Jefferson,  Long  Island. 

The  following  conversation  recently  took  place 
in  India : 

Physician  (with  his  ear  to  patient's  breast)  : 
There  is  a  curious  swelling  over  the  region  of 
your  heart,  sir,  which  must  be  relieved  at  once. 

Patient  (anxiously) — That  "swelling"  is  my 
pocketbook,  doctor.  Please  don't  reduce  it  too 
much. — Indian  Medical  Record. 

There  is  an  opportunity  for  a  stomach  special- 
ist or  a  good  dietician  to  compile  a  good  standard 
diet  list  for  physicians'  use.  Patients  continually 
ask  us,  "Doctor,  what  may  I  eat?"  The  doctor 
stumbles  along,  remarking  something  about 
junket,  milk,  eggs,  and  a  few  other  food  products, 
but  rarely  can  a  physician  tell  his  patient  off  hand 
what  to  avoid  and  what  may  be  taken.  The  diet 
lists  at  present  on  the  market  are  not  what  they 
should  be.  Many  of  them  are  merely  advertising 
agencies.  What  we  need  is  a  book  with  twenty 
or  thirty  printed  diets  for  those  diseases  which 
need  a  specially  well  regulated  diet ;  a  book 
which  can  be  carried  in  the  pocket,  if  necessary. 
Rheumatism,  diabetes,  renal  affections  and  stom- 
ach and  intestinal  diseases  need  special  considera- 
tion, more  so  than  is  given  in  the  present  diet 
lists.  A  busy  physician  doesn't  wish  to  feel  com- 
pelled to  carefully  peruse  his  "Lander  Brunton" 
to  make  out  a  diet  list.     He  wishes  something 
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which  needs  only  the  tearing  out  of  a  page  in  a 
book,  which  can  be  given  or  mailed  to  his  patient, 
and  which  will  represent  the  best  diet  which  can 
be  offered.  Dr. Thomas  (L.  I.  C.  H.,'92)  published 
a  very  good  diet  list,  but  since  the  date  of  publica- 
tion we  have  gained  new  ideas,  and  it  is  these  new 
ideas  in  dietetics  which  need  to  be  incorporated 
in  something  tangible  and  easy  of  access.  Surely 
this  borough  has  specialists  who  can  solve  this 
question. 

The  next  International  Medical  Congress  wiil 
be  held  in  Lisbon,  April  19  to  26,  1906.  It  is 
expected  that  it  will  be  one  of  unusual  importance 
for  a  meeting  which  will  be  held  in  what  has 
always  been  considered  as  an  out  of  the  way 
country.  Already  the  titles  of  papers  from  some 
of  the  most  distinguished  men  of  the  medical  pro- 
fession have  been  received. 

Dr.  T.  D.  Crothers,  of  Hartford,  Conn.,  will 
deliver  the  first  oration  in  the  Norman  Kerr 
Memorial  Lectureship,  at  London,  England,  Oc- 
tober 10,  1905.  Dr.  Kerr  was  a  London  physi- 
cian who  made  a  special  study  of  inebriety,  alco- 
holism and  other  drug  disorders.  He  wrote  sev- 
eral books  on  this  subject  and  was  instrumental 
in  securing  the  enactment  of  laws  for  the  control 
of  inebriates  and  the  promotion  of  hospitals  for 
their  care  throughout  Great  Britain.  He  founded 
the  British  Society  for  the  study  of  inebriety  in 
1884,  and  this  society  and  his  friends  have  or- 
ganized a  memorial  lectureship  for  yearly  ora- 
tions on  his  life  and  work. 

The  medical  profession  of  Brooklyn  was  repre- 
sented at  the  recent  tour  of  duty  of  the  13th 
Regiment.  Heavy  Artillery,  in  the  government 
fort  on  Plum  Island,  by  Major  Henry  P.  de 
Forest,  Surgeon  ;  Captains  Arthur  R.  Jarrett  and 
James  P.  Warbasse,  Assistant  Surgeons,  and 
Captain  G.  Morgan  Muren,  Assistant  Surgeon, 
47th  Regiment,  detailed  to  Fort  Terry.  Besides 
the  medical  officers  the  regiment  took  with  it  four 
hospital  stewards  and  a  Hospital  Corps  of  twen- 
ty-three men,  with  the  full  equipment  for  a  six- 
bed  field  hospital  and  a  well-supplied  field  dis- 
pensary for  minor  ailments. 

The  fortifications  at  Fort  Terry,  which  com- 
mands the  eastern  entrance  to  the  harbor  of  New 
York,  are  among  the  heaviest  in  the  country 
and  are  armed  for  the  most  part  with  14-inch 
mortars  in  groups  of  fours,  and  batteries  of  8 
and  10-inch  disappearing  guns.  Life  in  camp, 
from  five  o'clock  in  the  morning  until  noon,  was 
a  strenuous  one,  all  the  guns  being  employed  for 
the  artillery  drill,  first  with  dummy  ammunition, 
then  with  sub-calibre  charges,  and  finally  in  the 


latter  part  of  the  week  with  full  service  charger, 
and  projectiles  of  about  a  thousand  pounds  in 
weight.  To  provide  against  any  emergency,  one 
surgeon  with  supplies  and  a  litter  squad  accom- 
panied the  troops  to  each  battery  in  the  morning, 
planted  a  red  cross  flag  where  it  could  be  easily 
seen  and  reached  in  case  of  need,  and  remained 
in  the  fort  until  practice  was  over  for  the  day. 
At  night,  one  surgeon,  whose  tent  was  indicated 
by  a  green  lantern,  took  charge  of  all  emergency 
calls,  and  at  sick  call  in  the  morning  another 
relieved  him.  A  sanitary  inspection  and  report 
was  made  daily  of  the  food,  cooking,  ice,  water 
supply,  latrines,  and  general  condition  of  the 
camp;  and  ample  provision  was  made  by  the 
commanding  officer,  Col.  David  E.  Austen,  for 
men  to  carry  out  all  sanitary  precautions.  A  field 
ambulance  of  the  standard  pattern  of  the  regular 
army  was  also  furnished  by  the  State  headquar- 
ters. 

As  a  result  of  these  surgical  and  sanitary  pre- 
cautions it  is  remarkable  to  note  that  with  nearly 
a  thousand  men  in  camp  from  all  social  walks  of 
life  not  a  single  case  of  sickness  worthy  of  note 
occurred,  and  fortunately  with  the  long  training 
that  the  men  and  officers  have  in  the  Brooklyn 
armory  in  the  drill  with  heavy  guns  not  a  single 
accident  occurred  in  the  various  batteries.  We 
are  trying  to  profit  from  the  example  of  our 
friends  in  Japan  and  prevent  disease  whenever 
practicable.  From  the  medical  point  of  view, 
therefore,  the  recent  camp  service  was  truly  re- 
markable. 

Dr.  Thomas  Darlington,  Commissioner  of 
Health  of  the  combined  boroughs,  has  issued  a 
"Report  on  Filtration  of  the  Water  Supply  of 
the  City  of  New  York."  It  is  addressed  to  the 
Mayor  and  is  an  earnest  plea  for  the  establish- 
ment of  a  filtration  plant  so  that  the  city  shall 
have  absolute  control  over  its  water  supply. 
Charts  showing  the  reduction  of  typhoid  which 
has  followed  the  use  of  filtration  plants  in  other 
cities,  and  maps  illustrating  its  utility  elsewhere, 
are  incorporated  in  the  pamphlet.  The  up-hill 
fight  which  New  York  City  has  had  with  State 
officials  and  other  interests  to  obtain  sufficient 
water  for  its  needs  is  reflected  in  the  remark : 
"A  great  community  should  control  its  own  water 
supply,  as  occasions  arise  calling  for  prompt  ac- 
tion, which  cannot  be  had  where  it  is  necessary 
to  obtain  the  approval  of  officials  outside  of  the 
city,  who  have  no  direct  interest  in  its  affairs." 
We  approve  of  the  proposed  method  of  obtaining 
additional  supplies  of  water,  and  trust  that  the 
Commissioner's  appeal  will  bear  fruit. 
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ORIGINAL  ARTICLES. 


THE  PHARMACOPOEIA  OF   THE   UNITED  STATES 
OF  AMERICA— EIGHTH  DECENNIAL  REVISION. 


BY  ELIAS  H.  BARTLEY,  M.D. 

The  new  United  States  Pharmacopoeia  became 
official  on  September  i,  1905.  That  is,  after  that 
date,  all  over  the  United  States  a  new  official 
standard  for  the  medical  and  pharmaceutical  and 
legal  professions  became  operative  for  the  regu- 
lation of  the  strength  and  purity  of  drugs  and 
medicines.  This  publication  is  the  official  standard 
for  the  purchase  of  drugs  for  the  U.  S.  Army  and 
Navy.  It  is  the  standard  of  strength  of  drugs 
adopted  by  the  courts  and  boards  of  health  and 
boards  of  pharmacy  in  prosecutions.  It  is  the 
standard  by  which  physicians'  prescriptions  must 
be  compounded,  and  consequently  the  appearance 
of  a  new  edition  is  a  matter  of  great  importance 
to  the  medical  profession.  The  edition  recently 
issued  contains  some  changes  which  are  of  great 
import  to  the  prescriber  and  to  his  patient. 

Many  new  articles  have  been  introduced,  some 
of  our  old  friends  have  been  dropped,  the  termin- 
ology has  been  modified,  the  strengths  of  many  of 
the  preparations  has  changed,  and  consequently 
the  doses  have  necessarily  been  changed.  The 
points  in  all  this,  which  are  of  vital  interest  to 
the  physician,  are  the  terminology  and  the  doses. 
The  matter  of  whether  a  remedy  is  found  in  the 
U.  S.  P.  or  not  makes  no  difference  to  the  aver- 
age physician.  If,  however,  he  wishes  a  remedy  of 
definite  and  uniform  strength,  or  in  other  words, 
if  he  wishes  his  patients  to  receive  the  benefit  of 
a  known  amount  of  medication,  he  can  only  hope 

Common  or  Trade  Name. 
Phenacctin. 
Urethane. 
Antipyrine. 
Saccharin. 
Chloralamid. 
Eugenol. 
Guaiacol. 

Guaiacol  Carbonate. 
Urotropinc  and  six  others. 
Iodol. 
Aristol. 

Crcolin,  Lysol,  etc. 
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to  secure  it  by  prescribing  a  remedy  for  which 
there  is  a  legal  standard  of  strength  and  purity, 
and  under  the  legal  or  official  name.  If  pre- 
scribed under  any  other  name,  there  is  no  obli- 
gation on  the  part  of  the  dispenser  to  do  any- 
thing but  put  up  a  commercial  article  bought  and 
sold  under  that  name.  For  example,  if  a  pre- 
scription calls  for  urethane,  any  commercial  arti- 
cle bought  and  sold  as  such  can  be  supplied ;  but 
if  it  calls  for  sethylis  carbamas  only  the  article  de- 
scribed in  the  U.  S.  P.  may  be  used  in  compound- 
ing the  prescription. 

One  more  example :  Suppose  a  physician 
should  write  for  hcxamcthylenamina,  but  one 
article  can  be  used,  and  that  of  standard  purity. 
If,  however,  he  write  for  urotropine,  aminoform, 
cystamine,  cystogen,  formin,  uritone  and  some 
others,  he  would  supposedly  get  the  same  thing, 
but  with  no  certainty  of  either  of  them  being 
pure  or  of  uniform  or  definite  strength.  The 
physician  should  never  forget  that  he  is  the  sole 
judge  of  what  his  patient  needs,  and  he  should 
know  what  he  prescribes.  This  he  can  know  if 
he  prescribes  official  remedies,  but  cannot  if  he 
writes  for  the  various  nostrums  highly  recom- 
mended for  mythical  virtues  due  to  "special  com- 
binations." The  Committee  of  Revision  of  the  U. 
S.  P.,  acting  under  instructions  of  the  Convention 
of  1900,  have  introduced  many  synthetics,  but 
under  a  scientific  name  which  is  as  near  as  prac- 
ticable to  its  true  chemical  name.  It  must  be  ad- 
mitted that  some  of  these  names  are  rather  un- 
wieldy, and  it  is  quite  likely  that  the  unofficial 
trade  names  will  continue  to  be  used.  These 
trade  names  are  generally  given  in  parenthesis, 
merely  for  purposes  of  identification.  We  quote 
a  list  of  them : 

Official  Name. 
Acetphenctidum. 
^Ethylis  Carbamas. 
Antipyrina. 
Renzosulphinidum. 
Chloralf  ormamidum. 
Eugem  il. 
( ruaiacol. 

Guaiacolis  Carbonas. 
I  [examethylenamina. 
I<ul<  >lum. 

Thymolis  Iodidum. 
Liq.  Cresolis  Comp. 


Brooklyn-New  York,  October,  1905. 


Chemical  Name. 
Acetphenetidin. 
Ethyl  Carbamate. 
Phenyl-dimethyl-isopyrazolon. 
Benzoyl-sulphonie-imid. 
Chloral-forniamid. 
Eugenol. 
Guaiacol. 

(  maiacol  Carbonate. 
Hexamethylene  Tetramin. 
Titra-iodo-pyrrol. 
1  Jithymol  Diiodide. 
Soap  solution  of  Cresol. 
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Common  or  Trade  Name. 
Formalin. 
Vaselene. 
Carbolic  Acid. 

Trional. 

Sulphonal. 

Sodium  Sulphocarbolate. 

Vanillin. 

Salol. 

Chloral. 

Resorcin. 

Spts.  Glonoini  (Nitroglycerine). 
Naphthol. 


Chemical  Name. 
Solution  of  Formaldehyde. 

Phenol. 

Codta.  Acetanilid  Powder. 
Diethyl-sulphone-methyl-ethyl- 

methane. 
Diethyl-sulphone-dimethyl-me- 
thane. 

Sod.  Paraphenol  sulphonate. 
Vanillic  Aldehyde. 
Phenyl  Salicylate. 
Chloral  Hydrate. 
Resorcinol. 
Glyceryl  Trinitrate. 
Beta-Xaphthol. 


Official  Name. 
Liq.  Formaldehydi. 
Petrolatum. 
Phenol. 

Pulv.  Acetanilidi  Comp. 

Sulphonethylmethanum. 

Sulphonmethanum. 
Sod.  Phenolsulphonas. 
Vanillinum. 
Phenylis  Salicylas. 
Chloralum  Hydratum. 
Resorcinol. 

Spts.  Glycerylis  Xitratis. 
Beta  naphthol. 


The  fluid  extracts  have  been  changed  to  fluid- 
extracts.  The  abbreviation  of  this  would  nat- 
urally be  Fluidext.  or  Fl'ext.,  or  possibly  Flxt. 
In  the  alkaloidal  salts  the  ending  has  very  prop- 
erly been  changed.  Thus  Quinine  hydrobromate 
has  been  changed  to  hydrobromode. 

All  hydrochlorates  are  now  hydrochlorides. 

Patented  articles  could  not  be  introduced,  as 
the  Convention  instructed  the  Committee  of  Re- 
vision to  this  effect. 

Changes  in  Strength:  In  conformity  with  the 
recommendation  of  "the  International  Confer- 
ence for  the  Unification  of  the  Formulas  of 
Heroic  Medicines,"  held  in  Brussels  in  1902,  that 
certain  preparations  of  heroic  remedies.be  made 
of  uniform  strength  in  the  pharmacopoeias  of 
different  countries,  the  strength  of  a  number  of 
the  tinctures  have  been  changed.    These  changes 


are  so  marked,  in  some  cases,  as  to  change  the 
doses  very  materially.  It  may  at  times  be  de- 
sirable to  indicate  the  edition  of  the  pharma- 
copoeia intended  to  be  followed.  This  may  be 
done  by  appending  the  year  of  the  U.  S.  P. 
thus:  B  Tinctura  Aconiti  (1900),  or  U.  S.  P. 
1900)  Z  i.  Unless  so  designated  the  latest  edition 
will  always  be  followed  in  compounding  the  pre- 
scription. As  the  changes  in  strength  of  a  num- 
ber of  the  potent  tinctures  is  very  considerable, 
there  is  a  corresponding  change  in  doses.  We 
append  a  list  of  the  most  important  changes  in 
doses  based  upon  these  changes  in  strength.  In 
computing  the  average  dose  I  have  taken  the 
average  adult  dose  published  by  the  Committee 
of  Revision,  as  the  present  dose,  and  calculated 
the  old  dose  from  that : 

The  following  tinctures  have  been  doubled  in 
strength,  and  the  dose  is  therefore  reduced  to  one- 
half  that  we  have  heretofore  used : 

Tincture  Cantharides. 

Tincture  Capsicum. 

Tincture  Rhubarb. 

Tincture  Strophanthus. 

Tincture  Tolutan. 

Also  Liq.  Ferri  et  Amnion.  Acetat. 

Prescribers  should  make  themselves  familiar 
with  these  changes  in  doses  at  once. 

There  have  been  introduced  into  the  U.  S.  P. 
a  number  of  mixtures,  to  take  the  place  of  pop- 
ular mixtures  put  on  the  market  by  manufactur- 
ers, and  which  have  the  advantage  over  these  of  • 
having  a  fixed  standard  of  composition. 

Some  of  these  are  the  following,  although  they 
are  not  all  new  to  this  edition :  « 

Dilute  Hydriodic  Acid  (Aqueous  Solution). 

Hamamelis  Water. 


Old  Dose.    New  Dose. 
Minims.  Minims. 


Tincture  Aconite   3  10 

Tincture  Belladonna  Flor.  .  5  8 

Tincture  Veratrum  Viride.  .  3  to  10  15 

Tincture  Hydrastis  Can.  ...  30  60 

r~-          T  1  1-     I  Expt  8  15 

1  incture  Lobelia,  i  „      .  r 

I  Emetic  .  30  00 

Tincture  Cannabis  Ind.   ...  6  10 

Tincture  Colchicum  Seed.  .  20  30 

Tincture  Digitalis   10  15 

Tincture  Gelsemium    5  8 

Tincture  Hyoscyamus    ....  25  15 

Tincture  Physostigma    ....  10  15 

Tincture  Sanguinaria    10  15 

Tincture  Squill    10  15 

Tincture  Stramonium   5  8 

Tincture  Kino    30  60 

Tincture  Benzoin  Comp.  24  30 

Wine  of  Colchicum  Seed.  20  30 

Syrup  of  Iodide  of  Iron.  .. .  15  30 

Tincture  Nux  Vomica   6  10 
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Liquor  Antisepticus. 

Elix.  Iron,  Quinine  and  Strych.  Phosphates. 
Syrup  of  Iron,  Quinine  and  Strych.  Phosphates. 
Glycerite  of  Iron,  Quinine  and  Strych.  Phos- 
phates. 

Emulsion  of  Cod  Liver  Oil. 
Emulsion  of  Cod  Liver  Oil  with  Hypophos- 
phites. 

Emulsion  of  Turpentine. 
Extract  of  Cascara  Sagrada. 
Aromatic  Euidextract  of  Cascara  Sagrada. 
Extract  of  Malt  (Thick  Syrup). 
Compound  Solution  of  Cresol. 
Compound    Laxative    Pill    (Aloin.,  Strych., 
Belladon.  and  Ipecac). 

Solution  of  Acetate  of  Iron  and  Ammonia 
(Basham's  Mixture). 
Pills  of  Podophyllum,  Belladon.  and  Capsicum. 
Compound  Acetanilid  Powder. 
Effervescent  Magnesium  Sulphate. 
Compound  Syrup  of  Hypophosphites. 
Wine  of  Cocoa. 
Cataplasm  of  Kaolin. 
Solution  of  Sodum  Phosphate. 
The  articles  these  preparations  are  intended  to 
replace  will  readily  suggest  themselves. 

The  tincture  of  catechu  has  been  dropped, 'or 
rather  the  compound  tincture  of  gambir  has 
been  substituted  for  it,  because  of  the  difficulty  in 
getting  acacia  catechu.  The  average  adult  dose  of 
preparations  has  been  given  in  both  metric  and 
English  measures,  with  the  distinct  understand- 
ing that  these  doses  shall  not  be  obligatory,  but  as 
general  guide  to  physician  and  pharmacist. 
A  feature  of  the  new  Pharmacopa-ia  is  the 
argely  increased  number  of  preparations  for 
hich  assay  processes  are  furnished,  and  conse- 
uently  an  exact  standard  of  strength  and  purity 
ed.    The  tendency  is  to  greater  accuracy  and 
more  scientific  treatment  of  our  medicines.  This 
is  much  to  be  desired,  from  a  therapeutic  stand- 
oint,  and  it  is  to  be  hoped  that  it  will  soon  lead 
o  greater  uniformity  of  therapeutic  results. 

The  metric  system  has  been  adopted  through- 
out the  work,  although  as  above  stated,  the  doses 
re  given  in  the  English  measures  in  parenthesis, 
very   physician   should   have   a   copy   of  the 
.  S.  P.  and  become  familiar  with  it,  and  adopt 
as  a  standard  reference  hook  and  guide.    It  is 
o  be  regretted  that  many  physicians  are  willing 
o  obtain  their  information  at  second  hand,  or 
emain  inexcusably  ignorant  of  the  medicines 
hey  ask  their  patients  to  swallow. 
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CHOLELITHIASIS. 


BY  J.  M.  VAN  COTT,  M.D. 

Historical :  No  reliable  testimony  comes 
from  the  ancients  on  this  condition.  Hip- 
pocrates and  Galen  give  brief  reports  of  pain 
in  the  hepatic  region,  and  of  icterus  follow- 
ing obstruction  without  fever,  but  these  can- 
not be  differentiated  from  others  of  renal 
colic.  This  is  probably  due  to  the  different 
environment,  and  mode  of  living  and  dress  in 
those  far  back  times.  On  the  other  hand  the  acute 
powers  of  observation  at  the  bedside  and  in  the 
anatomy  room  of  the  Greek  physicians  tend  to 
prove  the  relative  rareness  of  cholelithiasis  then 
as  compared  with  the  present  time.  In  the  mid- 
dle age,  according  to  Marcellfts  Donatus,  Gentilis 
of  Folgino  first  described  calculus  of  the  gall 
bladder  in  a  body  he  embalmed  in  the  14th  cen- 
tury. Gall  stones  were  first  described  by  An- 
tonius  Benevenius  in  a  woman  suffering  with 
pain  in  her  hepatic  region  in  whom  he  found 
"calculi  in  the  gall  bladder  and  in  a  saccular  dila- 
tation in  the  vicinity  of  the  liver."  From  this 
time  on  there  have  been  various  theories  of  the 
origin  of  biliary  calculi.  Paracelcus  was  the  first 
to  regard  them  as  due  to  chemic  changes  in  the 
body.  In  his  consideration  of  the  "tartaric  dis- 
eases" (1563)  he  speaks  of  "stones  in  the  liver" 
as  deposits  of  materials  appearing  in  the  same 
way  as  "urine  stones  from  the  urine."  The  scope 
of  this  brief  sketch  does  not  permit  speaking  of 
the  reported  cases  in  1565  of  Jh.  Kentmann,  in 
1570  of  Ferrandus,  in  1573  of  Coiter,  and  of 
Arculanus  of  Verona,  and  Fabricius  Hildanus  in 
161 2.  The  anatomic  investigations  of  Glisson  in 
1654  were  of  great  significance.  Wepfer  con- 
firmed these  observations  in  1658,  which  laid  the 
foundations  for  a  truer  knowledge  of  the  struc- 
tural relations  in  cholelithiasis.  Following  these 
came  the  discovery  by  Malphigi  of  mucous  folli- 
cles in  the  gall  bladder,  which  was  very  important 
in  its  bearing  upon  catarrhal  conditions  of  this 
organ.  As  knowledge  of  normal  and  pathologic 
anatomy  increased  much  was  learned  of  the  pres- 
ence and  effect  of  calculi  in  and  upon  the  gall 
bladder ;  but  of  the  etiology  of  these  occurrences 
little  was  known  until  very  recently.  As  to  the 
composition  of  gall  stones  the  following  brief 
statement  nia\  be  of  interest : 

Guidctti,  pupil  of  Bianchij  differentiated  two 
varieties  of  gall  stones:    1,  black,  hard,  and  not 
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■combustible,  composed  of  biliary  pigment  and  cal- 
cium carbonate ;  2,  lighter,  soft,  smelting  and 
burning  in  the  flame,  composed  of  cholesterine. 
The  principal  ingredients  of  gall  stones  are : 
Cholesterine,  bilirubin  combined  with  calcium  and 
calcium  carbonate.  In  less  quantity  are  also  often 
found  phosphate  of  lime  and  magnesia,  calcium 
sulphate,  gallic  acid,  sodium,  potassium,  free 
bilirubin,  silicic  acid,  copper,  manganese,  and  in 
animals  zinc.  Mucus  is  always  present  and  on 
solution  a  nitrogenous  material  from  the  des- 
quamated epithelium  of  the  mucosa  of  the  G.  B. 

Analyses  of  the  stones  yield  various  relations  of 
the  separate  ingredients.  Cholesterine  can  form 
90%  of  them  (v.  Planta  &  Kekule).  Small,  dark- 
stones  from  the  bile  channels  of  the  liver  pre- 
ponderate in  pigmented  lime  and  lime  carbonate, 
and  commonly  contain  copper,  iron  and  man- 
ganese combined  with  bilirubin.  Free  bile  coloring 
matters  are  only  seldom  found  in  the  concrement, 
and  in  small  quantity,  as  a  result  of  absorption 
from  surrounding  bile. 

Uric  acid  is  also  ocasionally  found  in  gall  stones 
(Stockhardt  &  Marchand). 

Aside  from  bilirubin  and  biliverdin,  other  col- 
oring matters  have  been  found,  i.e.,  bilihumin, 
bilifuscin,  biliprasin. 

The  color  of  gall  stones  depends  essentially 
upon  the  amount  of  contained  bile  pigment. 
With  high  cholesterine  per  cent,  nearly  white, 
with  a  small  per  cent,  of  bile  coloring  matter 
golden  yellow,  with  a  large  per  cent,  of  the  same 
red-brown  to  blackish.  The  stones  are  never  reg- 
ularly colored  in  all  parts. 

The  consistence  depends  equally  upon  the  com- 
position. With  increasing  per  cent,  of  chalk 
come  the  degree  of  hardening,  whereas  fresh  cho- 
lesterine stones  may  be  scratched  with  the  finger 
nail  or  crushed  with  the  fingers. 

Recent  concretions  are  often  very  soft.  The 
calcareous  periphery  is  usually  hardest  and  com- 
monly no  thicker  than  a  butterfly's  shell,  and 
contains  a  grumous  mass  of  cholesterine.  The 
form  is  various,  acording  to  the  number  of  stones 
and  place  of  origin.  Where  numerous  medium 
size  stones  are  present  in  the  gall  bladder,  they 
flatten  themselves  in  the  soft  condition  against 
each  other  through  pressure  from  the  contracting 
gall  bladder:  thus  octahedra  and  tetrahedra  ob- 
tain. The  surface  of  the  stone  in  contact  with  the 
mucosa  is  usually  round  and  rough,  that  opposed 
to  another  stonje  flat  and  smooth. 

Large  isolated  stones  are  round  or  oval  and 


more  or  less  in  form  of  the  cavity  in  which  they 
originate.  Nodular,  mulberry- formed  concretions 
may  originate  from  fusion  of  numerous  small 
stones,  which  are  covered  in  common  with  new 
layers  of  concretion.  Large  numbers  of  small 
stones  become  rounded  by  contraction  of  the  gall 
bladder.  Loaf-shaped  and  "bowed"  stones  are 
also  rarely  seen. 

Tubular  and  coral  formations  are  often  found 
in  the  bile  channels.  Solution  of  the  hard  por- 
tions or  chemical  changes  lead  to  crumbling  of 
the  stones,  which  are  found  in  the  gall  bladder  or 
passed  in  feces. 

Specific  Gravity.  Dry  stones  with  air  cavities 
float  in  water.  Varies  according  to  composition, 
according  to  Batillat,  1.966- 1.580. 

Meckel  von  Hembasch  makes  eight  classes  of 
gall  stones,  of  which  some  are  only  steps  in  de- 
velopment. 1.  Numerous  cornered  stones.  2. 
Numerous  wart-like  stones.  3.  Brown  solitary 
stones,  round  or  oval  form,  with  varicolored 
strata.  4.  Granular  structureless  stones  with 
rough  surface  and  rich  in  chalk  and  pigment.  5. 
Black  jagged  stones,  small  and  pretty  hard.  6. 
Stones  with  metallic  glistening  appearance,  loose- 
ly stratified.  7.  Stones  formed  principally  of  cal- 
cium carbonate,  brittle,  jagged,  brown  externally, 
chalky  and  white  internally. 

Naunyn,  based  upon  similar  investigations, 
comes  to  practically  a  similar  though  better  car- 
ried out  classification : 

1.  Pure  cholesterine  stones,  firm,  usually 
spherical,  pure  white  or  yellowish,  more  seldom 
darker  color  on  surface  and  smooth.  Section  re- 
veals usually  no  strata,  but  clearly  radial  crystal- 
line lines  and  only  a  little  brown  deposit,  partic- 
ularly in  the  center. 

2.  Stratified  cholesterine  stones,  usually  firm, 
on  drying  cracked  and  brittle,  with  various  sur- 
face color,  often  clearly  facetted.  On  section 
shows  more  or  less  clearly  strata  various  in  thick- 
ness and  color,  the  outer  strata  commonly  amor- 
phous, the  central  always  clearly  crystalline,  with 
stripes  radiating  outwards  to  surface.  Contain 
90%  cholesterine,  also  small  quantities  of  biliru- 
bin (brown)  chalk,  and  biliverdin  (green)  chalk, 
and  a  fairly  rich  deposit  of  calcium  carbonate. 

3.  Common  gall  bladder  stones,  of  various 
sizes,  shape  and  surface  color.  The  greatest 
number  of  stones  belong  to  this  variety.  Rarely 
they  are  of  the  size  of  cherries,  usually  smaller, 
generally  facetted,  yellowish,  brown  or  white,  sel- 
dom green  on  the  surface.    When  fresh  they  are 
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commonly  white  and  easy  to  crush ;  dry  they  are 
hard  and  often  shrink  without  cracking.  They 
are  composed  of  a  clearly  stratified  shell,  soft, 
slimy  nucleus,  an  irregularly  formed  cavity  con- 
taining a  golden  alkaline  fluid.  Microscopically 
a  crystalline  structure  is  never  seen. 

4.  Mixed  bilirubin-chalk  stones,  mostly  the  size 
of  a  cherry  or  larger;  single  or  2-3  in  the  gall 
bladder  or  gall  duct  composed  entirely,  or  ex- 
cepting a  relatively  small  nucleus,  of  concentric 
strata  of  a  red-brown  or  dark-brown,  seldom  en- 
tirely firm  mass,  which  shrinks  on  drying,  and 
shows  clefts  and  cracks.  The  strata  peel  off 
easily,  so  that  they  may  be  found  in  scales.  The 
mid-strata  are  often  lighter  and  composed  of 
large  crystals  of  cholesterine.  Much  cholesterine 
is  also  found  in  the  outer  strata ;  the  remainder 
is  essentially  bilirubin-chalk. 

5.  Pure  bilirubin  stonelets,  of  small  size,  sand 
grain  to  pea,  appear  in  two  varieties : 

(a.)  Solid  black-brown  concrements,  irregu- 
larly jagged,  usually  soft,  occasionally  inclined  to 
"bake"  together.  The  large  are  formed  in  this 
manner  from  smaller.  When  dried  they  shrink  a 
great  deal  and  easily  break  down. 

(b.)  Harder  and  very  various  in  form,  often 
stem-like,  with  even  or  depressed  surface ;  steel- 
gray  or  black  color  and  metallic  sheen,  particu- 
larly, apparent  after  polishing;  they  are  firm,  hard 
and  brittle.  The  larger  stones  present  a  spongy 
structure.  These  little  stones  of  both  sub-vari- 
eties are  composed  almost  exclusively  of  calcium 
combinations  with  bilirubin  and  its  derivatives, 
liverdin,  bilihumin  and  biliprasin. 

Rare  forms  of  stones,  according  to  Naunyn,  are 
(a) amorphous  and  incompletely  crystalized  cho- 
lesterine stones,  having  the  appearance  of  small 
pearls  with  a  nucleus  of  "black  bilirubin,"  or  the 
biliverdin,  bilihumin  and  biliprasin. 

(b.) Calcium  stones,  very  hard,  principally 
formed  of  Ca  C02,  at  once  prickly  or  smooth, 
with  cavities  containing  cholesterine  and  pig- 
mented chalk,  etc. 

(c.)  Goncrctions,  inclusions  and  conglomerate 
stones.  Stones  whose  peripheries  reveal  the 
properties  of  mixed  bilirubin-calcium,  with  a  pure 
cholesterine  nucleus,  or  a  cholesterine  stone  with 
a  black  bilirubin-calcium  nucleus.  Also  several 
stones  baked  together  in  a  conglomerate  mass  by 
a  common  peripheral  concretion.  Special  foreign 
bodies  act  rarely  as  nuclei  in  gall  stones :  e.g., 
ascaris  lumbricoidcs  (Lobstein),  a  fragment  of 
distoma     hepaticum     (Bouissen),     a  needle 


(Nauche),  a  plum-pit  (Frerichs).  Spheres  of 
mercury  were  found  by  Frerichs,  Lacarterie  and 
Biegel  within  gall  stones  in  persons  who  had 
taken  this  chemical.  Recently  new  formed  calcu- 
li have  been  observed  twenty  months  after  chole- 
cystotomy  which  had  deposited  around  sutures 
that  had  migrated  into  the  gall  bladder  (Ho- 
mans). 

(d.)  Mouldings  from  the  biliary  ducts,  rare  in 
man,  usually  of  bilirubin-calcium,  very  rarely 
cholesterine  (Naunyn),  more  common  in  cattle 
(Glisson).  Etiology:  Women  are  of tener  af- 
flicted than  men.  The  rapidity  of  development  of 
calculi  is  difficult  to  determine ;  they  can  attain 
the  size  of  a  cherry  in  seven  months  (Hanse- 
mann).  Seldom  observed  before  the  twentieth 
year ;  they  increase  in  frequency  as  age  advances. 
They  appear  to  be  endemic  to  some  localities. 
The  most  recent  and  commonly  accepted  theory 
of  the  genesis  of  biliary  calculus  is  Naunyn's,  i.e., 
that  the  bile  in  the  gall  bladder  always  contains 
desquamated  epithelium  from  the  mucosa, 
around  which  cholesterine  may  become  deposited 
in  increasing  amount.  The  same  may  take  place 
around  thick  mucus,  as  a  result  of  cystic  catarrh. 
Both  conditions  result  from  infection  of  the  gall 
bladder.  The  infection  is  either  hematogenous, 
or  in  reverse,  from  the  duodenum.  Normally 
bile  is  sterile,  but  where  obstruction  to  the  flow 
of  bile  from  the  gall  bladder  obtains,  infection  is 
common.  The  colon  group  is  the  most  common 
source  of  infection,  but  others,  e.g.,  B.  typhosus, 
are  enumerated,  and  operate  to  induce  cholecys- 
titis catarrhalis,  with  abundant  desquamation 
of  epithelium.  From  the  blood  streptococci  are 
most  commonly  observed.  They  induce  chole- 
cystitis, and  in  vomited  bile  have  been  regarded  as 
diagnostic  of  sepsis.  Aside  from  micro-organisms 
and  epithelial  desquamations,  obstruction  to  the 
flow  of  bile  from  the  gall  bladder  forms  an  im- 
portant factor  in  the  etiology  of  gall  stones.  With 
the  stasis  comes  the  tendency  to  inspissation  of 
bile  and  the  migration  of  organisms  into  the  gall 
bladder.  Obstruction  may  be  caused  by  condi- 
tions inside  or  outside  of  the  bladder — inside  from 
parasites,  outside  from  stenosis  of  the  common 
duct,  angulation  or  tension  of  the  same,  and  as  a 
result  of  tight  lacing  gravidity  is  a  supposed 
cause  in  women. 

Certain  anomalies  of  retrograde  tissue  meta- 
morphosis are  also  supposed  to  be  influential  in 
the  formation  of  gall  stones :  gout,  diabetes,  obe- 
sity and  general  diseases,  as  arteriosclerosis  and 
rheumatism. 
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PATHOLOGIC  ANATOMY. 

In  autopsies  gall  stones  are  commonly  found, 
in  1,034  sections  in  Munich,  66  or  6.3  %  ;  in 
Copenhagen  in  91,722  sections,  347  or  3.7%. 
Halk  found  them  in  4,140  autopsies  on  people 
over  50  years  in  29%.  Hunerhoff  ( Gotthingen) , 
4.4%  ;  Friedler  (Dresden),  7%  ;  Frank  (Wien), 
10%;  Schroden  (Stralzburg) ,  12%;  Roth 
(Basel),  9-10%;  Peters  (Kiel),  6%.  Most  of 
the  cases  gave  no  symptoms  of  calculus.  Acord- 
ing  to  Poulson  only  9%  gave  positive  histories 
intra  vitam. 

Commonly  one  large  stone  is  present  in  the 
gall  bladder,  but  there  may  be  a  vast  number. 
Hoffman  reports  3,642  in  a  case.  A  gall  bladder 
in  Otto's  collection  contained  7,802,  and  Naunyn 
counted  5,000  in  one  of  his  cases. 

By  far  the  majority  of  stones  are  in  the  gall 
bladder  itself;  less  commonly  they  are  found  in 
the  common  duct,  hepatic  duct,  and  large  hepatic- 
like  channels. 

Gall  stones  often  lie  free  in  the  gall  bladder 
and  often  are  adherent  to  the  wall  and  bound  by 
fibrous  bands.  Rarely  a  fibrous  connective  tissue 
capsule  confluent  with  the  mucosa  surrounds  a 
number  of  stones.  These  have  been  known  to 
perforate  into  the  intestine  and  thus  be  eliminated. 
Stones  are  often  found  in  crypts  of  the  bladder 
wall,  and  in  glandular  bulgings.  Trabecular 
hyperplasia  of  connective  tissue  and  muscularis 
play  a  definite  role  here.  Apparently  ulceration 
from  pressure  also  is  responsible  for  the  imbed- 
ding. To  this  corresponds  also  the  fact  that  per- 
foration with  escape  of  the  stone  into  some  neigh- 
boring cavity  or  organ  often  ocurs.  Division  and 
constriction  of  the  gall  bladder  occur  as  a  result 
of  friction  and  inflammation,  produced  by  the 
stone. 

Changes  are  almost  always  observed  in  the  wall 
of  the  gall  bladder  resultant  from  trauma,  inspis- 
sation  of  bile  and  bacterial  infection.  It  is  usually 
enlarged  and  commonly  projects  beyond  the  lower 
border  of  the  liver.  The  mucosa  gives  all  the 
evidence  of  catarrh,  degeneration,  desquamation 
and  regeneration  of  epithelium,  small  round-cell 
infiltration,  superficial  and  deep  necrosis,  ulcera- 
tion. As  a  result  of  this  adhesions  occur  in  vari- 
otis  locations  from  consecutive  peritonitis.  The 
chronic  irritation  leads  to  general  chronic  hyper- 
plasia of  all  the  structures.  The  rough-cornered 
stones  particularly  produce  these  effects.  The 
whole  bladder  may  become  calcareous.  It  may 
become  greatly  distended  through  stenosis  of  the 


cystic  duct,  or  plugging  with  the  calculus.  Where 
pyogenic  germs  gain  entree  in  such  cases  all  de- 
grees of  acute  inflammation  may  take  place  from 
localized  areas  in  the  mucosa  to  deep,  severe 
phlegmon  of  the  entire  bladder,  which  may  rup- 
ture or  become  extensively  adherent  to  the  peri- 
toneum. Similar  lesions  may  involve  primarily 
one  or  all  of  the  ducts.  Ectasia,  hyperplasia,  mild 
and  severe  inflammation,  perforation,  all  occur  in 
these  cases.  The  ducts  regularly  hypertrophy 
and  become  narrowed  in  calibre.  Plastic  exu- 
date may  form  on  the  peritoneal  surface  of  the 
ducts,  produce  adhesion  and  become  organized, 
so  that  in  the  end  the  lumina  of  the  ducts  become 
so  compromised  as  to  make  the  passage  of  bile 
difficult.  This  produces  general  biliary  stasis, 
with  ectasia  of  the  bile  channels  generally,  then 
hyperplasia  of  all  their  coats,  development  of  new 
bile  canals,  and  finally  hyperplasia  of  the  connect- 
ive tissue  of  Glisson's  capsule.  This  is  the  biliary 
form  of  hepatic  cirrhosis.  Multiple  abscess  oc- 
curs where  infection  is  present.  Staphylococci, 
streptococci,  colon  and  typhus  baccili,  comma 
baccillus  and  pneumococcus  have  all  been  isolated 
from  these  abscesses.  Purulent  cholecystitis  is 
commonly  present  at  the  same  time. 

Since  the  portal  vein  is  confluent  with  the  veins 
of  the  gall  bladder  and  the  ducts,  it  not  infre- 
quently happens  that  septic  portal  phlebitis  lead- 
ing to  multiple  septic  portal  thrombosis  with  ab- 
scess complicates  the  cholecystitis.  Aside  from 
abscess  hepatic  necrosis  results  from  stasis  of 
bile. 

Gall  stone .  abscess  is  commonly  complicated 
with  metastasis  into  the  abdominal  wall,  dia- 
phragm, intestines  and  lungs  with  resultant  local 
purulent  inflammation. 

Carcinoma  is  often  present  with  gall  stones, 
which  latter  are  supposed  to  follow  and  not  pro- 
duce the  former,  although  this  has  recently  been 
questioned. 

Fistula  of  the  gall  bladder  occur  and  open 
into  the  various  organs  and  cavities  of  the  body. 
When  the  fistulous  opening  is  into  the  peritoneum 
general  septic  peritonitis  results,  which  may  or 
may  not  be  fatal.  Fistula  also  form  channels 
into  the  lungs  through  which  stones  may  pass, 
perforate  the  bronchi'and  be  coughed  up.  Calculi 
may  work  out  into  the  portal  vein.  Where  chole- 
lithiasis is  associated  with  acute  cholangitis  and 
cholecystitis  due  to  virulent  bacteria,  malignant 
endocarditis  may  result  with  involvement  of  the 
mitral  and  tricuspid  valves. 
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THE   UNCERTAIN  COURSE   OF  BULLETS  IN  GUN- 
SHOT WOUNDS. 


BY  CALVIN  S.  BARBER,  M.D., 
Surgeon  Kings  County  Hospital,  etc. 

The  uncertainty  in  the  outcome  of  a  wound  in- 
flicted by  a  bullet  insures  for  the  subject  of  bullet 
wounds  the  continued  interest  of  the  surgeon. 

Rarely  does  a  bullet  follow  a  course  indicated 
by  the  direction  of  its  entrance  into  the  body ;  the 
probe,  not  often  wisely  resorted  to,  will  occasion- 
ally trace  its  path.  The  penetrating  X-ray  often 
fails  to  aid  the  surgeon  in  some  of  the  cases  pre- 
senting the  greatest  difficulty. 

A  discharge  of  blood  or  of  the  contents  of  an 
internal  organ  does  not  always  lead  one  to  a  sat- 
isfactory conclusion  as  to  the  location  of  the  mis- 
sile. In  fact,  to  trace  the  track  of  the  bullet  for 
the  source  of  the  hemorrhage  is  often  the  most 
difficult  way  to  secure  its  abatement. 

When  lodged  in  the  deeper  layers  of  the  mus- 
cles of  the  back  the  discovery  of  a  bullet  is  almost 
impossible.  I  recall  an  instance  where  the  mate 
of  a  vessel  was  shot  by  a  fellow  sailor,  the  mate 
having  the  sailor  by  the  nose  at  arm's  length. 
Two  shots  were  fired,  both  bullets  entering  the 
right  arm  at  the  posterior  edge  of  the  deltoid 
muscle.  A  probe  failed  to  detect  either  bullet  as 
did  the  Rdntgen  ray.  (This  was  in  the  early 
days  of  X-ray  work).  The  man  died  after  a  time 
from  sepsis  and  although  a  most  thorough  ex- 
amination was  made,  but  one  ball  was  found, 
post  mortem,  and  that  in  the  lumbar  region  of 
the  back  close  to  the  spinal  column.  Other  in- 
stances quite  as  instructive  are  common.  Among 
others  seen  recently  is  one  which  illustrates  the 
irregular  and  erratic  course  sometimes  pursued 
by  these  missiles. 

It  is  well  to  bear  in  mind  the  position  in  which 
the  wounded  person  was  when  shot,  the  distance 
from  the  weapon,  and  the  amount  of  the  charge 
in  the  cartridge.  These  facts  are  considered  to 
be  of  aid  in  locating  the  bullet.  All  these  facts 
have  weight  in  arriving  at  a  diagnosis,  yet  it  is 
rarely  that  we  have  such  data,  especially  when 
the  patients  are  brought  to  us  by  an  ambulance  in 
response  to  some  hurry  call. 

A  suicidal  attempt,  a  street  quarrel  or  even  a 
wound  received  in  battle  is  seldom  described  by 
two  persons  alike.  Therefore  we  are  obliged  to 
give  considerable  latitude  to  the  testimony  of  wit- 
nesses in  reaching  conclusions. 

The  following  case  in  view  of  the  findings  at 


autopsy  is  interesting.  The  patient,  a  powerful 
muscular  negro,  58  years  of  age,  was  shot  in  a 
street  fight.  Some  claimed  he  was  sitting,  others 
standing,  when  shot.  The  size  of  the  ball  was  a 
38  calibre.  Four  shots  were  fired,  two  striking 
him  in  the  head,  one  on  either  side,  passing  along 
under  the  scalp  and  out  at  the  occipital  region. 
Neither  of  these  were  worthy  of  care  so  little 
inconvenience  did  they  cause. 

A  third  shot  entered  his  body  at  the  lower 
border  of  the  sixth  rib  on  the  right  side  and  ap- 
parently passed  into  the  chest.  A  probe  entered 
about  one  inch  in  an  upward  and  inward  direc- 
tion, but  no  bullet  could  be  detected. 

The  fourth  shot  must  have  been  received  from 
the  side,  as  the  point  of  entrance  was  about  a  fin- 
ger's breadth  above  the  anterior  superior  spinous 
process  of  the  ileum  on  the  left  side  and  could  be 
traced  easily  for  four  inches  to  a  point  just  over 
the  bladder  where  its  course  was  lost.  It  was 
thought  to  have  been  lost  in  the  muscles  of  the 
abdominal  wall. 

When  admitted  this  patient  had  a  rectal  tem- 
perature of  100.5;  pulse,  60;  respiration  20,  and 
was  bathed  in  a  profuse  perspiration.  Owing  to 
the  close  proximity  of  the  lower  wound  to  the 
bladder  I  had  the  urine  drawn  and  the  bladder 
washed  with  boracic  solution.  The  urine  seemed 
clear,  as  did  the  return  flow  of  the  washing  solu- 
tion. Very  shortly  after  some  markedly  bloody 
urine  was  voided.  With  these  symptoms  present- 
ing nothing  was  left  but  to  do  an  exploratory  op- 
eration, our  belief  now  being  that  the  washing  had 
been  imperfect  and  that  the  lower  wound  would 
be  found  to  have  extended  into  the  bladder.  The 
wound  in  the  region  of  rib  gave  us  absolutely  no 
marks  to  assume  from  or  proceed  by. 

The  abdomen  was  opened  in  the  median  line,  a 
guide  having  been  passed  from  the  entrance  of  the 
bullet  at  the  anterior  superior  spine  of  the  ileum 
to  a  point  at  median  line.  The  guide  was  readily 
found,  the  wound  extending  into  the  abdomen. 

A  catheter  passed  into  the  bladder  proved  by 
exploration  from  within  that  that  organ  was  not 
wounded.  Much  free  blood  was  found  in  the 
pelvis. 

Extended  search  brought  to  light  several 
wounded  points  upon  the  intestines.  Abdominal 
cavity  was  cleared  of  blood,  the  intestines  cared 
for  in  the  ordinary  way.  A  thorough  flushing  of 
abdomen  returned  clean.  No  other  wounded  or 
bleeding  points  being  discernable,  the  wound  was 
closed,  a  good  quantity  of  saline  having  been  left 
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within.  The  patient  was  returned  to  bed  in  good 
condition.  Next  morning  temperature  was  98.5, 
pulse  72,  respiration  28.  He  passed  a  comforta- 
ble night  as  he  did  the  day  following.  Urine  still 
contained  a  slight  amount  of  blood.  On  the  same 
day  he  voided  22  ounces  of  clear  urine.  Bowels 
moved  three  times  with  no  evidence  of  trouble 
in  that  direction.  Three  days  after  admission  he 
was  taking  nourishment  well,  passing  normal 
urine,  and  all  the  conditions  were  good.  The 
night  of  the  third  day  he  complained  of  pain  in 
the  wound  and  abdomen ;  temperature  increased 
to  101,  pulse  100  to  112,  with  a  sudden  collapse 
coming  on.  He  gradually  went  from  bad  to 
worse  and  died  ninety-six  hours  after  admission. 

I  was  fortunate  in  seeing  this  case  autopsied. 
So  without  going  into  elaborate  details  I  will  give 
the  findings.  The  injuries  to  cranium  did  not 
prove  of  any  gravity.  The  wound  made  by  the 
bullet  which  entered  at  the  sixth  rib  did  not  go 
in  an  upward  and  inward  direction  as  was  sup- 
posed, but  to  the  contrary  downward  and  back- 
ward, as  the  course  was  marked  through  the 
right  lobe  of  the  liver  and  through  the  upper  ex- 
treme end  of  right  kidney,  only  slightly  injuring 
its  structure,  passing  somewhere  into  the  mus- 
cles of  the  back  where  it  could  not  be  found. 

Tracing  the  bullet  which  entered  just  above  the 
anterior  superior  spine  of  the  ileum  but  little  can 
be  added  to  that  which  has  been  said,  running 
between  the  layers  of  muscles  its  course  was  de- 
flected so  as  to  enter  the  abdomen  at  about  the 
median  line  and  was  found  on  left  side  of  verte- 
bral column  just  posterior  to  the  pancreas. 

A  little  free  blood  was  found  in  the  abdomen  at 
the  time  of  autopsy.  The  man  undoubtedly  died 
from  hemorrhage,  the  main  source  of  which  was 
from  the  liver.  The  primary  hemorrhage  ceased 
when  the  man  was  first  operated  upon.  The 
blood  in  the  urine  was  explained  by  the  injured 
kidney. 

Cases  in  which  it  is  impossible  to  accurately 
trace  the  course  of  bullet  wounds  are  constantly 
occurring  and  a  report  of  more  cases  would  be  of 
material  aid  to  all  of  us.  We  cannot  always  ex- 
pect to  find  the  source  of  the  alarming  symptoms 
but  by  the  study  of  more  extended  reports  our 
senses  will  be  sharpened  and  some  of  the  points 
we  are  liable  to  pass  by  will  be  more  closely  in- 
vestigated, meantime  realizing  that  the  unex- 
pected is  likely  to  be  found. 


RELIEF  OF  HAY  FEVER  BY  RADICAL  INTRA- 
NASAL OPERATION.* 

BY  ALEXANDER  C.  HOWE,  M.D. 


Intra-nasal  deformity,  in  one  or  more  of  its 
many  forms,  has  been  present  in  a  very  large 
percentage  of  the  cases  of  hay  fever  examined 
by  me. 

These  mal-formations,  or  mal-positions  con- 
sisted of  deflected  and  thickened  septa,  septal 
spurs,  hypertrophied  and  cystic  turbinals,  polypi 
and  polypoid  degeneration,  and  bony  and  mem- 
branous synechia.  One  or  more  of  these  con- 
ditions have  complicated  almost  every  case.  The 
nasal  defects  were  most  frequently  found  in  the 
upper  and  anterior  portion  of  the  nasal  passages. 
These  defects  consisted  chiefly  of  septal  hyper- 
trophies and  deflections.  The  hypertrophies  were 
real  or  tissue,  rather  than  vascular,  and  were 
frequently  from  %  to  Y%  of  an  inch.  In  some, 
the  thickening  was  largely  due  to  an  increase  in 
the  bony  and  cartilaginous  tissue.  The  increase 
was  in  the  middle  of  the  perpendicular  plate  of 
the  ethmoid  and  the  upper  portion  of  the  tri- 
angular cartilage.  The  bulging,  or  local  thick- 
ening, of  the  septum  produced  pressure  on  the 
lateral  walls  in  narrow  nasal  passages.  In  other 
cases,  a  deflection  of  the  septum  pressed  its  thick- 
ened portion  against  the  middle  turbinal  and  lat- 
eral wall  on  one  side.  These  pressure  areas,  due 
to  thickened  and  deflected  septa,  seemed  to  be 
the  chief  nasal  defects  in  the  cases  I  operated  on. 
There  were  other  defective  conditions  in  other 
parts  of  the  nasal  passages,  but  they  were  usually 
coincident  with  pressure  areas  in  the  upper  an- 
terior part  of  the  nasal  vault.  The  chief  sensory 
symptoms  of  hay  fever,  rose  cold,  dust  coryza, 
and  other  similar  conditions  of  vasomotor  dilata- 
tion and  paralysis  are  grouped  around  this  region 
of  the  nose.  There  is  the  supraorbital  pressure 
and  pain,  lachrymation  and  conjunctivitis,  the 
sneezing  and  burning  irritation  and  distressing 
tickle— all  in  the  vicinity  of  that  portion  of  the 
nasal  passages.  Some  cases  have  just  as  dis- 
tressing post-nasal  and  pharyngeal  symptoms,  but 
the  distressing  symptoms  are  in  most  cases  in  the 
anterior  portion  of  the  nose.  All  these  symptoms 
indicate  the  involvement  of  the  entire  area  sup- 
plied by  the  ophthalmic  branch  of  the  fifth  nerve. 
This  branch  is  exclusively  sensory.  Its  fibres 
rise  from  the  Gasserian  ganglion.  Of  its  three 
terminal  branches,  the  frontal  is  distributed  to 
the  frontal  integument  and  frontal  sinus :  the 
lachrymal  to  the  lachrymal  glands,  and  the  con- 

*  Read  at  a  meeting  of  the  Medical  Society  of  the  County 
of  Kings,  September  19,  1905. 


October,  1905 


BROOKLYN  MEDICAL  JOURNAL. 


38i 


junctiva,  and  the  nasal  is  distributed  by  one 
branch  to  the  mucous  membrane  of  the  anterior 
and  upper  portion  of  the  septum,  by  a  second 
branch  to  the  anterior  end  of  the  middle  turbinal 
and  anterior  lateral  wall  of  the  nasal  passage  and 
by  a  third  branch  to  the  integument  of  the  dorsum 
of  the  nose  from  the  root  to  the  tip.  These 
branches  are  all  sensory,  and  the  area  of  their 
distribution  is  the  chief  seat  of  the  symptoms  of 
hay  fever  and  similar  conditions  of  vasomotor 
neurosis  of  the  respiratory  tract.  The  rest  of  the 
nasal  passage  is  supplied  by  sensory  branches 
from  Meckel's  ganglion.  Its  connection  with  the 
Gasserian  ganglion  may  acount  for  post-nasal 
irritation  being  referred  to  the  parts  supplied  by 
the  ophthalmic. 

Certain  individuals  have  a  neurosis,  or  irrita- 
bility of  the  sensory  nerves,  distributed  to  a  part 
or  the  whole  of  the  respiratory  tract  that  renders 
them  susceptible  to  certain  irritants  suspended  in 
the  atmosphere.  If  the  neurosis  is  nasal,  it  is 
called  catarrhal ;  if  bronchial,  it  is  classed  as  asth- 
matic. The  presence  of  certain  forms  of  pollen 
produces  a  group  of  symptoms  known  as  hay 
fever.  Earlier  in  the  season,  a  similar  but  milder 
condition  known  as  rose  cold  is  due  to  a  differ- 
ent irritant.  In  other  cases,  a  dust  storm  or 
smoke  from  a  locomotive  will  cause  a  vasomotor 
paresis  and  hypersecretion.  Each  case  seems  to 
be  particularly  susceptible  to  some  certain  irri- 
tant. All  these  various  forms  of  vasomotor  ca- 
tarrhs are  similar  to  hay  fever,  but  lack  its  period- 
icity and  severity.  Repeated  occurrences  of  ca- 
tarrhal attacks  frequently  result  in  more  or  less 
prolonged  attacks  of  asthma  and  asthmatic  bron- 
chitis. The  asthmatic  attacks  may  be  due  to  a 
neurosis  that  give  no  nasal  symptoms,  but  yet 
are,  probably,  associated  with  nasal  irritation. 

This  neurosis  is  found  most  often  in  the  better 
educated,  and  well-to-do  classes — people  who 
have  the  means  with  which  to  keep  themselves  in 
healthful  surroundings ;  and  yet,  regardless  of 
their  general  good  health  or  robustness,  their  at- 
tacks recur  at  the  regular  time.  This  would  in- 
dicate that  the  neurosis  is  not  greatly  influenced 
to  any  great  extent  by  general  health. 

The  question  arises  :  Are  the  symptoms  of  hay 
fever  due  to  direct  irritation  of  the  nasal  mucous 
membrane,  or  to  irritation  of  the  sensory  nerves, 
reflexly  causing  a  vasomotor  paralysis,  or  to 
pressure  upon  the  nasal  branch  of  the  ophthalmic 
— this  pressure  causing  the  vasomotor  paralysis 
rather  than  the  direct  irritation  of  the  nerve;  or 
to  an  obstructed  intra-nasal  circulation  due  to 
pressure  areas? 


The  hyper-secretion,  the  sneezing,  the  per- 
sistent tickle,  and  the  pressure  pain  about  the 
root  of  the  nose  are  due  to  vasomotor  paralysis 
and  the  retention  of  the  secretions  till  they  be- 
come irritating.  It  does  not  seem  to  me  that  the 
irritation  of  the  ophthalmic  nerve,  or  any  other 
sensory  nasal  nerve,  by  pollen  or  dust  causes  the 
most  distressing  symptoms  of  catarrhal  hay  fever. 
These  irritants  may  be  sufficiently  intense  to 
cause  an  injection  of  the  nasal  erectile  tissue,  but 
the  extensive  and  complete  nervomotor  paraly- 
sis, which  is  the  cause  of  the  most  distressing 
symptoms  of  hay  fever,  is  due  more  to  intra-nasal 
pressure  than  to  the  direct  effect  of  the  irritant 
upon  the  "mucous  membrane  or  the  sensory 
nerves.  It  is  the  mechanical  interference  with 
nasal  circulation  that  makes  possible  the  severe 
symptoms.  For  instance,  the  acute  coryzas  in 
those  not  subject  to  hay  fever  neurosis,  have  the 
same  symptoms,  only  not  so  severe.  If  the  nasal 
defects  causing  pressure  areas  in  these  cases  are 
corrected,  the  attacks  of  coryza  either  cease  or 
are  diminished  in  severity.  I  recall  a  case  of  con- 
stant vasomotor  paralysis  with  constant  hyper- 
secretion— complete  nasal  occlusion — burning 
irritation,  sneezing  and  recurrent  conjunctival 
irritation  with  pressure  symptoms,  that  cleared 
up  within  twenty-four  hours  after  removal  of  a 
large  bony  synechia.  That  would  indicate  that  a 
pressure  area  interfering  with  intra-nasal  circula- 
tion will  cause  just  as  complete  vasomotor  par- 
alysis as  can  be  produced  by  dust  or  pollen  irri- 
tants. 

Hence  pressure  areas  are  probably  responsible 
for  the  difference  in  the  severity  of  hay  fever  in 
different  individuals.  A  hay  fever  neurosis  may 
exist  in  an  individual  having  perfect  nasal  con- 
ditions and  yet  not  cause  an  attack. 

The  correction  of  nasal  defects  in  a  hay  fever 
subject  ought,  then,  to  lessen  the  severity  of  the 
attacks,  or  prevent  them  entirely.  Some  of  my 
results  tend  to  confirm  this. 

Improvement  in  general  health  does  not  elim- 
inate the  trouble.  The  atmosphere  cannot  be 
freed  from  its  irritants.  Medicinal  and  serum 
treatment  are  failures.  The  removal  of  every 
condition  that  tends  to  aggravate  or  intensify  the 
direct  or  reflex  effects  of  the  atmospheric  irri- 
tants offers  a  possible  means  of  relief.  The  an- 
terior portion  of  the  vault  of  the  nose  is  the  storm 
center  of  these  attacks ;  and  the  most  frequent 
nasal  defects  in  these  cases  are  in  this  area.  Sep- 
tal hypertrophy  and  deflection  are  the  most  fre- 
quent defects.     What  significance  this  tissue 
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hypertrophy  has,  I  am  unable  to  determine ;  but 
correction  of  the  nasal  defects  in  this  area  offers 
the  best  possible  means  of  minimizing  the  symp- 
toms of  hay  fever. 

Until  a  year  or  so  ago,  no  satisfactory  method 
had  been  devised  to  correct  septal  deflections  and 
hypertrophies  in  that  area.  The  recent  rapid 
development  of  the  radical  septal  operations, 
however,  now  make  it  possible  to  correct  any  sep- 
tal defect  that  will  result  in  pressure  areas  from 
nasal  irritation. 

This  work  is  done  under  a  local  anesthetic,  re- 
quires very  little  after-treatment,  no  splints,  and 
is  usually  entirely  healed  in  ten  days  after  opera- 
tion. 

The  following  is  a  report  of  the  cases  I  have 
operated  on  for  hay  fever  and  similar  conditions, 
and  which  I  have  been  able  to  follow  tip  to  the 
present  date: 

Case  1.  Male,  26.  Saw  him  first  in  Novem- 
ber, 1898.  Gave  history  of  severe  attacks  of  hay 
fever  on  every  trip  to  the  country  during  entire 
summer  months.  Asthma  developed  as  rapidly 
as  the  hay  fever  and  necessitated  sitting  up  all 
night,  so  that  he  was  compelled  to  return  to  the 
city  after  12  to  24  hours  in  the  country.  This  be- 
gan when  about  twelve  years  of  age.  Examina- 
tion showed  large  exostosis  on  right  side  and  the 
right  middle  turbinal  jammed  in  between  the  lat- 
eral wall  of  the  nasal  passage  and  a  high  deflec- 
tion of  the  septum.  Removal  of  the  spur  and  a 
portion  of  the  turbinal  has  entirely  freed  him 
from  nasal  and  asthmatic  symptoms.  He  goes  to 
the  country  without  a  return  of  symptoms,  and  yet 
on  some  of  his  trips  the  latter  part  of  August,  he 
feels  as  though  an  attack  was  impending.  He 
has  had  no  asthma  at  any  time  since. 

Case  2.  Young  woman,  22 ;  well  educated ; 
in  good  circumstances ;  physical  condition  good, 
when  not  suffering  from  attacks  of  dust  coryza. 
Saw  her  April,  1900,  for  the  first  time.  Gave  his- 
tory of  severe  attacks  of  coryza,  with  hyperse- 
cretion, and  prolonged  attacks  of  severe  sneezing 
that  would  last  frequently  for  hours,  landing  her 
in  bed  from  exhaustion.  Every  dust  storm  or 
ride  on  a  train  on  which  soft  coal  was  burned 
brought  on  one  of  these  attacks.  They  occurred 
at  any  time  of  year  and  were  no  worse  during 
summer  months  than  winter.  Examination 
showed  both  nasal  passages  free.  The  upper  and 
anterior  portion  of  the  septum  was  greatly  thick- 
ened and  deflected  to  the  right,  so  that  the  slight- 
est injection  of  the  erectile  tissue  of  the  septum 
caused  pressure  on  the  middle  turbinals  and  lat- 
eral walls  of  the  nose.    On  the  left  side  of  the 


septum  the  hypertrophy  was  vascular,  so  that 
the  cautery  enabled  me  to  reduce  it  satisfactorily. 
The  hypertrophy  of  the  right  side  was  due  to  an 
increase  of  tissue  and  necessitated  the  removal  of 
a  considerable  amount  of  tissue.  The  result  was 
that  she  did  not  have  an  attack  from  April,  1900. 
to  August,  1905.  In  May,  1905,  her  father's  sud- 
den death  left  them  in  greatly  reduced  circum- 
stances and  the  support  of  the  family  fell  to  her. 
Worn  out  from  the  anxiety  of  the  new  responsi- 
bility, she  came  to  my  office  August  6  with  a  se- 
vere attack  apparently  of  hay  fever,  sneezing  be- 
ing the  most  persistent  symptom.  Examination 
showed  a  small  polypoid  mass  on  the  edge  of  the 
anterior  end  of  the  left  middle  turbinal  pressing 
against  the  inflamed  septum.  Its  removal  slightly 
relieved  the  symptoms.  After  48  hours  a  large 
synechia  on  the  right  side,  extending  from  the 
septum  to  the  right  middle  turbinal,  was  removed 
and  all  symptoms  of  vasomotor  paresis  rapidly 
cleared  up,  and  have  not  returned.  The  synechia 
on  the  right  side  resulted  from  my  former  opera- 
tion, as  she  did  not  remain  under  observation  till 
fully  healed. 

Case  3.  Male,  46.  Visited  me  first  time  June, 
1904.  Gave  a  history  of  having  had  severe  at- 
tacks of  hay  fever,  with  typical  symptoms,  for 
more  than  fifteen  years.  These  attacks  began 
about  the  10th  of  August  and  totally  incapacitated 
him  for  business  for  from  four  to  six  weeks. 
They  were  accompanied  by  severe  asthmatic  con- 
ditions, so  that  sleep  was  frequently  impossible. 
Similar  conditions,  but  milder,  occurred  at  any 
time  during  the  year.  Sleeping  with  window 
open,  summer  or  winter,  caused  attacks  of  sneez- 
ing, hypersecretion,  nasal  occulsion,  and  supra- 
orbital pain.  Going  out  of  doors  without  hat  or 
coat,  even  in  hot  weather,  caused  similar  attacks. 
He  is  fairly  robust  and  belongs  to  the  better  type 
of  men.  Nasal  examination  showed  a  long  hori- 
zontal septal  spur  posteriorly  on  the  left  side,  and 
a  greatly  thickened  and  deflected  septum,  filling 
the  anterior  portion  of  the  right  nasal  passage 
from  the  floor  to  roof.  June,  1904,  I  removed  the 
septal  spur  on  the  left  side.  His  mild  attacks  of 
coryza  cleared  up,  and  he  was  able  to  stop  mouth 
breathing  at  night.  He  failed  to  return  for  fur- 
ther treatment  on  the  right  side.  On  the  29th  of 
the  following  August  he  reported  that  he  had 
been  entirely  free  from  nasal  symptoms  from  the 
time  of  the  operation  to  the  previous  day,  the  28th 
of  August,  when  he  began  to  get  what  he  feared 
was  his  usual  attack  of  hay  fever.  This,  how- 
ever, proved  to  be  an  ordinary  "cold  in  the  head" 
that  cleared  up  in  two  days.    During  the  winter 
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of  1904-5  he  reported  an  increasing-  tendency  to 
slight  attacks  of  coryza  and  asthma.  He  was 
sensitive  to  drafts,  and  was  unable  to  ventilate 
his  bed-room  at  night.  In  March  of  this  year 
(1905),  I  corrected  the  reflection  of  the  septum 
and  reduced  its  thickness  somewhat,  with  the  re- 
sult that  his  coryzas  and  asthma  cleared  up  com- 
pletely. Nasal  respiration  has  been  free,  and  he 
has  not  been  obliged  to  shut  himself  in  his  bed- 
room at  night  or  to  put  his  hat  or  coat  on  when- 
ever he  stepped  out  of  doors.  He  appeared  per- 
fectly free  from  all  nasal  symptoms  till  August 
15th,  when  he  developed  a  mild  attack  of  coryza, 
or  hay  fever,  which  lasted  till  the  25th.  On  that 
day  he  consulted  me  for  the  first  time  since  the 
beginning  of  the  attack.  Nasal  examination 
showed  the  septum  still  thick  enough  to  press  on 
the  right  middle  turbinal.  He  was  given  cin- 
chonidia,  but  no  local  treatment,  and  in  36  hours 
his  symptoms  cleared  up  and  he  has  remained 
free  to  the  present  time.  In  this  case,  I  believe,  a 
further  reduction  of  the  septal  hypertrophy  will 
give  entire  freedom  from  the  hay  fever  irritant. 
He  seems  to  have  been  relieved  from  milder  at- 
tacks of  vasomotor  paralysis  and  asthmatic 
symptoms.  In  other  words,  his  susceptibility  to 
atmospheric  irritants  has  been  decreased  to  such 
an  extent  that  he  is  practically  immune  to  all  but 
one,  and  that  the  most  powerful. 

Case  4.  Male,  24 ;  fairly  good  health.  Holds 
responsible  position  in  insurance  company.  Con- 
sulted me  in  April,  1904,  for  difficulty  in  nasal 
respiration,  and  a  gradually  increasing  rose  cold 
that  began  the  latter  part  of  May  and  gradually 
increased  till  the  early  part  of  August,  when  it 
always  developed  into  a  full  Hedged  attack  of 
hay  fever.  This  had  occurred  every  year  for  the 
preceding  seven  years.  Nasal  examination 
showed  a  prominent  horizontal  septal  spur  on 
the  left  side  near  the  floor,  a  decided  deflection  of 
the  upper  part  of  the  septum  into  the  right  nasal 
passage,  and  a  cystic  enlargement  of  the  right 
middle  turbinal.  The  septal  spur  was  removed 
and  the  cystic  portion  of  the  middle  turbinal 
excised.  Free  nasal  respiration  resulted.  No 
rose  cold  or  hay  fever  developed  last  year. 
The  latter  part  of  August,  1905,  he  had 
several  attacks  of  sneezing,  hypersecretion, 
and  frontal  pressure  symptoms.  They  continued 
for  two  or  three  days  and  then  cleared  up  en- 
tirely for  several  days  when  they  returned.  Com- 
pared with  former  years,  the  attacks  were  slight. 
He  still  has  the  obstructive  deflection  of  the  sep- 
tum. This  I  expect  to  correct,  as  soon  as  the  hay 
fever  season  is  over.    He  was  free  from  all 


symptoms  last  year,  this  year  they  were  much 
milder. 

Case  5.  Female,  21 ;  belongs  to  well-to-do 
class ;  small,  not  robust  appearing.  Saw  her 
June  1,  1905.  Gave  history  of  frequent  recurring 
attacks  of  dust,  or  smoke  coryza  throughout  the 
year ;  rose  cold  in  June  and  July,  and  a  well  de- 
fined hay  fever  in  August.  This  condition  had 
existed  for  several  years.  The  attacks  during 
spring  and  summer  were  so  frequent  that  a  con- 
dition of  sneezing,  frontal  pain  and  hypersecre- 
tion was  almost  constant.  There  had  been  appar- 
ently no  asthmatic  symptoms.  Nasal  examina- 
tion showed  a  greatly  thickened  septum  in  the 
upper  anterior  portion,  a  long  septal  spur  on  the 
right  side  extending  from  the  floor  upward  and 
backward,  a  polypoid  enlargement  of  the  posterior 
end  of  middle  turbinal,  and  a  large  post-nasal 
lymphoid.  June  12th,  the  thickening  of  the  sep- 
tum was  reduced  and  the  long  spur  removed.  A 
persistent  coryza  that  had  existed  for  four  weeks 
cleared  up  within  48  hours  after  operation.  June 
20th,  the  post-nasal  lymphoid  was  removed  under 
cocaine.  July  10th,  she  reported  entire  freedom 
from  nasal  symptoms.  September  5th,  she  re- 
ported perfect  nasal  freedom  and  comfort.  There 
has  been  no  suggestion  of  the  former  nasal  symp- 
toms, although  part  of  the  post-nasal  lymphoid 
remains. 

Case  6.  Female,  53  ;  very  large,  but  not  ro- 
bust— belongs  to  the  better  educated  and  well-to- 
do  class.  Saw  her  March  1,  1905.  Was  then 
suffering  from  a  severe  attack  of  asthmatic  bron- 
chitis with  persistent  cough.  She  gave  history  of 
similar  conditions  having  existed  for  many  years, 
recurring  at  longer  or  shorter  intervals  through 
the  year.  Every  August  found  her  invalided  for 
some  weeks"  from  hay  fever  and  severe  accom- 
panying asthma.  Nasal  examination  disclosed 
two  small  polypi  on  the  left  nasal  passage,  and 
both  middle  turbinals  showed  polypoid  degenera- 
tion. A  long  bony  synechia  connecting  the  mid- 
dle turbinals  to  the  septum  on  both  sides,  a  great- 
ly thickened  septum  deflected  into  the  right  nasal 
passage,  also  complicated  conditions.  Removal 
of  the  polypi  and  polypoid  tissue  of  the  middle 
turbinals  was  rapidly  followed  by  a  clearing  up 
of  the  cough  and  asthmatic  bronchitis.  The  de- 
flection and  thickening  of  the  septum  was  cor- 
rected and  the  bony  synechia  on  left  side  was  sep- 
arated. Nasal  respiration  which  had  always  been 
very  deficient  was  improved  to  such  an  extent  that 
mouth  breathing  during  sleep  stopped  and  a 
shortness  of  breath  after  exertion  disappeared. 

From  the  latter  part  of  March  to  August  13th 
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she  was  entirely  free  from  nasal  and  bronchial 
difficulties,  and  reported  a  better  general  health 
than  she  had  experienced  for  years.  At  that  date 
she  reports  she  apparently  contracted  a  cold  on 
the  chest  and  a  mild  attack  of  hay  fever  followed 
in  a  few  days.  The  severity  of  the  nasal  and 
bronchial  symptoms  were  much  slighter  than 
formerly.  Circumstances  prevented  her  from 
getting  medical  attention  during  that  time.  This 
I  regret,  for  I  believe  the  attack  could  have  been 
cleared  up  at  once  at  its  onset.  She  was  not  in- 
valided by  the  catarrhal  and  asthmatic  symptoms 
as  formerly,  and  considered  herself  very  fortu- 
nate, even  though  not  entirely  freed. 

Case  7.  Female,  27 ;  servant.  When  free 
from  nasal  and  pulmonary  symptoms,  strong  and 
vigorous.  Saw  her  first  in  February,  1905.  She 
was  then  suffering  from  severe  asthma  and  bron- 
chitis, which  made  sleep  almost  impossible.  She 
gave  a  history  of  mouth  breathing,  day  and  night, 
from  childhood ;  of  frequent  acute  coryzas  with 
accompanying  asthma,  and  of  hay  fever  in  Au- 
gust and  September  since  she  was  14  years  of 
age.  Nasal  examination  showed  a  general  con- 
dition of  vasomotor  paralysis,  anteriorly  the  sep- 
tum was  thickened  and  deflected  to  the  right. 
Horizontal  ridges,  posteriorly,  were  in  contact 
with  middle  turbinals.  Small  polypi  were  in  the 
right  nasal  vault  above  the  middle  turbinals.  A 
large  lymphoid  nearly  filled  the  post-nasal  space. 
The  lymphoid  was  removed,  the  septal  deflection 
corrected,  the  polypi  removed,  and  an  attempt 
made  to  remove  the  posterior  septal  ridge  on  the 
right  side.  From  the  time  this  work  was  com- 
plete till  the  last  of  July  she  was  free  from  nasal 
symptoms ;  mouth  breathing  ceased,  and  she  was 
free  from  asthmatic  and  bronchial  attacks.  From 
that  time  to  September  5th  she  had  four  attacks 
of  catarrhal  and  asthmatic  hay  fever.  One  of 
them  was  very  severe  and  the  others  were  about 
as  usual.  On  the  latter  date  nasal  examination 
showed  a  good  nasal  condition,  except  a  synechia 
where  I  had  attempted  to  remove  the  right  pos- 
terior septal  ridge;  pressure  on  the  opposite 
ridge  by  the  left  middle  turbinal,  and  the  vault  of 
the  right  nasal  passage  above  the  middle  turbinal 
filled  with  small  polypi.  Except  at  these  points 
the  nasal  passages  were  free.  These  defects,  I 
believe,  fully  account  for  the  return  of  the  symp- 
toms late  in  July,  for  it  probably  required  that 
time  for  the  polypi  to  again  grow  after  their  re- 
moval. 

Case  8.  Male,  18;  stenographer;  frail, 
anemic.  Came  under  my  observation  July  29, 
1905,  for  the  first  time.   Gave  a  history  of  a  per- 


sistent nasal  coryza  with  hyper-secretion,  sneez- 
ing and  frontal  pressure  pain,  coincident  with  a 
severe  cough  and  asthma.  This  condition  had 
occurred  during  the  past  three  years  in  June, 
July  and  August.  Nasal  examination  showed  a 
greatly  thickened  septum,  pressing  anteriorly 
against  the  right  turbinal  and  lateral  walls,  and  a 
sharp  prominent  septal  spur  posteriorly  imbedded 
in  the  inferior  turbinal.  These  defects  were  cor- 
rected, the  catarrhal  and  asthmatic  symptoms 
cleared  up  rapidly.  The  cough  and  free  expector- 
ation, while  greatly  diminished,  still  existed  in 
the  first  week  in  September,  and  his  temperature 
was  99  4-5  °.  At  that  time  I  did  not  have  a  chance 
to  examine  his  lungs  or  his  septum,  so  do  not 
know  what  the  remaining  pulmonary  lesion  is. 

Case  9.  Male,  14  years  of  age.  Saw  him  June 
18,  1905,  for  the  first  time.  He  attends  public 
school ;  is  anemic  and  not  robust  in  appearance ; 
has  been  a  mouth  breather  since  3  or  4  years  of 
age.  Gave  a  history  of  rose  cold,  beginning  the 
latter  part  of  May  and  gradually  developing  into 
hay  fever  the  middle  of  August.  The  anterior 
1-3  of  his  septum  was  greatly  thickened  so  that 
both  nasal  passages  were  almost  entirely  blocked. 
He  also  possessed  a  very  large  post-nasal  lym- 
phoid. The  latter  was  removed  and  the  tissue 
and  cartilaginous  hypertrophy  of  the  septum  was 
reduced.  This  was  done  the  week  following  his 
first  visit.  September  10th  he  reported  to  me  that 
nasal  respiration  had  been  been  free  and  clear ; 
the  rose  cold  he  had  at  the  time  of  the  operation 
had  cleared  up  and  remained  so;  and  that  he 
had  not  had  a  single  symptom  of  hay  fever  to  that 
date. 

Case  10.  School-girl  of  14;  large,  unusually 
well  developed  and  very  robust.  Saw  her  in  May, 
1904,  the  first  time.  She  gave  a  history  of  ob- 
structed nasal  breathing  for  a  long  time,  and  se- 
vere attacks  of  hay  fever  occurring  regularly 
about  the  17th  of  August.  These  attacks  had  ex- 
isted since  she  was  9  years  of  age.  Examination 
revealed  a  large  post-nasal  lymphoid,  hypertro- 
phied  tonsils,  a  deflection  involving  nearly  the 
whole  of  the  septum,  and  a  spur  on  the  septum 
at  its  greatest  point  of  deflection.  The  lymphoids, 
tonsils  and  spur  were  removed,  but  the  patient  re- 
fused to  submit  to  an  operation  for  correction  of 
the  septal  deflection.  Nasal  respiration  was 
greatly  improved,  but  in  August,  1904  and  1905, 
her  attacks  of  hay  fever  were  as  severe  as  for- 
merly. The  septal  deflection  encroaches  upon  the 
left  nasal  passage  at  the  present  time  to  such  an 
extent  that  the  slightest  injection  of  membrane  in 
its  vicinity  produces  pressure. 
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Case  II.  Female,  28;  operator.  Saw  her  first 
July  /th.  She  gave  a  history  of  severe  attacks  of 
sneezing,  hyper-secretion,  red  and  watery  eyes, 
brow  pain,  beginning  usually  1st  of  June  and  con- 
tinuing till  the  latter  part  of  September.  She  was 
subject  to  almost  incessant  "colds  in  the  head" 
through  the  rest  of  the  year.  The  history  ex- 
tended back  for  four  years.  Nasal  examination 
showed  a  greatly  thickened  septum  pressing  on 
both  middle  turbinals  and  anterior  lateral  walls 
of  the  nose.  A  large  spur  filled  the  right  nasal 
passage  from  the  above  thickening  to  the  floor. 
This  obstruction  made  nasal  respiration  almost 
impossible  at  any  time  and  accounted  for  her 
mouth  breathing.  The  thickened  septum  was  re- 
duced and  good  air  space  secured.  At  the  time  of 
operation  she  was  still  suffering  severely  from 
her  rose  cold  that  had  begun  early  in  June.  All 
nasal  symptoms  cleared  up  rapidly ;  she  remained 
free  from  her  usual  severe  attacks  during  Au- 
gust. At  present  she  reports  a  comfortable  nasal 
condition  and  improved  health. 

In  these  results  one  case  failed  to  get  any  re- 
relief,  but  the  chief  nasal  defect  remains  uncor- 
rected ;  four  cases  were  entirely  relieved  from 
the  lesser  forms  of  vasomotor  paralysis,  and  the 
severity  of  the  attacks  of  hay  fever  greatly  miti- 
gated, but  not  entirely  relieved ;  seven  cases  were 
entirely  freed  from  all  symptoms.  In  every  ^case 
the  asthmatic  symptoms  were  decidedly  benefited. 
In  every  case  the  general  health  improved  de- 
cidedly and  most  of  the  nasal  symptoms,  other 
than  the  hay  fever,  cleared  up  or  were  lessened. 
While  these  results  do  not  show  a  uniform  im- 
munity from  hay  fever,  yet  in  all  instances  but 
one  the  distressing  symptoms  were  greatly  les- 
sened, and  in  more  than  half  the  cases  entire  free- 
dom from  the  attack  existed. 

The  milder  forms  of  vasomotor  neurosis,  such 
as  rose  cold  and  dust  coryza,  were  cleared  up  en- 
tirely. The  asthmatic  symptoms  were  decidedly 
benefited,  and  only  returned  with  the  more  severe 
irritants  in  August.  Where  the  radical  operation 
has  completely  corrected  the  nasal  defects,  there 
has  been  entire  relief.  In  every  case  only  par- 
tially relieved  there  still  remain  nasal  defects  that 
would  easily  account  for  their  continuance.  If 
there  is  any  relief  for  this  distressing  condition 
that  cripples  so  many  for  six  to  eight  weeks 
every  year,  and  incapacitates  them  to  a  lesser  de- 
gree so  often  at  any  time  of  the  year  by  its  lesser 
forms,  it  must  come  through  a  radical  or  com- 
plete correction  of  the  nasal  defects  that  makes 
possible  the  distressing  symptoms. 


THREE  CASES  OF  HEART  DISEASE. 


BY  EDWARD  E.  CORNWALL,  M.D., 
Visiting  Physician  to  the  Williamsburgh  Hospital." 

The  three  cases  whose  histories  follow  possess 
each  some  point  of  more  than  ordinary  interest. 
The  first,  which  is  a  case  of  myocardial  disease, 
is  noteworthy  on  account  of  its  therapeutics ; 
the  second,  which  is  a  case  of  disease  of  the  endo- 
cardium, exhibited  a  comparatively  rare  lesion ; 
and  the  third,  which  is  a  case  of  pericardial  dis- 
ease, gave  a  clinical  history  and  physical  signs 
which  strongly  suggested  a  wrong  diagnosis. 

I.     A  CASE  OF  FATTY  HEART. 

The  patient  was  a  woman  of  eighty,  weighing 
about  200  pounds.  Her  previous  history  men- 
tions attacks  of  subacute  rheumatism  affecting 
the  muscles  and  finger  joints,  an  attack  of  grip 
when  she  was  seventy-four,  flatulent  dyspepsia, 
and,  for  some  years  past,  palpitation,  shortness 
of  breath  on  exertion,  and  occasional  sinking 
feelings.  During  the  year  before  I  saw  her  the 
symptoms  of  heart  weakness  were  so  severe  that 
she  was  able  to  get  out  of  her  house  only  four 
times ;  and  the  last  time  she  went  out,  which  was  • 
about  four  months  before  I  saw  her,  she  col- 
lapsed after  walking  less  than  half  a  block,  and 
had  to  be  carried  home. 

I  first  saw  her  on  December  20,  1903.  She 
was  then  suffering  so  much  from  weakness  and 
dyspnoea  that .  she  was  able  to  move  only  from 
her  bed  to  a  chair  and  commode.  A  tank  of 
oxygen  stood  constantly  beside  her,  from  which 
she  frequently  found  it  necessary  to  inhale. 

Examination  of  her  heart  showed  increase  in 
the  area  of  cardiac  dulness,  muffling  of  the  first 
sound  and  weakness  of  the  second  sound.  The 
pulse  was  soft,  very  weak  and  very  irregular. 

Her  urine  was  very  acid,  of  a  specific  gravity 
of  1028,  and  contained  a  good-sized  trace  of 
albumin  but  no  sugar. 

As  this  patient  was  very  self-willed  and  of  an 
irritable  temper,  being  excited  to  violent  fits  of 
anger  by  the  most  trifling  causes,  and  as  she 
was  dyspeptic  and  at  the  same  time  a  gourmand ; 
in  order  to  prevent  excitement  and  dyspepsia 
from  aggravating  her  cardiac  disorder,  it  was 
necessary  to  pay  special  attention  to  her  per- 
sonal management  and  to  regulate  her  diet  and 
treat  her  indigestion.  Without  dwelling  on  this 
phase  of  the  therapeutics,  I  will  say  that  a  com- 
promise diet  was  the  best  that  could  be  enforced 
in  a  house  where  the  invalid's  whims  ruled  abso- 
lutely and  the  average  stay  of  a  nurse  was  about 
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two  weeks,  and  that  the  digestive  disturbances 
which  might  have  resulted  from  dietetic  indis- 
cretions were  to  a  large  extent  prevented  by  two 
simple  remedies:  a  half  teaspoonful  of  a  mix- 
ture containing  a  small  dose  of  phosphoric  acid 
with  gentian  and  glycerin  was  given  in  water 
before  meals,  and  a  pill  containing  papain,  soda 
bicarbonat  and  charcoal  was  given  after  meals. 
These  remedies  were  given  steadily  for  nearly 
a  year  and  a  half,  with  excellent  results.  Though 
the  patient  was  occasionally  troubled  with  indi- 
gestion, especially  when  she  surreptitiously 
indulged  her  appetite  contrary  to  directions,  her 
gastric  condition  vastly  improved,  and  was,  in- 
deed, as  good  as  could  be  reasonably  expected 
under  the  circumstances.  In  the  treatment  of  her 
irritability  much  benefit  was  derived  from  a  pill 
containing  one  grain  each  of  asafoetida,  sumbul 
and  valerian. 

The  heart  stimulant  used  with  most  effect  in 
this  case  was  strychnine  sulphate.  It  was  given 
at  first  in  doses  of  a  sixtieth  of  a  grain  four  times 
a  day,  but  the  amount  was  gradually  increased 
as  tolerance  developed  until  the  patient  was  tak- 
ing a  thirtieth  of  a  grain  seven  times  in  the 
twenty  hours  at  the  end  of  nine  months,  and  a 
fifteenth  to  a  twelfth  of  a  grain  at  the  end  of 
sixteen  months.  Seven-twelfths  of  a  grain  a  day 
given  hypodermatically  was  the  limit  of  toler- 
ance in  this  case.  Up  to  that  dosage  no  toxic 
symptoms  appeared,  but  any  increase  beyond  it 
produced  slight  muscular  twitchings. 

Besides  strychnine,  which  was  given  steadily 
for  nearly  nineteen  months  in  the  doses  men- 
tioned, auxiliary  heart  stimulants  were  employed. 
Aromatic  ammonia  in  small  doses  p.  r.  ri.  was 
particularly  useful.  Four  drops  of  tincture  of 
strophanthus  every  three  or  four  hours  were 
given  occasionally  for  short  periods  with  ap- 
parent benefit.  Whiskey  was  given  throughout 
in  small  doses,  the  total  daily  amount  never 
exceeding  two  ounces.  Oxygen  was  always  kept 
at  hand,  but  most  of  the  time  was  rarely  called 
for. 

i  (rider  this  treatment  the  patient's  heart  action 
greatly  improved,  and  soon  she  was  able  to  walk 
around  her  room,  and  later  to  walk  into  adjoin- 
ing rooms  on  the  same  floor,  though  she  did  not 
attempt  to  go  down  stairs.  A  year  after  I  first 
saw  her  her  stomach  was  probably  in  better  con- 
dition than  it  had  been  for  several  years,  and  the 
trace  of  albumin  in  her  urine  had  almost,  though 
not  quite,  disappeared.  She  passed  daily  three 
or  four  pints  of  urine  of  a  specific  gravity  of 
1020  to  1030,  in  which  usually  there  was  an 


excess  of  urates.  Of  course  she  became  addicted 
to  the  use  of  strychnine  and  could  not  live  with- 
out it,  but  it  apparently  produced  no  bad  effects 
whatever. 

This  condition  of  comparative  comfort  was 
suddenly  changed  in  the  middle  of  April,  1905, 
by  a  severe  emotional  disturbance,  attended  with 
a  violent  fit  of  anger,  which  strained  the  weak 
heart  muscle  beyond  its  capacity  to  recover. 
From  this  time  the  patient  steadily  declined, 
until  July  12,  1905,  when  she  died.  She  was  no 
longer  able  to  walk  around  her  room,  but  was 
confined  to  her  bed.  The  condition  of  her 
stomach  became  so  bad  from  passive  congestion 
that  she  was  able  to  take  only  peptonized  milk 
and  panopepton,  and  during  the  last  two  weeks 
only  rectal  alimentation  was  possible. 

The  treatment  of  her  heart  during  this  final 
period  of  three  months  included  the  constant  use 
of  nitroglycerin  and  morphine  with  the  strych- 
nine (all  given  hypodermatically).  One  two- 
hundredth  of  a  grain  of  nitroglycerin  was  given 
seven  times  in  the  twenty-four  hours  with  the 
strychnine,  and  morphine  was  given  two  or  three 
times  a  day.  At  first  the  dose  of  morphine  was 
only  one-sixteenth  of  a  grain,  but  it  was  neces- 
sary in  the  first  month  to  run  the  dose  up  to  over 
half  a  grain.  Subsequently,  it  was  reduced  to  a 
sixth  or  an  eighth  of  a  grain,  and  was  kept  at 
about  that  dosage  until  the  end.  'Without  the 
use  of  nitroglycerin  and  morphine,  it  is  doubtful 
if  the  patient  could  have  been  kept  alive  during 
the  last  three  months. 

II.     A  CASE  OF  ENDOCARDITIS. 

The  patient  was  a  laborer,-  aged  forty-five. 
Nothing  was  discovered  in  his  previous  history 
which  bore  any  reference  to  his  morbid  condi- 
tion, except  the  fact  that  he  worked  in  a  rosin 
factory,  where  he  had  to  lift  heavy  weights.  In 
November,  1904,  he  first  began  to  suffer  from 
dyspnoea  on  exertion,  to  feel  weak,  and  to  be 
troubled  with  a  dry,  hacking  cough.  These 
symptoms  increased  in  severity  until  A I  arch  23, 
1905,  when  he  was  admitted  to  the  Williams- 
burgh  Hospital. 

On  admission  he  was  suffering  from  extreme 
dvspnoea  and  a  distressing"  cough.  He  was  some- 
what cyanotic.  His  pulse  was  about  eighty,  very 
small,  feeble  and  irregular  :  and  the  stethescope 
showed  that  his  heart  action  was  more  frequent 
than  his  pulse  rate  in  about  the  proportion  of 
three  or  four  to  two.  The  heart  sounds  were  so 
feeble  and  rapid  that  it  was  difficult  to  make 
them  out ;    and  there  was  almost  a  delirium 
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cordis.  No  murmurs  could  be  distinguished 
among  them.  The  area  of  cardiac  dulness  was 
considerably  increased.  The  area  of  liver  dul- 
ness extended  downward  about  an  inch.  There 
was  dulness  and  bronchial  breathing  over  most 
of  the  right  lung.  The  lower  extremities  were 
. moderately  edematous.  The  urine  was  acid,  of 
a  specific  gravity  of  1020,  and  contained  albumin 
and  casts. 

During  the  first  week  of  his  stay  in  the  hos- 
pital the  patient's  condition  grew  steadily  worse. 
He  suffered  extremely  from  dyspnoea  and  cough, 
and  he  was  delirious  in  the  night  time.  After 
the  first  week  he  had  no  more  delirium,  and  his 
dyspnoea  slightly  improved,  but  it  was  always 
too  great  to  permit  him  to  lie  down.  He  slept, 
usually  with  the  assistance  of  a  small  dose  of 
morphine,  in  a  semi-sitting  position.  His  heart 
action  became  somewhat  less  confused,  but  the 
improvement  was  not  marked.  During  most  of 
the  time  his  pulse  rate  was  between  forty  and 
fifty,  while  his  heart  beats  were  two  or  three 
times  as  numerous. 

In  the  attempt  to  restore  the  lost  cardiac  bal- 
ance in  this  case  changes  were  rung  on  most  of 
the  commonly  used  heart  stimulants.  Digitalis 
in  the  form  of  the  ordinary  tincture  and  the  fat 
free  tincture  was  given  in  moderate  and  large 
doses,  bat  without  much  benefit.  Better  results 
were  produced  by  strophanthus,  given  at  first  in 
moderate,  and  later,  after  tolerance  had  been 
established,  in  large  doses.  Strychnine  was  given 
continuously,  and  whiskey  and  aromatic  am- 
monia were  given  p.  r.  n.  Morphine  in  small 
doses  was  necessary  to  relieve  the  dyspncea  and  to 
carry  the  patient  through  frequent  cardiac  crises. 
The  other  heart  stimulants  tried  in  this  case  de- 
serve no  mention. 

As  this  hopeless  case  advanced  towards  its 
inevitable  end  the  symptoms  of  venous  stasis 
increased.  Edema,  which  was  often  considerable, 
though  never  extreme  in  amount,  was  for  a  time 
confined  to  the  lower  limbs,  but  later  it  appeared 
in  the  face  and  neck,  and  finally  became  general. 
There  was  moderate  ascites,  which  was  relieved 
by  tapping  and  withdrawal  of  small  quantities 
of  fluid.  Over  the  right  lung  dulness  and  bron- 
chial breathing  could  always  be  heard,  and 
usually  a  few  rales,  and  in  time  the  left  lung 
became  full  of  rales.  The  urine  was  diminished 
in  amount  and  always  contained  albumin. 

After  a  few  months,  when  the  heart  sounds 
had  become  a  little  clearer,  murmurs  were  dis- 
tinguished. These  murmurs  were  heard  by  me 
more  distinctly  than  at  any  previous  time  on  the 
day  before  the  patient  died.    Then  a  systolic 


murmur  of  moderate  intensity  in  the  region  of 
the  apex  and  transmitted  a  few  inches  in  the 
direction  of  the  axilla  was  made  out,  and  another 
systolic  murmur  of  a  slightly  different  tone  was 
audible  in  the  region  immediately  around  the 
sixth  costo-sternal  articulation.  The  aortic 
second  sound  could  not  be  heard  at  all.  The 
pulmonary  second  sound  was  audible  but  faint. 
Visible  pulsation  of  the  right  jugular  vein  was 
noticed,  but  pulsation  of  the  liver  was  not  made 
out. 

As  a  result  of  this  last  examination,  the  diag- 
nosis, which  had  been  somewhat  in  doubt  before, 
was  made  positively.  It  was  combined  mitral 
and  tricuspid  insufficiency. 

The  autopsy,  which  was  performed  on  Septem- 
ber 18,  1905,  within  a  few  hours  after  death,  con- 
firmed this  diagnosis.  The  heart  was  found 
much  dilated  with  hypertrophy  of  both  ventricles. 
It  weighed  two  and  half  pounds.  The  flaps  of  the 
mitral  valve  contained  flat  vegetations  and  were 
thickened  and  retracted.  The  flaps  of  the  tri- 
cuspid valves  were  also  thickened  and  retracted 
and  contained  vegetations.  Near  the  center  of 
the  rim  of  each  flap  of  the  aortic  valve  was  a 
small  vegetation  a  little  larger  than  a  pin-head, 
and  the  flaps  were  somewhat  thickened  and 
slightly  insufficient.  The  pulmonary  valve  was 
normal.  The  inferior  and  superior  vena?  cav^e 
were  greatly  dilated.  There  was  a  soft,  white 
clot  in  the  right  ventricle.  The  liver  weighed 
three  and  a  half  pounds  after  it  was  emptied  of 
its  blood.  Its  apparent  enormous  enlargement 
was  due  to  the  dilatation  of  its  veins.  The  right 
lung  was  tough  and  leathery,  the  left  lung  ap- 
parently normal.  The  kidneys  showed  the  lesions 
of  chronic  congestion. 

In  the  absence  of  an  adequate  previous  history 
in  this  case,  we  can  only  conjecture  what  was 
the  origin  of  the  lesions  found  in  the  autopsy. 
It  is  a  reasonable  guess  that  the  patient  had 
rheumatism  in  childhood  which  damaged  the 
three  valves,  hut  not  sufficiently  to  prevent 
prompt  compensation,  and  that  the  laborious 
occupation  in  which  In-  engaged  broke  down  this 
compensation. 

III.     A  CASE  OF  PERICARDITIS. 

The  patient,  a  laboring  man  of  42,  was  taken 
early  in  August,  1904,  with  pains  in  his  shoulders 
which  were  soon  followed  by  pain  in  his  right 
chest  below  the  scapula,  fever,  dry,  racking 
cough,  and  dyspncea.  The  cough  and  dyspnoea 
grew  worse,  and  he  became  very  weak.  A  phy- 
sician who  attended  him  diagnosed  his  case  first 
as  pneumonia  and  then  as  pleurisy. 
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I  first  saw  the  patient  on  August  24,  1904, 
when  he  had  been  ill  about  three  weeks.  He  was 
then  cyanotic,  with  a  pulse  extremely  weak  and 
irregular.  The  area  of  cardiac  dulness  was 
greatly  increased  and  the  heart  sounds  were  very 
faint.  Over  the  lower  half  of  the  right  lung 
there  was  dulness  on  percussion  and  bronchial 
breathing  and  a  few  rales  could  be  heard. 

The  patient  was  stimulated  and  immediately 
carried  to  the  Williamsburgh  Hospital.  There, 
under  treatment  with  strychnine,  strophanthus, 
whiskey,  etc.,  he  steadily  improved.  In  about 
three  weeks  the  consolidation  in  his  right  lung 
cleared  up  completely,  and  at  the  expiration  of 
a  month  he  walked  out  of  the  hospital  apparently 
cured  except  for  some  weakness. 

The  diagnosis  which  I  made  at  this  time  was 
pericarditis  complicating  lobar  pneumonia  and 
delaying  its  resolution.  The  possibility  that 
rheumatism  in  the  shoulders  occurred  at  the  be- 
ginning of  the  attack  and  produced  the  pericar- 
ditis was  considered,  but  the  history  was  not  suf- 
ficiently clear  to  allow  that  cause  to  be  accepted 
in  place  of  the  more  obvious  one  of  pneumonia. 
There  was  evidence  that  the  pneumonia  existed, 
and  the  rheumatic  history  was  vague  as  well  as 
slight. 

After  leaving  the  hospital  the  patient  still  suf- 
fered from  some  dyspnoea  on  exertion,  and  was 
advised  to  confine  his  activities  within  narrow 
limits.  This  advice  he  disregarded  on  October 
19,  1904,  when  he  walked  up  two  flights  of  steep 
stairs.  Symptoms  of  dilatation  of  the  heart  fol- 
lowed, and  the  next  day  he  was  taken  again  to 
the  Williamsburgh  Hospital,  where  he  remained 
until  his  death,  which  occurred  April  23,  1905. 

During  this  last  six  months  of  his  history  he 
had  short  periods  of  slight  improvement,  but  on 
the  whole  his  course  was  steadily  downwards. 
Edema,  which  was  at  times  considerable,  affected 
chiefly  his  lower  limbs  and  scrotum.  His  lungs 
were  chronically  congested,  and  he  was  har- 
rassed  by  a  constant  cough  accompanied  with 
profuse  expectoration.  His  urine  was  dimin- 
ished in  amount  and  contained  albumin. 

The  condition  of  this  patient's  heart  after  his 
second  admission  to  the  hospital  was  a  puzzling 
one.  The  original  diagnosis  of  acute  pericarditis 
was  changed  to  chronic  pericardial  adhesions,  but 
an  endocardial  lesion  was  strongly  suspected. 
The  area  of  cardiac  dulness  remained  large,  and 
the  heart  action  was  always  feeble  and  irregular 
both  as  heard  in  the  chest  and  felt  at  the  wrist. 
The  pulse,  which  averaged  about  100.  was  weak, 
small  and  irregular.   Many  and  careful  examina- 


tions failed  to  reveal  any  valvular  murmur, 
though  a  doubling  of  the  first  sound  of  the  heart 
could  be  heard  at  the  apex.  This  suggested  a 
presystolic  murmur,  but  it  could  never  be  identi- 
fied as  such.  It  was  a  click  or  pat  accompanying 
the  first  sound.  Several  physicians  who  saw  this 
with  me  inclined  to  the  diagnosis  of  mitral  ste- 
nosis, and  the  clinical  course  perfectly  bore  out 
such  a  diagnosis. 

In  the  part  of  the  treatment  of  this  case  which 
was  directed  toward  relieving  the  cardiac  symp- 
toms most  of  the  heart  stimulants  in  good  use 
were  employed  at  different  times.  Strychnine 
strophanthus,  whiskey,  ammonia  and  morphine 
proved  the  most  valuable.  Strychnine  was 
given  throughout  in  moderate  doses. .  Stro- 
phanthus was  given  at  first  in  moderate  doses, 
and  later,  when  tolerance  was  established,  in 
large  doses  (thirty  drops  every  four  hours). 
This  drug  was  continued  during  most  of  the  time 
after  it  had  been  demonstrated  that  digitalis  did 
not  act  well.  Morphine  was  necessary  to  relieve 
the  cough  and  tide  the  patient  over  numerous 
cardiac  crises. 

Sparteine  was  given  a  good  trial  in  this  case  in 
large  doses  (half  a  grain  four  times  a  day)  with- 
out proving  its  right  to  be  on  the  list  of  our 
effective  heart  stimulants.  I  have  never  found 
good  results  follow  the  use  of  this  drug,  and  be- 
lieve that  what  little  action  it  has  as  a  heart 
stimulant  is  more  than  covered  by  other  and  bet- 
ter drugs. 

The  diagnosis  was  cleared  up  by  the  autopsy. 
The  heart  was  found  to  be  dilated  with  thickened 
ventricular  walls.  Its  upper  anterior  surface  was 
very  firmly  glued  to  the  sternum  by  extensive 
adhesions,  and  downwards  and  backwards  from 
the  apex  extended  a  tough  adhesion  as  thick  as  a 
man's  thumb.  Between  these  two  adhesions  the 
heart  was  held  fast.  The  valves  were  all  normal 
except  the  aortic  valve,  two  of  whose  flaps  were 
united  by  an  old  inflammatory  process  for  about 
one-sixth  of  their  arc  at  their  common  base. 
The  stenosis  thus  caused  was  not  sufficient 
to  account  for  the  symptoms,  which  were  un- 
doubtedly due  to  the  powerful  adhesions.  In 
fact,  it  was  not  possible  to  imagine  how  the  tram- 
meled heart  could  perform  a  satisfactory  systole, 
and  it  probably  never  did  so  after  these  adhesions 
were  fully  developed.  As  the  inferior  adhesion, 
which  was  too  large  and  strong  to  be  torn  away, 
gradually  contracted,  systole  of  the  ventricles 
must  have  become  more  and  more  difficult.  The 
peculiar  sound  heard  in  connection  with  the  first 
heart  sound  was  probably  due  to  the  tug  made  by 
the  inferior  adhesion  at  the  beginning  of  systole. 
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The  three  cases  whose  histories  have  been 
briefly  given  were  hopeless  from  the  start,  and 
the  most  that  could  be  expected  from  their  treat- 
ment was  prolongation  of  life.  In  the  thera- 
peutics employed  for  that  purpose  a  few  practical 
points  may  be  noted. 

In  the  first  case  we  see  an  illustration  of  the 
value  of  strychnine  in  cardiac  insufficiency  due 
to  disease  of  the  myocardium.  In  such  conditions 
it  is  unquestionably  our  best  drug.  It  also 
appears  that  this  drug  can  be  given  for  long 
periods,  and  after  tolerance  has  been  estab- 
lished, in  large  doses,  without  any  noticeable  bad 
effects.  And  old  age  does  not  seem  to  be  a  contra- 
diction to  its  free  use.  In  this  connection  it  should 
be  remembered  that  great  differences  in  suscep- 
tibility to  the  action  of  this  drug  exist  among 
different  people,  and  the  dose  at  first  should  be 
small.  Also,  small  doses  given  frequently  often 
produce  better  results  than  larger  ones  at  rarer 
intervals. 

Another  interesting  therapeutic  fact  brought 
out  in  the  treatment  of  the  first  case  is  that  nitro- 
glycerin in  small  continued  doses  is  a  valuable 
adjuvant  to  strychnine  in  advanced  stages  of 
fatty  heart.  But  though  nitroglycerin  played  an 
important  part  in  prolonging  the  life  of  this 
patient,  it  should  not  be  forgotten  that  it  is  essen- 
tially an  emergency  remedy  with  a  limited  range 
of  applicability.  It  is  very  rarely  that  it  can  be 
used  with  advantage  in  continued  dose.  I  believe 
that  its  continued  use  should  be  reserved  for 
desperate  cases,  such  as  the  one  described. 
Whether  it  is  capable  of  doing  harm  when  given 
for  long  periods  is  a  question  on  which  differ- 
ence of  opinion  exists,  but  I  am  inclined  to  think 
that  it  does. 

The  power  of  morphine  to  carry  a  patient  over 
a  severe  cadiac  crisis  was  well  illustrated  in  all 
three  cases,  and  in  the  first  case  it  is  also  worth 
noting  what  large  doses  the  aged  patient  took 
without  apparent  hurt.  Of  course  she  died,  but 
without  the  morphine  she  would  have  died  two 
or  three  months  earlier. 

In  the  second  case  we  see  an  illustration  of 
what  seems  to  be  a  good  principle  in  cardiac 
therapeutics.  It  is  this :  In  uncompensated  val- 
vular disease  in  which  the  prognosis  as  regards 
recovery  of  compensation  is  bad,  strophanthus 
generally  acts  better  than  digitalis.  And  in  dila- 
tation of  the  heart  from  any  cause  where  the 
prognosis  is  bad  strophanthus  usually  is  more 
effective  than  digitalis,  though  less  effective  than 
strychnine  and  alcohol  when  there  is  much  myo- 
cardial degeneration.    It  can  be  used  in  con- 


tinuous doses  for  long  periods  and  in  large  doses 
after  tolerance  has  been  established. 

Strophanthus  is  a  cardiac  stimulant  in  which 
my  confidence  has  steadily  grown  ever  since  I 
first  used  it.  I  do  not  remember  that  it  ever 
entirely  disappointed  me.  With  digitalis  and 
strychnine  it  makes  the  "Big  Three"  of  cardiac 
therapeutics. 

146  Herkimer  Street. 


TRANSACTIONS  OF  SOCIETIES. 


THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  September  19,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

There  were  about  100  members  present. 
The  meeting  was  called  to  order  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 

report  of  council. 
The  following  candidates  for  membership  have 
been  accepted  by  the  Council : 

Edwin  M.  Beery,  313  Lafayette  Ave. 
Edward  Eberle,  Kingston  Avenue  Hospital. 

NEW  MEMBERS. 

The  following  candidates  having  been  duly 
proposed  and  acepted  by  the  Council  were  de- 
clared, by  the  President,  elected  to  active  mem- 
bership : 

Paul  Kavenaugh,  136  South  Ninth  St. 

J.  Cortelyou  Rushmore,  470  Washington  Ave. 

APPLICATIONS  FOR  MEMBERSHIP. 

Applications  have  been  received  from  the  fol- 
lowing: 

George  Burhard,  187  Jefferson  Ave.,  Univer- 
sity of  Munich,  1904. 

Proposed  by  F.  Weisbrod,  seconded  by  R.  S. 
Fowler. 

John  Hathaway  Long,  97  Halsey  St.,  L.  I.  C. 
H.,  1903. 

Proposed  by  Wm.  S.  Hubbard,  seconded  by 
Membership  Committee. 

John  C.  Merchant,  162  Engert  Ave.,  Albany 
Med.,  1903. 

Proposed  by  C.  D.  Napier,  seconded  by  R.  E. 
Kinloch. 

DECEASED  MEMRERS. 

The  Chairman  of  the  Historical  Committee  re- 
ported the  following  deaths : 
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Walter  Bryan,  A.M.,  M.D.,  died  June  26,  1905, 
University  of  New  York,  M.D.,  1890.  Member 
1891-1905. 

George  Wackerhagen,  M.D.,  died  July  25, 
1905,  P.  &  S.,  N.  Y.,  M.  D.,  1869.  Member  1870- 
1905. 

Setb  Dickinson  Boggs,  M.D.,  died  August  10, 
1905,  Bellevue  Medical  College,  M.D.,  1887. 
Member  1887- 1905. 

Thomas  A.  Joye,  M.D.,  died  August  19,  1905, 
P.  &  S.,  Baltimore,  M.  D.,  1875.  Member  1878- 
1892. 

Robert  Ormiston,  M.D.,  117  South  Elliott 
Place,  died  September  19,  1905,  University  Penn- 
sylvania, M.D.,  1858.   Member  1861-1905. 

RESOLUTIONS. 

The  following  resolution  was  presented  by  the 
Council,  and,  on  motion,  duly  carried,  adopted : 

Whereas,  There  is  heard  so  much  complaint  of 
substitution  by  retail  druggists  in  the  compound- 
ing of  physicians'  prescriptions ;  and 

Whereas,  Our  success  as  physicians  in  the  cure 
of  disease  and  the  welfare  of  our  patients  are 
alike  placed  in  jeopardy  by  the  substitution  of 
drugs  other  than  those  ordered  by  us ;  therefore, 
be  it 

Resolved,  That  we,  the  members  of  The  Medi- 
cal Society  of  the  County  of  Kings  do  most  heart- 
ily condemn  the  practice  of  such  substitution,  and 
call  upon  the  pharmaceutical  profession  to  safe- 
guard with  us  the  interests  of  the  public  by  con- 
demning all  such  acts  of  substitution. 

The  Secretary,  on  behalf  of  the  Council,  pre- 
sented the  following  resolution : 

Resolved,  That  the  Trustees  of  The  Medical 
Society  of  the  County  of  Kings  be,  and  they  are 
hereby,  authorized  to  issue  seven  hundred  (700) 
bonds  of  fifty  dollars  ($50)  each,  without  inter- 
est, and  sell  the  same  among  the  members  of  said 
Society  or  among  others  and  apply  the  proceeds 
thereof  to  the  payment  or  reduction  of  the  mort- 
gage for  thirty-five  thousand  dollars  ($35,000), 
now  a  lien  upon  the  real  estate  of  said  Society,  and 
that  the  President  and  Treasurer  of  said  Society 
sign  and  seal  said  bonds.  That  five  per  centum 
(5%)  °f  the  bonds  sold  be  redeemed  in  December 
of  each  year  by  lot,  and  providing  that  in  case  of 
the  death  of  the  original  purchaser  of  a  bond  or 
bonds,  such  bond  or  bonds  at  the  time  of  his 
death  shall  be  among  those  redeemed  in  Decem- 
ber next  following  his  decease,  and  that  the  Pres- 
ident be  authorized  to  appoint  a  committee  of 
thirty  (30)  from  among  the  membership  of  the 
Society  to  dispose  of  these  bonds : 


A  motion  was  made  and  seconded  that  the  re- 
port be  accepted  and  the  recommendation  to  issue 
700  bonds  at  $50  each  be  approved. 

An  amendment  was  offered  and  duly  seconded 
that  action  on  this  proposition  be  postponed  until 
the  October  meeting,  and  that  due  notice  of  an 
intention  to  proceed  with  the  consideration  of  this 
question  be  included  on  the  October  folder  and 
sent  to  each  member.  On  a  viva  voce  vote  the 
amendment  was  declared  lost.  The  yeas  and 
nays  being  called  for,  a  rising  vote  was  taken, 
and  the  President  again  declared  the  amendment 
lost. 

The  original  motion  was  then  put  to  the  house 
and  carried. 

The  following  committee  of  thirtv  was  ap- 
pointed by  the  President  in  acordance  with  the 
resolution  already  adopted : 

John  Harrigan,  John  A.  McCorkle,  George  D. 
Hamlin,  R.  L.  Dickinson,  Fred.  D.  Bailey,  Wil- 
liam D.  Brader,  George  McXaughton,  Chas. 
Scofield,  John  O.  Polak,  W.  S.  Applegate,  H. 
B.  Delatour,  J.  C.  MacEvitt,  J.  M.  Van  Cott, 
A.  T.  Bristow,  J.  M.  Winfield,  G.  R.  Fowler, 
Wm.  Browning,  H.  A.  Fairbairn,  C.  N.  Cox,  J. 
E.  Sheppard,  W.  C.  Wood,  W.  F.  Dudley,  J.  P. 
Warbasse,  T.  R.  French,  O.  A.  Gordon,  W.  F. 
Campbell,  J.  A.  Lee,  J.  R.  Stivers,  W.  A.  Jewett, 
N.  T.  Beers,  Paul  Pilcher. 

On  motion  duly  carried,  a  vote  of  thanks  was 
tendered  to  Dr.  Fleming  for  his  solution  of  the 
very  important  question  of  the  debt  of  the  So- 
ciety. 

SCIENTIFIC  PROGRAM. 

I.  Paper:  Relief  of  Hay  Fever  by  Radical  In- 
tra-Nasal  Operation.  By  Dr.  Alexander  C.  Howe. 

Discussed  by  Drs.  Braislin,  McClelland,  Lutz 
and  Collins.    Closed  by  Dr.  Howe. 

Adjourned. 

John  A.  Lee, 

Secretary. 


DISEASES    OF   THE   GALL    BLADDER    AND  BILE 
DUCTS,    WITH    SPECIAL    REFERENCE  TO 
THEIR   RELATION    TO  DISEASES 
OF  THE  STOMACH  AND 
INTESTINES 


BY  PROF.  C.  A.  EWALD. 
Translated  from  the  German  by  Dudley  I).  Roberts,  M.D. 

As  is  generally  known,  our  conceptions  of  dis- 
eases of  the  gall  bladder  and  bile  ducts  have 
undergone  a  fundamental  change  in  the  last  ten 
years.     The  development  of  stones  and  the  in- 

*  Published  in  Modem  Medical  Library  series,  by  Dr.  Ka- 
rewski,  Berlin;    Dec.,  1904. 
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flammatory  processes  have  been  more  clearly  ex- 
plained to  us.  Through  the  researches  of  Bloch, 
Terrier,  Bouchard,  Mignot  and  others  we  know 
that  cholecystitis,  cholangitis  and  gall  stones  are 
all  caused  by  a  bacterial  invasion.  We  also  know 
that  there  must  be  a  simultaneous  invasion  of 
bacteria  and  a  stagnation  of  the  bile.  Fresh  bile 
is  sterile,  and  the  passages  are  free  from  bac- 
teria except  at  the  lowermost  end  where  there 
may  be  a  few  colon  bacilli.  As  soon  as  the  bile 
flow  is  blocked,  we  have  the  necessary  condition 
present  for  the  growth  of  bacteria. 

The  infecting  bacteria  enter  the  passages,  usu- 
ally, from  the  intestine,  rarely  from  the  blood. 
The  researches  of  Scherrington  gainsay  a  blood 
origin ;  on  the  other  hand,  W elch  was  able  to 
demonstrate  typhoid  bacilli  in  the  gall  bladders 
of  dogs  even  three  or  four  months  after  their 
injection  into  the  blood,  although  he  could  find 
them  in  no  other  organ. 

It  might  be  thought  that  in  a  bacteriaemia,  a 
cholangitis  would  necessarily  begin  before  or  at 
least  simultaneously  with  a  cholecystitis ;  but  this 
is  not  the  case.  It  is  very  certain  that  the  gall 
bladder  is  first  attacked,  and  this  with  good  rea- 
son, for  it  is  a  diverticulum  in  which  transient 
stagnation  is  very  readily  induced. 

NATURE  OF  THE  BACTERIA. 

The  bacteria  that  may  be  the  invaders  are  the 
colon  bacilli,  the  typhoid  bacillus,  strepto  and 
staphylococci  and  the  pneumococcus.  The  cocci 
are  usually  present  as  a  mixed  infection  where 
there  is  a  suppurative  process. 

Riedel,  finding  the  majority  of  cases  studied 
by  him  had  sterile  gall-bladder  contents,  promul- 
gated the  idea  of  an  "asceptic  foreign  body  in- 
flammation" due  to  gall  stones.  But  Peterson 
found  the  contents  infected  in  46  out  of  50  cases 
of  cholelithiasis  that  he  investigated. 

The  colon  bacillus  is  present  most  commonly, 
and  this,  as  we  know,  can  be  changed  from  a 
harmless  parasite  into  a  most  virulent  organism. 
We  must  grant  that  it  reaches  the  bile  ducts  from 
the  intestine.  Mieczkowski  was  able  to  demon- 
strate the  colon  bacillus  18  times  in  the  23  cases 
that  he  studied,  partly  in  pure  culture  and  partly 
mixed  with  the  cocci.  In  41  studies  by  Merk, 
the  bile  was  sterile  in  only  15,  and  in  26  cases 
there  was  the  colon  bacillus  alone  or  with  the 
cocci.  It  may,  therefore,  be  thought  that  the 
absence  of  the  organisms  at  the  time  of  the  search 
docs  not  prove  that  they  have  not  been  present  at 
all.  They  might,  indeed,  have  died  off,  as  is  show  n 
in  the  cases  where  bacteria  are  found  in  the  stones 
but  none  in  the  bile. 


It  is  possible  that  the  bacteria  other  than  the 
colon  group  can  enter  the  biliary  passages  by  way 
of  the  blood. 

Chiari,  in  22  cases  of  typhoid  studied  by  him, 
found  the  characteristic  bacteria  in  the  bladder 
19  times,  15  times  alone  and  4  times  associated 
with  other  organisms. 

INFLAMMATION  AND  STONE  FORMATION. 

The  results  of  infection  are  inflammation  and 
the  formation  of  stones.  Chiari  in  his  cases 
found  inflammation  of  the  wall  of  the 
gall  bladder  thirteen  times.  Similar  find- 
ings have  been  made  by  other  observers,  but 
they  do  not  show  such  an  immediate  connection 
between  bacterial  invasion  and  inflammation.  The 
stone  formation  is  another  result  of  the  infection. 
I  will  not  discuss  at  length  how  this  comes  about : 
it  is  made  clear  through  the  works  of  von  Nau- 
nyn,  Gilbert  and  Domenichi,  Girode,  Mignot  and 
others.  An  infectious  catarrh  of  the  bladder  wall 
is  essential  and,  indeed,  as  Mignot  showed,  ex- 
perimentally, and  Miyak  in  Miculicz's  clinic"  has 
substantiated,  the  stone  formation  is  connected 
with  a  diminution  of  the  normal  virulence  of 
the  introduced  bacteria.  The  desquamation  of 
epithelial  cells  offers  the  first  nucleus  for  the 
stone  formation. 

But  the  question  here  presents  itself,  how  does 
it  happen  that  certain  circumstances  present  in 
one  individual  can  lead  to  stone  formation  and 
in  another  individual  have  no  such  result?  And 
is  the  formation  of  stones  exclusively  brought 
about  through  catarrh  due  to  bacterial  invasion 
or  can  other  causes  operate.* 

We  all  have  colon  bacilli  in  our  intestines,  but 
do  not  all  have  gall  stones,  but  many  of  us  may 
harbor  a  latent  stone.  Moreover,  there  is  not  an 
entrance  of  bacteria  into  the  gall  bladder  in  every 
case  of  typhoid.  Even  if  we  find  stones  we  can- 
not say  with  certainty  that  the  stone  formed  about 
the  agglutinated  bacilli :  they  might  have  entered 
into  a  preformed  stone  (  included  in  its  further 
growth ) . 

According  to  the  facts  as  presented  by  Giauf- 
fard,  out  of  68  cases  of  cholecystitis  only  18  had 
had  a  previous  attack  of  typhoid  fever,  and  out  of 
66  cases  of  another  nature  only  15  had  had  a 
previous  typhoid.     Moreover,  out  of  171  cases 

*  II.  Ehret  (Zcit.  f.  Klin.  Med.)  relates  experiments  showing 
the  importance  of  resistance  of  the  organism  to  infection.  If 
dogs  are  artificially  infected  through  the  hlood,  it  is  difficult  to 
set  up  a  cholecystitis  after  a  few  weeks.  Animals  having  had 
an  experimental  cholecystitis  hardly  react  to  colon  bacillus.  If 
new  portions  of  the  bile  ducts  are  affected  after  cholecystitis 
has  been  in  existence  for  some  time,  the  symptoms  arc  much  less 
severe.  If  streptococci  are  injected  where  colon  bacilli  have 
been  present  for  some  time,  a  new  rise  of  temperature  will 
generally  be  noticed.  Animals  experimented  on  usually  survive 
unless  operated  on  during  the  attack  of  acute  inflammation. — 
1).  I).  R. 
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of  typhoid  fever  only  18  developed  colic  after- 
ward ;  in  only  one  case  did  colic  appear  soon  after 
the  typhoid  was  over,  while  in  the  other  cases 
the  shortest  interval  that  elapsed  before  the  de- 
velopment of  the  colic  was  many  years.  The 
stones  are  most  frequently  found  in  the  gall  blad- 
der, far  more  seldom  in  the  finer  intra  hepatic 
ducts.  Now,  if  we  take  it  for  granted  that  there 
is  always  a  predisposing  catarrh,  is  there,  indeed, 
always  a  bacterial  infection  that  causes  it?  W. 
Hunter,  relying  on  his  published  investigations 
concerning  the  poisoning  by  toluylendiamin, 
which  brings  about  a  pronounced  catarrh  of  the 
bile  ducts,  when  it  is  administered  to  animals,  ex- 
presses the  conviction  that  an  injury  can  result 
to  the  walls  of  the  biliary  ducts  from  chemical 
substances  carried  in  the  portal  vein.  Manches 
supports  this  view.  However,  this  does  not  mean 
that  every  poison  that  exerts  a  chronic  irritation 
on  the  hepatic  cells,  for  instance  alcohol,  particu- 
larly leads  to  the  formation  of  gall  stones ;  or,  in 
other  words,  hepatic  cirrhosis  and  gall  stones 
are  not  so  commonly  associated  in  the  same  in- 
dividual that  a  common  cause  can  be  presumed. 
It  is  an  interesting  fact  that  gall  stones  are  fre- 
quent in  certain  families.  Every  experienced 
practitioner  has  observed  examples  of  this.  Du- 
four  states  that  in  338  cases  of  gall  stones,  ob- 
served by  him,  there  was  a  history  of  liver  trouble 
in  the  direct  line  in  35  per  cent.,  and  in  20  per 
cent,  a  history  of  actual  gall  stone  troubles. 

CAUSATION  OF  GALL  BLADDER  COLICS. 

Another  important  question  is,  when  do  the 
stones  cause  symptoms ;  or,  on  the  other  hand, 
are  pains  in  the  gall  bladder  region  always  caused 
by  stones? 

The  general  acceptation  was  that  pains  in  the 
liver  region — the  liver  or  gall  bladder  colics — 
first  happened  when  a  stone  passed  from  the  gall 
bladder  and  squeezed  into  the  cystic  duct.  There 
was  no  other  explanation  for  the  colics.  They 
were  supposed  to  be  brought  about  through  a 
reflex  contraction  of  the  bladder  and  ducts,  which 
had  for  its  purpose  the  discharge  of  the  stone. 
But  why  does  the  stone  proceed  into  the  cystic 
duct,  where,  indeed,  in  the  position  assumed  by 
the  patient  it  must  pass  against  the  force  of  gravi- 
tation? For  this  a  peristaltic  contraction  of  the 
bladder  from  the  fundus  to  the  apex  would  be 
necessary,  and  of  such  an  action  we  have  rib 
knowledge.  The  bladder  contracts  much  more 
in  toto  and  presses  its  contents  out  into  the  duct. 
We  know  that  the  bladder  can  temporarily  swell 
up  either  from  an  increase  of  the  fluid  poured 


out  from  the  walls  or  through  obstruction  of  the 
duct  itself  or  through  both  of  these  causes.  In 
such  a  condition  there  is  more  or  less  pain.  Re- 
cent observations  during  operations  have  taught 
us  that  this  condition  without  stones  may  cause 
severe  colic.  Neuser  considers  some  of  these 
cases  to  be  "secretory  neuroses."  Moreover, 
Riedel,  Kehr,  Kruckenberg  and  others  have  seen 
severe  and  repeated  colics  where  operation  has 
disclosed  neither  a  stone  nor  a  deformity  of  the 
biliary  passages  but  only  a  cholecystitis.  There 
are  also  colics  without  strangulation  and  without 
stone  that  are  best  designated  inflammatory  se- 
cretion colics.  An  increased  secretion  must  raise 
the  pressure  in  the  bladder,  and  a  stone  lying  in 
the  mouth  of  the  cystic  duct  would  be  pushed  in 
by  the  vis  a  tergo.  Then  contraction  colics 
begin  as  a  result  of  severe  muscular  contraction. 
In  this  way  lithogenous  colic  is  added  to  the  in- 
flammatory colic.  Several  authors,  for  instance 
Riedel,  are  of  the  opinion  that  the  majority  of 
colics  are  nothing  but  acute  inflammations,  which 
develop  in  the  bladder  holding  stones  or  free  from 
stones ;  the  action  is  supposed  to  be  a  painful 
stretching  of  the  walls.  We  might  have  two 
causes  of  bladder  colics,  one  which  rests  in  the 
bladder  itself,  and  a  second  which,  strictly  speak- 
ing, proceeds  not  from  the  bladder  itself  but  from 
the  outlet  passages  —  the  passive  inflammatory 
distention  and  the  active  contraction  of  the  blad- 
der wall  and  the  ducts.  Much  more  does  the 
latter  come  into  question  according  to  my  idea. 
An  inflammatory  swelling,  even  if  it  is  intense, 
can  only  cause  continuing  pain,  not  actual  colic, 
which  is  characterized  by  a  sudden  onset  and 
cessation.  The  urinary  bladder  and  the  pelvis 
of  the  kidney  may  be  distended,  and  their  walls 
be  inflamed,  yet  there  is  only  a  dull  more  or  less 
severe  pain,  not  an  actual  colic.  Against  the  idea 
of  conceiving  a  colic  as  a  purely  inflammatory 
manifestation  is  its  instantaneous  remission  im- 
mediately after  the  passage  of  a  stone.  It  is 
impossible  that  the  inflammation  could  cease  so 
immediately  after  the  passage  of  the  stone.  The 
colic  could  not  terminate  so  suddenly  were  an 
inflammation  the  cause.  In  the  cases  observed 
by  Riedel,  Kehr  and  Kruckenberg  there  was  pos- 
sibly a  kinking  of  the  neck  of  the  bladder  which 
was  straightened  out  in  bringing  the  bladder  up 
into  the  wound.  Or,  perhaps,  there  was  not  a 
real  liver  colic  but  a  "liver  neurosis."  At  all 
events,  in  order  to  bring  on  a  colic,  there  must 
be  some  obstruction  in  the  course  of  the  passages 
against  which  the  musculature  tries  to  act.  I  do 
not  deny  that  such  an  obstruction  may  be  in- 
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creased  by  an  inflammation  of  the  bladder  or 
ducts. 

Another  fact  throws  doubt  on  the  idea  that 
colics  are  caused  by  inflammatory  secretions.  We 
bave  already  seen  that  there  are  serious  objec- 
tions to  the  idea  of  an  "asceptic  inflammation." 
Now,  in  spite  of  the  statement  of  Oertners,  that 
colics  are  regularly  associated  with  fever,  I  hold, 
with  all  other  observers,  that  colics  are  accom- 
panied with  elevations  of  temperature  in  a  de- 
cided minority  of  cases.  Forster  agrees  with 
this :  for  instance,  it  was  found  by  him  in  only 
12  per  cent.  To  be  sure,  Charcot  has  differen- 
tiated an  hepatic  fever  with  painful  colics  and  an 
intermittent  "liver  fever"  with  occasionally  rigors 
but  without  regular  pains ;  these  are,  however, 
exceptions  that  merely  prove  the  rule. 

When  fever  develops  in  the  later  attacks  we 
must  suppose  that  some  other  infection  has  been 
added  during  the  long  course  of  the  disease  and 
is  no  integral  part  of  the  colic  condition.  It  has 
been  assumed  that  such  fevers  as  occur  in  gall 
stone  colics  are  similar  to  the  so-called  "catheter 
fevers."  Against  this  is  the  fact  that  they  may 
be  present  with  stones,  and  the  fact  noted  by 
Friedel  Pick  that  the  severity  of  the  attack  and 
the  intensity  of  the  fever  do  not  run  parallel.  It 
appears  more  proper  to  speak  of  them,  as  does 
Charcot,  as  toxic  resorption  fevers. 

It  is  also  a  fact  that  many  colics  occur  im- 
mediately after  various  mechanical  injuries  and 
strong  emotions ;  so  soon  in  fact  that  no  time 
would  be  present  for  the  development  of  inflam- 
mation that  could  give  rise  to  the  colic. 

DIAGNOSIS    OF    GALL    BLADDER    AND    BILE  DUCT 
LESIONS. 

In  the  diagnosis  of  diseases  of  the  gall  bladder 
and  bile  ducts,  three  symptoms  have  always  been 
considered  cardinal — colic,  jaundice  and  the  pres- 
ence of  a  swelling. 

ist.   The  colics. 

In  the  diseases  of  the  gall  bladder,  how  com- 
monly is  colic  a  symptom?  Unfortunately,  we 
internists  cannot  present  trustworthy  statistics  on 
this  point, because  our  diagnosis,  in  so  many  cases, 
is  not  confirmed  by  operation.  We  are  dependent 
on  the  statistics  of  the  surgeons.  The  material 
of  the  Heidelberg  clinic  has  just  been  published 
by  Merk.  It  deals  with  128  cases,  and  in  these 
colic  was  present  in  only  56  per  cent.  I  believe 
this  number  to  be  much  too  small,  for  in  the  past 
ten  years  I  have  seen  80  cases,  and  in  only  2  cases 
were  colics  entirely  absent  from  the  history.  To 


be  sure,  my  diagnosis  was  not  always  confirmed 
by  operation. 

In  a  great  number  the  pains  are  referred  to  the 
middle  line,  not  to  the  gall  bladder  region.  Ac- 
cording, to  Merk,  this  was  the  case  39  times  in 
the  cases  cited.  Fink  even  found  that  in  94  per 
cent,  of  his  375  cases  the  pains  were  alone  com- 
plained of  in  the  stomach  region,  while  on  the 
other  hand,  stomach  cramps  with  pains  in  the 
liver  region  were  present  in  only  5-4  per  cent. 
Stomach  cramps  with  shooting  pains  in  the  right 
shoulder  were  present  in  9.4  per  cent.  They  radi- 
ate from  the  course  of  the  phrenic  nerve  and  4th 
cervical  nerve  towards  the  right  shoulder  and  the 
right  arm  and  even  to  the  back  and  thighs.  At 
other  times  there  are  diffuse  pains  over  the  entire 
abdomen.  The  duration  of  the  attacks,  the  sever- 
ity of  the  pains,  and  the  frequency  of  the  recur- 
rences are  entirely  irregular.  The  attacks  may 
discontinue  for  years  or  they  may  cease  entirely 
without  evident  cause  or  therapeutic  aid.  Scep- 
ticism in  regard  to  any  particular  remedy  is,  there- 
fore, advisable,  unless  the  stone  has  been  passed. 
When  icterus  and  tumor  are  absent,  it  is  exceed- 
ingly difficult  to  exclude  liver  neuralgia,  stomach 
lesions,  diseases  of  the  intestine,  the  kidneys  and 
the  pancreas. 

For  years  a  liver  colic  has  been  a  subject  of 
discussion.  Such  conditions  have  been  reported 
by  Stokes,  Andral,  Freirichs,  Furbinger,  Pariser 
and  others.  In  the  severity  of  the  attacks,  the 
manner  of  recurrence  and  the  location  of  the 
pains  they  do  not  differ  from  true  gall  bladder 
colics.  As  differential  diagnostic  points  we  have 
their  dependence  on  menstruation,  their  alter- 
nating type,  the  presence  of  other  nervous  con- 
ditions of  a  neurasthenic  or  hysterical  nature.  In 
many  cases  the  colics  may  be  induced  by  a  certain 
irritant,  such  as  alcohol,  spices  or  tobacco.  Jaun- 
dice, attacks  of  enlargement  of  the  gall  bladder 
and  friction  sound  in  the  gall  bladder  area  are 
not  found.  Finally  a  therapy  for  gall  stones,  par- 
ticularly the  Carlsbad  cure,  not  only  is  of  no  ben- 
efit, but  actually  makes  them  worse.  Betterment 
does  result  from  general  tonic  treatment  and 
measures  directed  toward  correction  of  the  ner- 
vous abnormality. 

Of  the  stomach  diseases,  all  those  come  into 
consideration  that  lead  to  gastralgia,  simple  ca- 
tarrh, gastric  ulcer,  cancer,  particularly  that  sit- 
uated at  the  pylorous,  and  the  neuroses  of  the 
stomach.  In  the  intestine  we  have  the  diagnosis 
from  appendicitis,  intestinal  colics  and  the  her- 
nial of  the  linea  alba. 

We  must  think  also  of  kidney  stones  with  or 
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without  hydronephrosis  and  sometimes  torsion 
of  the  ureturs  and  stretching  of  the  ligaments 
due  to  a  floating  condition  of  the  kidneys. 

The  latter  conditions  can  be  readily  recognized 
by  an  exact  study  of  the  urine  and  a  careful  pal- 
pation of  the  belly  with  the  intestine  blown  up 
with  air,  this  procedure  pushing  a  movable  kid- 
ney down  and  back,  producing  a  tumor  in  the 
flank  with  dullness  in  the  lumbar  region,  drag- 
ging pains  along  the  ureturs,  haematuria,  and 
lastly  the  passage  of  a  stone. 

The  recognition  of  an  appendicitis  is  more  diffi- 
cult particularly  if  the  appendix  has  an  abnormal 
position,  its  apex  up  under  the  liver.  Under  such 
circumstances  there  is  no  wonder  that  appendic- 
ular colic  is  occasionally  confused  with  gall  blad- 
der colic,  and  the  operator  is  surprised  by  the  un- 
expected findings.  Here  indeed  the  dilatation  of 
the  intestine  with  air  introduced  through  the  rec- 
tum is  a  valuable  aid  to  diagnosis  because  the 
intestine  can  be  palpated,  its  position  being  altered. 
When  suppuration  has  occurred  there  is  a  leu- 
cocytosis  and  this  is  not  the  case  in  gall  stone 
colics.  According  to  the  recent  researches  of 
Friedel  Pick,  there  is  a  leucocytosis  in  empyema 
of  the  gall  bladder  just  as  in  suppurative  appen- 
dicitis. The  absence  of  any  leucocytosis  between 
the  attacks  of  pain  argues  against  the  presence  of 
suppurative  inflammation  of  the  bile  ducts. 

The  condition  that  I  have  described  as  "appen- 
dicitis larvata"  (masked  appendicitis)  presents 
great  diagnostic  difficulties.  In  this  form  the  pain 
is  very  diffuse,  frequently  in  the  form  of  colics 
which  are  referred  to  the  lower  liver  region ;  in- 
deed only  a  very  certain  diagnosis  is  possible 
where  the  appendix  itself  can  be  felt  as  a  tender 
swollen  body.  This  is  most  likely  to  happen  if 
the  intestine  is  distended  with  air  after  a  previous 
complete  cleansing. 

The  gastralgias,  occasionally  associated  with 
slight  icterus,  which  at  times  occur  during  men- 
struation, can  cause  confusion  with  attacks  of 
gall  stone  colics.* 

Xot  a  few  of  the  colicy  sort  of  conditions  that 
are  referred  to  the  stomach  really  arise  from  the 
intestine ;  these  may  be  of  a  purely  catarrhal  na- 
ture or  be  evidences  of  a  tubercular  or  dysenteric 
process.  There  may  be  a  colic  due  to  an  over-ex- 
cited peristalsis  which  closely  simulates  a  true 
hepatic  colic.  A  careful  study  of  the  stools, 
marked  painfulness  of  the  intestine  after  moder- 
ate distension  with  air  or  water,  proper  regard  to 

*  L.  Metzger  (Munch.  Med.  Woch.,  June  13,  1905)  records  an 
autopsy  on  a  case  of  jaundice  occurring  at  menstrual  epochs, 
in  which  there  was  found  a  calculus  wedged  in  common  duct. 
He  considers  the  congestion  incident  to  menstruation  complet- 
ing the  closure  of  the  duct. — D.  D.  R. 


general  condition  of  the  patient,  lung  examination 
and  search  for  metastases  will  prevent  such  mis- 
takes. 

The  pain  due  to  hernia  of  the  linea  alba  can 
readily  be  traced  back  to  its  cause.  It  is  sufficient 
to  carefully  palpate  the  abdomen  with  this  condi- 
tion in  mind  and  the  small  more  or  less  pro- 
nounced hernial  formations  can  easily  be  felt. 

The  so-called  gastric  crises  of  tabes  dorsalis 
can  present  an  entirely  similar  picture  to  that  of 
gall  stones  without  jaundice.  The  careful  inves- 
tigator will  avoid  such  mistakes  through  a  study 
of  the  nervous  system.  In  any  doubtful  case  of 
colics  one  should  not  neglect  painstaking  search 
for  cardinal  symptoms  of  tabes. 

The  greatest  difficulty  is  experienced  in  the 
differentiation  from  diseases  of  the  stomach  and 
pancreas.  There  are  three  possibilities  :  cases  in 
which  the  seat  of  the  trouble  is  primarily  in  the 
stomach  or  pancreas  while  the  symptoms  simulate 
a  disease  of  the  gall  bladder ;  or  a  real  gall  blad- 
der trouble  may  be  secondary  to  disease  of  one  of 
these  organs ;  or  the  stomach  and  the  biliary  sys- 
tem my  be  independently  diseased  at  the  same. 

Under  these  conditions  the  study  of  the  gastric 
chemistry  should  have  a  differential  value.  Gall 
bladder  diseases  do  not  cause  sympathetic  in- 
volvement of  the  gastric  mucosa,  as  a  rule,  while 
the  processes  that  lead  to  colicy  pains  of  the 
stomach  usually  are  associated  with  decided 
changes  in  the  gastric  chemistry.  In  ulcer,  ero- 
sions and  the  most  of  the  nervous  gastralgias  we 
find  in  the  majority  of  the  cases  a  continuing 
hyperacidity  and  hyperchlorhydria.  In  the  inter- 
val between  the  gall  bladder  colics  there  is  no 
change  in  gastric  chemismus,  but  during  an  attack 
or  soon  after  there  may  be  a  reflex  increase  of 
has  actually  subsided.  ( Note. — According  to  the 
most  recent  reports,  less  than  half  the  cases  of 
ulcer  show  a  hyperacidity. — D.  D.  R.)  A  hyper- 
hydria  can  be  induced  by  reflex  irritation  from 
the  intestine.  I  discovered  this  recently  in  a  pa- 
tient who  had  a  marked  hyperchlorhydria  that 
ceased  as  soon  as  he  was  rid  of  a  tape  worm. 

It  is  a  fact  that  the  nervous  gastralgias  involve 
the  whole  stomach,  not  limiting  themselves  to  the 
pyloric  neighborhood.  The  pains  of  ulcer  come 
on  after  the  injection  of  food,  and  very  regu- 
larly, while  the  contrary  is  true  for  gall  bladder 
conditions,  and  the  pains  are  quite  apt  to  start  up 
in  the  night. 

But  this  picture  changes  when  cholecystitis 
leads  to  pericholicystitis  and  adhesions  between 
the  bladder  and  the  stomach  or  duodenum.  Then 
during  peristaltic  action  of  the  intestines,  pain  is 
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caused  by  the  stretching  of  the  nerves  and  the 
origin  of  this  pain  is  not  easy  to  determine,  par- 
ticularly as  there  is  a  reflex  increase  of  HCi  se- 
cretion. Only  due  regard  to  the  history  of  the 
case  and  the  various  other  symptoms  can  here 
lead  to  a  proper  diagnosis.  So  it  happens  that  one 
man  will  make  a  diagnosis  of  cholecystitis  and 
another  of  neurotic  pain  of  the  stomach  and  has 
an  evident  result  with  his  therapy,  but  the  later 
course  of  the  disease  and  the  operation  show  that 
there  were  in  fact  gall  stones. 

The  entire  absence  of  HCI  secretion  is  indeed 
of  importance.  This  always  shows  a  serious 
trouble  of  the  mucous  membrane,  and  in  doubtful 
cases  points  to  a  primary  disease  of  the  stomach. 

The  distension  of  the  stomach  with  air  can  be 
useful  in  diagnosis,  in  that  an  incontinence  of  the 
stomach  speaks  for  an  insufficiency  of  the  py- 
lorus and  it  must  then  be  determined  whether 
this  is  primary  or  secondary. 

The  vomiting  associated  with  colics  is  also  im- 
portant. Although  in  stomach  diseases  the  vom- 
iting of  bile  may  be  found  and  with  insufficiency 
of  the  polorus  a  mixture  of  the  intestinal  con- 
tents be  present,  still  there  will  be  greater  quan- 
tities if  the  cystic  duct  is  blocked  and  the  bile 
lacking  a  storage  place  flows  into  the  empty  duo- 
denum. Undoubtedly  as  Glaser  has  shown  there 
is  a  reflex  connection  between  the  stomach  and 
the  biliary  system.  So  in  contraction  of  the  gall 
bladder  about  a  stone,  there  are  also  contractions 
of  the  stomach.  It  appears,  moreover,  that  the 
stomach  is  more  sensitive  than  the  gall  bladder. 
We  very  frequently  find  pains  and  cramps  in 
the  stomach  and  only  later  in  the  gall  bladder  re- 
gion. Indeed  it  happens  that  the  patient  spon- 
taneously complains  of  pains  in  the  epigastrium 
which  is  not  tender  to  pressure,  while  pressure 
in  the  gall  bladder  region  is  painful. 

Finally,  we  must  not  forget  the  microscopic 
study  of  the  stomach  contents.  Sarcinse,  yeast 
cells  and  long  baccili  prove  in  a  way  that  at  the 
time  of  the  examination,  at  any  rate,  there  is  a 
disturbance  of  the  stomach,  while  it  may  remain 
a  question  whether  it  is  primary  or  secondary. 

Our  diagnostic  armament  is  entirely  inadequate 
in  most  cases  of  colic  due  to  an  acute  or  chronic 
disease  of  the  pancreas  and  stones  in  this  organ. 
Here  there  can  be  a  symptom  complex  that  in  no 
way  differs  from  that  of  cholelithiasis — cramps  in 
the  right  epigastrium,  tender  swelling,  jaundice 
(according  to  Fitz  in  25  per  cent),  irregular  fever 
and  stomach  disturbances  (vomiting,  diarrhea, 
belching,  nausea  and  loss  of  flesh).  The  acute 
suppurative  or  the  hemorrhagic  form  of  pan- 


creatitis is  very  easily  confused  with  gall  stones 
and  the  latter  is  very  frequently  the  cause  of  the 
former.  For  the  common  duct  passes  in  a  grove 
in  the  head  of  the  pancreas  or  even  imbedded  its 
substance ;  it  joins  with  the  duct  of  Wirsung  and 
forms  with  it  a  narrow  common  duct,  the  Diverti- 
culum of  Vater.  The  mouth  of  this  in  the  duode- 
num as  Opie  has  recently  again  called  attention 
to,  is  so  narrow  that  even  small  concretions 
(3mm)  are  caught  and  the  hepatic  and  pancre- 
atic ducts  both  blocked.  Fuchs  was  able  to  col- 
lect 23  cases  from  the  literature  in  which  chole- 
lithiasis was  combined  with  hemorrhagic  pancre- 
atitis, 22  case  where  this  had  simulated  a  sup- 
purative and  necrotic  pancreatitis.  Riedel  in  127 
cases  of  gall  stones  found  on  three  occasions  an 
induration  of  the  head  of  the  pancreas,  the  result 
of  interstitial  pancreatitis,  so  that  the  hard  tumor 
was  taken  to  be  a  carcinoma. 

In  fact  very  unpleasant  surprises  are  pre- 
sented at  operation  or  at  autopsy.  The  demon- 
stration of  sugar  in  the  urine,  of  fatty  stools  and 
pancreatic  stones  in  the  feces  are  all  of  value. 
The  latter  are  recognized  by  their  content  of  car- 
bonate of  lime  and  the  absence  of  bilirubin  and 
cholestrin  (at  least  only  in  traces).  But  evidently 
such  stones  can  develop  within  the  intestine,  while 
glycosuria  and  fatty  stools  are  not  exclusively 
connected  with  pancreatic  disease.  The  diag- 
nosis and  differential  diagnosis  at  best  will  only 
approach  a  limited  degree  of  certainty. 

2d.  Jaundice  can  be  produced  in  two  ways : 
through  mechanical  closure  of  the  biliary  pas- 
sages and  through  functional  disturbances  of  the 
secretory  activity  of  the  liver  parenchyma. 

The  mechanical  obstructions  are :  1  the  stone 
obstructions,  2  the  compression  of  the  extra 
hepatic  part  of  the  hepatic  duct,  or  the  common 
duct,  because  of  tumorous  formations  of  the  blad- 
der, duodenum  pancreas,  stomach  or  through 
kinking,  pressure  from  without  on  the  greatly 
distended  bladder  and  through  glands,  and  so 
forth,  and  3  the  blocking  of  the  duct  by  inflam- 
matory swelling.  This  last  must  be  present  in 
those  cases  where  the  first-mentioned  causes  are 
not  found  and  also  where  the  stone  remains  in 
the  bladder  or  the  cystic  duct,  or  where  there  is 
only  a  cholecystitis  or  cholangitis  without  stone 
formation. 

We  must,  therefore,  differentiate  a  lithogenous. 
a  compression  and  an  inflammatory  icterus. 

The  inflammation  of  the  bile  ducts  leading  to 
icterus  must  always  be  an  infectious  process.  This 
is  very  commonly  the  case  not  only  where  the 
stone  is  in  the  bladder  or  cystic  duct  or  is  not 
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found  at  all,  but  also  according  to  the  view  of 
Ehret  and  Stolz,  where  the  stone  is  in  the  hepatic 
or  the  common  duct.  If  a  stone,  as  is  often  the 
case,  does  not  block  the  duct  entirely,  an  inflam- 
matory condition  supervenes  and  fills  up  the  gap. 
In  this  way  is  explained  the  fact  that  the  jaundice 
varies,  the  stools  are  bile  stained  in  spite  of  the 
continued  jaundice,  and  lastly,  not  infrequently 
does  it  happen  that  in  spite  of  operative  removal 
of  the  stone  the  jaundice  persists. 

The  varying  course  of  such  a  colangitis  ex- 
plains why  at  times  in  a  cholelithiasis  we  find  a 
dilated  gall  bladder,  again  a  normal  bladder  or  a 
shrunken  bladder.  The  great  variety  of  the 
symptom  complex  is  made  intelligible  if  one  but 
remembers  that  only  the  finer  ducts  may  be  af- 
fected or  the  larger  ones ;  only  a  limited  part  of 
the  liver  or  the  entire  organ.  Those  cases  are  also 
explained  in  which  purulent  fluid  and  no  bile  is 
found  above  an  obturating  stone. 

But  the  inflammatory  swelling  is  not  always 
severe  enough  to  close  the  lumen ;  in  these  cases 
the  icterus  finds  its  explanation  in  a  functional 
disturbance  of  the  liver  cells.  The  bile  passes 
into  the  blood  instead  of  into  the  ducts.  Pick  is 
disposed  to  think  that  there  is  a  nervous  reflex 
icterus  because  of  the  rapid  development  of  an 
icteric  hue  so  soon  after  a  colic  has  occurred.  In 
animals  after  the  closure  of  the  common  duct 
icterus  does  not  come  on  for  24  hours,  at  most 
2  to  3  days. 

This  functional  icterus  is  only  a  hypothesis, 
having  neither  anatomical  nor  experimental  proof. 
It  is  brought  forward  to  account  for  the  fact  that 
in  a  series  of  cases  there  is  a  decided  jaundice  in 
which  none  of  the  mechanical  causes  can  be  de- 
monstrated. 

According  to  Riedel,  an  inflammatory  jaundice 
appears  in  about  10  to  15  per  cent,  of  all  cases 
of  jaundice.  Of  sixteen  cases  without  stone  or 
tumor,  Merk  counted  4  with  jaundice. 

Icterus,  it  seems,  is  one  of  the  most  variable 
symptoms,  and  in  about  25  to  30  per  cent,  is  either 
not  found  at  all  or  varies  in  its  demeanor.  One 
finds  all  grades  from  a  slight  subicteric  coloring 
of  the  conjunctivae  to  the  deep  yellow  skin  dis- 
coloration. A  very  transient  jaundice  points  to 
the  passing  of  a  stone.  Compression  icterus  grad- 
ually but  continuously  increases  its  intensity  and 
then  remains  the  same.  Lithogenous  jaundice 
can  come  and  go  but  compression  jaundice  when 
once  established  is  permanent.  In  the  latter  and 
in  the  new  growths  there  is  the  deepest  coloration 
— the  so-called  black  jaundice. 

We  know  that  icterus  is  not  an  essential  part 
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of  the  picture  of  gall  stone  disease,  but  the  time 
has  not  far  gone  when  medical  men  doubted  a 
diagnosis  of  gall  stones,  unless  there  was  jaundice. 
This  is  the  view  still  current  among  the  laity.  On 
the  contrary,  we  must  not  forget  that,  strictly 
speaking,  icterus  is  not  usually  brought  about  by 
gall  bladder  disease  alone. 

It  is  interesting  to  note  after  there  has  been 
an  attack  of  colic  there  may  be  a  bile-stained 
urine,  containing  urobilin,  but  no  discoloration 
of  the  skin ;  again,  there  may  be  a  suggestion  of 
yellow  tinge  to  the  sclera  but  no  bile  in  the  urine. 
In  this  condition  the  blood  serum  will  show  some 
yellow  discoloration. 

3d.  Tumors  of  the  gall  bladder  are  not  one 
of  the  regular  occurrences ;  they  really  fail  about 
as  often  as  they  are  present,  owing  to  the  fact 
that  a  considerable  enlargement  can  lie  concealed 
under  the  edge  of  the  liver.  Merk  found  an  en- 
largement of  the  gall  bladder  in  35  per  cent,  of 
the  cases  not  having  degeneration,  Courvoisier  in 
only  16  per  cent.  Merk  found  a  tumor  in  gen- 
eral in  only  1 1  per  cent,  of  his  cases.  This  cor- 
responds with  my  findings.  Palpable  bladders 
are  mostly  those  in  a  condition  of  hydrops ;  then 
fhey  assume  a  considerable  size.  If  they  lie  per- 
pendicularly and  deep  in  the  abdomen  they  can 
cause  diagnostic  errors.  It  may  be  mistaken  for 
a  new  growth  of  the  mesentary  cyst  of  the  pan- 
creas, movable  kidney  and  hydronephrosis ;  this 
is  so  because  there  is  no  evident  connection  to  the 
under  surface  of  the  liver. 

A  bladder  filled  with  bile  never  assumes  the  size 
that  it  does  in  hydrops.  Usually  the  bladder  re- 
mains small  and  contracts  about  the  stone.  At 
first  it  may  overlap  the  edge  of  the  liver,  but  it 
later  shrinks  and  becomes  atrophic.  According 
to  Courvoisier-Ferrier,  in  cancerous  growth  the 
gall  bladder  is  enlarged.  This  is,  however,  not 
without  many  exceptions,  as  palpable,  therefore, 
dilated  gall  bladders  are  found  in  simple  chole- 
lithiasis. The  differentiation  of  tumors  under 
the  edge  of  the  liver  may  be  easy,  difficult  or 
impossible.  Swellings  of  the  pylorus  or  duo- 
denum are  recognized  by  the  fact  that  they  can 
be  held  down  by  the  palpating  fingers  during  ex- 
piration, while  tumors  of  the  gall  bladder  are 
drawn  back  under  the  liver  margin.  The  gastric 
and  duodenal  tumors,  if  not  bound  down  by  ad- 
hesions, change  their  position  when  the  stomach 
is  dilated  with  air. 

An  hypertrophied  pylorus,  the  result  of  pyloro- 
spasm  is  an  unstable  tumor,  only  apt  to  be  felt 
at  the  time  of  contraction  of  the  hypertrophied 
ring. 
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The  tumors  of  the  kidney  can  fall  back  into  the 
diaphragmatic  hollow  and  the  intestine  filled  with 
air  passages  in  front  of  the  tumor. 

Tumors  of  the  pancreas  lie  deep,  against  the 
spinal  column  and  are  generally  immovable. 

Finally,  the  amnesical  data,  the  colics,  the  sort 
of  increase  of  the  swelling  and  so  forth  come  into 
consideration. 

Indeed,  all  these  points  can  leave  us  in  the 
lurch  and  the  diagnosis  remain  in  doubt  until 
the  knife  of  the  surgeon  has  laid  open  the  ab- 
domen. 

Thus  I  have  only  recently  observed  the  follow- 
ing case :  A  man,  44  years  old,  noticed  ten  days 
before,  a  rapid  growing  swelling  in  the  liver 
region.  He  had  not  felt  sick,  had  had  no  fever 
nor  colics.  Two  years  ago,  jaundice  for  several 
days.  There  presented  itself  on  the  right  side, 
near  the  umbilicus,  a  not  very  movable  tumor, 
the  size  of  the  fist,  that  was  separated  from  the 
edge  of  the  liver  by  an  area  that  gave  a  tympan- 
etic  note.  In  the  urine,  slight  amount  of  bile — 
diagnosis,  hydrops  of  the  gall  bladder.  Operation 
showed  a  sero-purulent  cholecystitis.  The  blad- 
der was  attached  to  the  belly  wall.  In  the  bottom 
of  the  bladder  was  a  solitary  pyramidal  shaped 
stone. 

I  might  have  availed  myself  in  this  case  of  an 
exploratory  puncture,  but  I  remark  that  I  hold 
that  diagnostic  puncture  of  the  abdomen  is  a  very 
dangerous  procedure  unless  one  is  in  a  position 
to  operate  immediately.  This  is  true  as  well  for 
solid  tumors  as  for  cysts.  Through  the  open- 
ing, fluid  can  escape  and  infect  the  peritoneal 
cavity  if  the  wall  of  the  bladder  is  stiff  and  the 
hole  remains  open.  Also,  indeed,  in  solid  tumors 
I  have  seen  metatases  form  along  the  path  of  the 
puncture.  In  the  great  majority  of  cases  the 
point  in  question  is  not  whether  to  operate  but 
much  more  to  determine  on  \vhat  sort  of  a  swell- 
ing we  must  operate.  This  is  shown  much  more 
certainly  and  better  by  the  exploratory  incision. 

COMPLICATIONS. 

We  have  still  to  consider  the  great  variety  of 
conditions  that  can  complicate  the  simple  process 
of  cholecystitis  and  the  stone  formation.  Here 
we  have  the  ulceration  of  the  bladder  wall  and 
rupture  of  stones  into  neighboring  hollow  organs 
or  into  the  peritoneal  cavity.  Fortunately,  the 
rupture  into  the  free  abdominal  cavity  does  not 
happen  often  as  adhesions  join  the  bladder  to 
other  organs  in  a  great  majority  of  cases  before 
the  stone  is  ready  to  pass  through.  If  a  rupture 
does  take  place  into  the  free  abdominal  cavity 


only  the  most  rapid  operation  can  be  of  service. 
Stones  can  break  through  into  the  stomach  and 
be  vomited ;  they  can  pass  into  the  duodenum 
and  going  through  the  canal  be  passed  in  the 
stools,  sometimes  removed  under  great  difficul- 
ties, or  they  leave  an  open  communication  between 
the  bladder  and  stomach  or  intestine.  In  other 
cases  they  wedge  themselves  tightly  in  the  intes- 
tine and  bring  on  rapid  intestinal  obstruction  with 
its  results.  As  the  rupture  is  usually  without 
symptoms,  cases  of  gall  stone  illeus  have  only  the 
history  of  the  case  to  give  a  clue  as  to  the  cause 
of  the  intestinal  closure.  It  was  my  good  fortune 
on  two  occasions  to  make  such  a  diagnosis,  the 
patients  some  time  before  the  attack  having  taken 
a  Carlsbad  cure.  Not  only  a  blocking  by  a  stone 
can  cause  such  an  illness  but  a  dilated  gall  bladder 
in~  suppurative  cholecystitis  can  cause  an  illeus 
of  a  paralytic  nature,  and  the  movable  ball  may 
simulate  an  invagination,  as  was  observed  in  the 
cases  of  Lane  and  Bogdenik.  Czerny  briefly  de- 
scribes two  cases  of  masked  gall  stone  with 
necrosis  of  the  bladder  that  presented  the  picture 
of  intestinal  stenosis.  Finally,  the  stones  may 
break  through  into  the  colon  and  cause  a  colon- 
bladder-stomach  fistula,  so  that  contents  of  the 
large  intestine  are  vomited,  as  was  seen  in  a  case 
of  Fleiner's. 

In  other  cases  rupture  leads  to  cicatricial  stric- 
ture of  the  duodenum,  and  the  clinical  course  of 
this  stimulates  a  carcinoma  of  the  pylorus  arising 
from  an  ulcer.  A  pericholecystic  connective  tis- 
sue tumor  in  a  case  of  Riedel's  simulated  a  tumor 
in  substance,  and  was  operated  on  for  a  tumor, 
but  the  operation  already  begun  had  to  be  sus- 
pended. 

If  the  stone  ruptures  into  the  abdominal  cavity 
there  is  always  a  sudden  peritonitis,  the  severity 
and  course  of  which  depends  on  the  infectiousness 
of  the  bile  that  finds  entrance  into  the  cavity. 
There  have  been  cases  observed  that  have  been 
operated  on  immediately  and  have  gotten  well. 

A  further  series  of  complications  originate 
through  the  inflammatory  adhesions  attaching 
the  bladder  to  the  neighboring  organs,  particular- 
ly snaring  and  distortations  that  lead  to  obstruc- 
tions of  the  passage. 

Merk  in  his  104  cases  found  adhesions  to  the 
stomach  (pylorus)  6  times,  to  the  intestine  16 
times,  to  the  mesentary  27  times,  or  49  times  al- 
together, 38  per  cent.  Thus  arise  stomach  dila- 
tations, the  cause  of  which  remain  hidden,  com- 
pression of  the  common  duct,  the  duodenum,  the 
vena  portse  and  the  cava  with  thrombosis  and  its 
resulting  conditions. 
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Infectious  cholangitis  leads  in  the  end  to  mul- 
tiple liver  abscesses,  and  this  to  subdiaphragmatic 
abscess  and  rupture  through  into  the  thoracic  or- 
gans. 

Infection  does  not  happen  as  often  in  cancer 
as  in  concretions  in  the  biliary  ducts.  It  needs 
not  to  be  more  than  mentioned  that  if  infection 
takes  place  there  will  be  fever,  chills  and  septic 
evidences.  It  is  impractical  for  me  to  here  go 
into  the  other  possibilities  in  the  way  of  compli- 
cations. 

CANCER  OF  THE  GALL  BLADDER. 

All  authors  are  agreed  that  in  about  95  per 
cent,  of  all  cases  of  cancer  of  the  gall  bladder 
there  are  also  stones,  one  or  more.  Along  with 
this,  we  also  have  the  fact  that  cancer  is  more 
frequent  in  women  than  men,  just  as  in  gall 
stones.  I  have  never  seen  a  cancer  of  the  gall 
bladder  in  a  man.  According  to  Ferrier  and 
Auvray  this  proportion  is  40  to  10,  according  to 
Musser  75  to  23.  As  the  cancer  of  the  gall  blad- 
der, in  contradistinction  to  that  of  the  liver,  is 
primary,  so  we  must  look  for  the  cause  in  the 
bladder  itself.  It  is  doubtful  that  the  irritation 
of  the  stones  upon  the  wall  of  the  bladder  causes 
the  cancerous  degeneration.  We  do  not  know 
why  a  stone  at  one  time  causes  ulceration  and  at 
another  cancer  formation.  It  may  also  be  added 
that  cancer  of  the  bile  ducts,  according  to  the 
facts  of  Devic  and  Gallavardin,  in  46  cases, 
showed  gall  stones  only  10  times  and  in  6  cases  of 
these  there  was  no  connection  with  the  neoplasm ; 
in  3  cases  it  was  found  above  the  stone.  Cancer 
of  the  gall  ducts  is  not  found  as  frequently  in 
men  as  in  women  (16  women  to  30  men)  while 
we  know  this  is  the  opposite  in  the  bladder.  We 
see  that  the  role  of  gall  stones  as  an  inciter  of 
cancer  is  problematical.  Speaking  now  of  a  can- 
cer that  limits  itself  to  the  bladder  and  the  cystic 
duct,  there  will  only  be  jaundice  when  the  com- 
mon duct  is  compressed  by  a  particular  formation 
of  the  bladder,  by  pericholecystic  distortations 
and  adhesions,  and  when,  in  addition,  a  stone  is 
lodged  in  the  common  duct  or  when  the  new 
growth  presses  on  the  coledochus  in  some  part 
of  its  course.  Therefore  cancers  of  the  gall  blad- 
der remain  latent  for  some  time,  only  showing 
themselves  through  the  carcinomatous  intoxica- 
tion or  metastases  leading  to  cachexia  through 
obstruction  of  the  ducts  in  the  increasing  growth 
or  secondary  formations  in  the  glands  on  the 
portal  vein,  causing  icterus  ascites  and  oedema. 
But  one  can  say  that  chronic,  uniform  icterus,  in 


about  half  the  cases,  is  due  to  a  new  growth  of  a 
malignant  nature.  The  few  observations  of  be- 
nign tumors  are  not  of  much  moment. 

CANCER  OF  THE  BILE  DUCTS. 

The  cancer  of  the  bile  ducts  comes  into  ques- 
tion only  in  the  bile  ducts  that  are  outside  of  the 
liver.  The  common  duct  will  also  be  included  in 
cancer  of  the  head  of  the  pancreas.  Of  the  cases 
cited  by  Devic  and  Gallavardin,  out  of  53  cases 
there  was  cancer  of  the  common  duct  22  times, 
of  the  hepatic  16  times  and  15  times  where  the 
ducts  joined. 

According  to  Courvoisier's  collection,  in  19 
cases  of  cancer  of  the  common  duct  the  growth 
was  situated  9  times  in  the  beginning  part,  3 
times  in  the  middle  and  7  times  in  the  intestinal 
part. 

The  cancer  is  mostly  of  the  ring  or  the  knobby 
form.  If  it  is  on  the  cystic  duct,  there  is  usually 
a  dilatation  of  the  bladder ;  this  does  not  happen 
if  it  is  in  the  hepatic  duct.  Occasionally  colic 
attacks,  and  very  seldom  vomiting  and  hemat- 
emesis  are  observed. 

The  spleen  is  usually  enlarged.  This  happens  to 
be  not  so  in  cancer  of  the  head  of  the  pancreas, 
and  this  is  a  good  differential  diagnostic  point. 
But  the  diagnosis,  from  the  other  affections  that 
come  into  consideration,  is  usually  exceedingly 
difficult.  Those  affections  are  cancer  of  the  head 
of  the  pancreas,  hepatic  cirrhosis,  blocking  by 
stones,  obstructed  pylorus,  particularly  from  car- 
cinoma, the  formation  of  metases  about  the  por- 
tal vein  and  compression  of  the  bile  ducts  from 
swollen  glands.  All  these  affections  lead  to  jaun- 
dice and  to  progressive  cachexia,  which  in  rare 
cases  can  advance  with  the  greatest  rapidity. 

So  I  have  seen  a  case  of  very  bad  jaundice  in 
a  man  26  years  of  age  that  within  six  weeks  was 
fatal,  the  condition  being  a  cancer  of  the  duode- 
num, particularly  the  papila  of  Vater,  coming 
from  a  latent  cancer  of  the  pylorus. 

The  patient  said  he  was  well  up  to  the 
onset  of  jaundice  except  for  unimportant  dys- 
peptic troubles.  The  autopsy  showed  metastases 
in  the  kidneys,  heart,  liver,  and  so  forth. 

Obstruction  from  a  stone  is  most  readily  differ- 
entiated. The  diagnosis  from  hypertrophic  cirr- 
hosis or  from  cancer  of  the  neighboring  organs 
is  the  most  difficult.  From  hypertrophic  cirrhosis 
one  can  scarcely  separate  cancer  of  the  bile  ducts. 
The  cirrhosis  of  Laennec  progresses  without 
icterus ;  Hanot's  cirrhosis  corresponds  with  it  in 
many  points,  enlargement  of  the  liver  and  spleen, 
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chronic  jaundice,  gradual  wasting;  it  is  so  near 
alike  to  cancer  of  the  bile  ducts  that  only  the 
much  longer  course  of  the  disease  is  of  value  in 
diagnosis.  What  one  here  can  take  to  be  in  favor 
of  one  or  the  other  condition  is  uncertain  and 
the  diagnosis,  if  it  is  made  at  all  and  is  shown 
correct,  is  more  a  lucky  chance  than  a  matter  of 
forceful  diagnostic  reasoning. 

DIAGNOSTIC  CONCLUSIONS. 

It  is  easy  to  be  seen  from  the  foregoing  survey 
the  insuperable  difficulties  with  which  the  diag- 
nosis of  these  conditions  occasionally  has  to  do. 
It  is  very  easy  to  recognize  a  typical  case  of  gall 
stones  where  all  the  cardinal  symptoms  are  pres- 
ent, but  it  may  be  exceedingly  difficult  to  trace 
back  the  evidences  of  different  conditions  that 
have  been  discussed  to  their  true  cause. 

THERAPY. 

The  therapy  of  the  gall  bladder  and  ducts  has 
a  double  purpose.  It  must  deal  with  the  chronic 
condition  and  it  must  also  deal  with  the  acute 
exacerbations,  particularly  the  attacks  of  colic 
and  the  formation  of  new  stones.  I  will  not,  in- 
deed, enter  upon  this  broad  field,  but  only  discuss 
the  question,  when  should  we,  as  internists,  rec- 
ommend operative  interference  to  our  patients. 
For  I  hold,  as  a  premise,  that  the  internal  treat- 
ment of  gall  bladder  conditions  is  a  very  uncer- 
tain thing.  For  while  it  appears  that  a  number 
of  diatetic  and  gymnastic  procedures,  as  well  as 
a  list  of  medical  remedies,  such  as  the  springs  of 
Carlsbad,  Vichy,  Neuenahr,  Mergentheim,  lav- 
age of  the  stomach  with  hot  water  or  silver  ni- 
trate solution  (Ehrlich),  the  oil  cure,  salicylic 
acid  and  its  salts,  podophyllum,  euonymin,  pot- 
tassium  iodide,  sodium  cholate,  belladonna  in  ex- 
tract or  infusion  and  others — while  all  these  have 
under  certain  circumstances  shown  a  result,  we 
must,  on  the  other  hand,  realize  that  we  cannot  be 
certain  in  such  cases,  whether  such  a  result  has 
really  taken  place.  What  the  particular  influence 
of  a  Carlsbad  cure  is  upon  gall  stone  troubles  is 
stated  by  the  head  doctor  of  the  general  hospitals 
in  Carlsbad,  Dr.  Fink,  from  his  experience  with 
403  cases  with  375  later  reports :  "By  far  the 
larger  number  of  the  patients  were  entirely  well 
after  the  Carlsbad  treatment.  In  a  smaller  num- 
ber there  were  less  frequent  and  milder  attacks 
and  in  a  slight  number  these  were  attacks  of 
just  as  great  severity.  Thirty-eight  patients 
came  to  operation.  Of  the  cases  not  operated 
upon  only  two  died  as  a  result  of  their  trouble." 
A  preventative  Carlsbad  cure  then  recommends 


itself,  for  the  reason  that  after  it  a  smaller  num- 
ber come  to  operation.  These  facts  may  conform 
to  the  experiences  of  physicians  who  have  had 
the  opportunity  of  seeing  such  patients  after  they 
have  taken  the  cure ;  but  this  cannot  deny  the 
fact  that  a  number  of  the  patients  are  not  cured, 
or  in  other  words  that  the  real  cure  is  uncertain. 
A  favorable  result  cannot  be  taken  as  a  cure  of 
the  disease,  but  only  as  a  conviction  that  the  dis- 
ease has  become  latent. 

SURGICAL  TREATMENT. 

We  will  only  prescribe  an  internal  treatment 
for  those  patients  affected  with  diseases  of  the 
biliary  passages  and  in  particular  with  cholelithi- 
asis, where  the  condition  is  such  that  a  failure 
of  the  treatment  can  cause  no  direct  harm  to  the 
affected  individual.  Strictly  speaking,  we  must 
then  operate  on  all  patients,  for  only  in  this  way 
have  we  any  certainty  as  to  the  exact  kind  of 
disease  present,  and  only  so  can  we  establish  a 
definite  cure.  The  acute  inflammation  and  the 
attack  may  pass  over,  indeed,  a  stone  pass  into 
the  intestine  and  cure  apparently  result,  but  no 
one  can  positively  assure  us  that  no  later  attack 
will  occur  with  severe,  even  fatal  complications. 
This  standpoint  is,  indeed,  taken  by  all  surgeons, 
and  the  resultant  practice  is  viewed  as  the  sought- 
for  ideal.  The  condition  is  likened  to  appendi- 
citis, and  it  is  recommended  to  operate  on  every 
case  of  cholecystitis  and  clolelythiasis  as  in  ap- 
pendicitis. Just  as  we  have  convinced  ourselves 
that  such  an  extreme  point  for  appendicitis  is 
not  supportable  so  it  is  in  regard  to  the  diseases 
of  the  gall  bladder  and  bile  ducts.  Indeed,  the 
removal  of  the  gall  bladder  and  the  opening  up 
of  the  biliary  passages  makes  a  much  more  serious 
encroachment  on  the  bodily  economy  than  in  ap- 
pendicitis. 

We  hold,  and  in  this  regard  all  clinicians  are 
agreed,  that  where  attacks  of  colics  are  success- 
ful, and  where  the  passage  of  small  stones  has 
taken  place,  the  indication  is  not  to  operate.  In 
regard  to  the  attacks  without  result,  the  opinions 
are  probably  divided,  some  demand  the  quickesl 
possible  operation  and  others  declare  themselves 
in  favor  of  delay. 

Opinions  are  also  divided  concerning  the  right 
procedure  in  acute  and  chronic  cholecystitis. 
Kehr,  certainly  a  keen  surgeon,  avoids  operation 
in  the  presence  of  inflammatory  processes  in  the 
bladder,  with  or  without  icterus,  Naunyn  recom- 
mends it  for  the  reason,  that  we  have  to  do  with 
an  infectious  disease.     There  can  be  no  doubt 
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that  we  should  operate  very  quickly  on  an  ex- 
ceedingly acute  cholecystitis,  with  serious  local 
symptoms,  high  fever  and  a  much  swollen  spleen, 
for  here  there  is  the  menace  of  a  peritonitis  and 
a  general  septic  infection.  Unfortunately,  an 
early  operation  may,  indeed,  be  too  late.  In  a 
case  which  I  saw  with  the  father  of  gall  bladder 
surgery,  the  late  Langenbuch,  we  found  that  not 
only  was  there  a  suppurative  cholecystitis  and  a 
stone  in  the  common  duct  but  also  a  suppurative 
cholangitis  extending  up  as  far  as  the  smallest 
biliary  ducts ;  death  resulted  a  few  days  after 
operation. 

It  need  hardly  be  mentioned  that  one  should 
relieve  by  the  knife  the  complications  caused  by 
adhesions  where  possible,  and  that  a  compression 
icterus  is  ripe  for  operation  as  soon  as  it  has  lasted 
a  long  time.  The  only  question  is  in  what  does 
a  "long  time"  consist.  Koerte  estimates  it  at  five 
weeks,  others  place  the  termination  further  off. 

I  myself  have  the  following  viewpoint : 

1.  During  the  acute  attack  of  inflammation  and 
the  colic  attack  I  give  the  usual  antiphlogistic 
and  anodyne  remedies.  Here  allow  me  to  par- 
ticularly extol  gastric  lavage  with  hot  water  or 
even  the  drinking  of  large  amounts  of  hot  water. 
After  the  attack  a  cholagogue,  whether  the  at- 
tack was  successful  or  not.  I  prefer  the  bile 
salts,  sodium  oleate,  sodium  salicylate  and  oil 
enemas,  Carlsbad  or  Neunahrer  waters,  daily  lav- 
age of  the  stomach  with  alkaline  or  nitrate  of 
silver  solutions,  and  the  mild  vegetable  cathartics, 
especially  podophyllin  and  euonymin. 

2.  In  more  severe  infections  and  the  exceed- 
ingly acute  cholecystitis  an  immediate  operation. 

3.  If  there  are  successful  attacks  with  short 
respite,  the  internal  treatment  suffices  for  here 
there  is  evidently  a  new  formation  of  stones  that 
can  pass  the  ducts :  the  bile,  after  the  attack,  has 
free  passage,  and  the  infection  subsides.  If  a 
second  and  third  unsuccessful  attack  happens,  I 
advise  operation.  If  there  is  ground  for  the  sup- 
position that  the  stone  still  lies  in  the  neck  of  the 
bladder  or  in  the  cystic  duct,  then  I  recommend 
operation,  but  I  grant  the  wish  of  a  paient  afraid 
of  the  knife,  if  he  prefers  to  again  trust  to  the 
lottery  of  internal  treatment. 

4.  In  chronic  obstruction  or  compression  jaun- 
dice I  regulate  my  actions  according  to  individual 
conditions.  In  very  certain  diagnosis  of  a  com- 
pression icterus,  no  matter  what  its  nature,  an 
opcr?tion  as  early  as  possible  is  indicated.  There 
are,  indeed,  cases  of  cancer  of  the  common  duct 
operated    upon  with   attending   good  fortune. 


Where  one  has  to  do  with  an  extension  of  a  new- 
growth  causing  compression,  for  instance  pro- 
ceeding from  the  stomach  or  a  pancreatic  cancer 
with  involvement  of  the  common  duct  where  it 
is  included  in  its  substance,  in  these  conditions 
one  must  be  content  with  a  cyst-enteroanastmosis. 

On  the  other  hand,  according  to  my  experience, 
if  the  diagnosis  of  obturating  stone  is  certain 
where  we  have  to  do  with  strong  men  who  can 
take  care  of  themselves  and  have  no  bodily  exer- 
tion, one  may  wait  longer  than  five  weeks 
(Koerte).  I  have  seen  such  icterus  clear  up  even 
after  months.  It  may  be  theoretically  proper  to 
operate  immediately  in  these  cases.  This  is  so 
for  the  complications  that  are  induced  by  peri- 
cholecystic  processes.  The  peril  of  the  operation 
in  and  of  itself  should  not  restrain  one.  Accord- 
ing to  the  recent  statistics  of  Kehr,  this  is  only 
4  per  cent.  But  whoever,  as  an  unprejudiced 
onlooker  has  seen  as  many  operations  as  I  have, 
knows  that  in  the  course  of  an  operation  there 
are  so  many  incidents  which  threaten  life,  and 
so  many  annoyances  and  long  delays  of  wound 
closure  can  result,  that  wherever  possible  one 
certainly  exempts  the  patient  from  these  vicissi- 
tudes. Indeed,  the  annoyances  that  come  from 
the  formation  of  cicatrices  after  operation  are  not 
to  be  underestimated.  Finally,  an  unnoticed 
stone  can  be  left  behind,  or  it  happens  in  the 
operation  that  all  stones  cannot  be  successfully 
removed.  Indeed,  it  should  not  be  forgotten 
that  in  old  jaundice  the  parenchymatous  bleeding- 
is  the  cause  of  considerable  danger  to  the  patient. 

AFTER-TREATMENT. 

If  we  now  have  had  a  successful  attack  of  colic 
or  have  operated,  it  always  remains  to  us  to  pro- 
tect the  patient  from  the  formation  of  new  stones. 
Riedel  states  that  he  has  never  seen  an  actual  re- 
turn after  the  operation.  The  so-called  "recur- 
rences" come  from  stones  overlooked  or  necessar- 
ily left  behind.  This  may  be  so,  but  I  cannot  see 
why  the  bile  passages  after  an  operation  have  lost 
their  power  to  form  new  stones.  As  a  matter 
of  fact,  Kehr,  Homans,  v.  Hanseman,  and  Korte 
have  observed  the  new  formation  of  stones  after 
operation.  At  any  rate,  recurrences  are  not  ab- 
sent when  the  stones  are  passed  vias  naturalcs, 
after  unsuccessful  attacks  and  after  cholecystitis. 
For  we  know  that  the  stagnation  of  the  bile  is  the 
beginning  of  all  troubles  of  the  bile  system,  and 
so  we  must  prevent  the  possibility.  Here  we  are 
not  to  recommend  so  much  the  medicamentous 
treatment  as  the  various  diatetic,  gymnastic  and 
general  hygienic  rules. 
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VENTILATION  OF  SUBWAYS. 

The  Manhattan  Subway  still  remains  unventi- 
latecl  except  as  it  receives  air  at  the  stations  and 
at  a  few  other  openings  not  intended  primarily 
for  this  purpose. 

While  the  greatest  need  for  artificial  ventilation 
occurs  during  the  warm  months  of  the  year  a 
need,  nevertheless,  exists  at  all  other  seasons. 

The  chief  obstacle  in  the  installation  of  a  sys- 
tem of  ventilation  is  not,  as  some  would  have  us 
believe,  the  expense  involved,  so  much  as  it  is  the 
difficulty  of  providing  a  system  at  once  practical, 
efficient  and  healthful.  The  whole  plan  presents 
a  problem  almost  new  to  engineering;  that  is, 
new  in  the  sense  that  as  yet  we  have  no  practical 
experience  with  the  efficient  ventilation  of  rail- 
road tunnels  or  of  subways.  It  is  true  that  miners 
are  sometimes  supplied  with  air  conveyed  from 
the  outer  air  through  pipes,  but  such  a  system 
would  probably  be  inadequate  for  the  needs  of  a 
subway  occupied  by  the  ever-changing  crowds  of 
travelers. 

The  system  which  would  supply  a  sufficient 
amount  of  air  to  be  of  actual  service  must  be  of 
a  very  large  capacity.  Furthermore,  it  must  be  so 
arranged  that  passengers  shall  not  be  exposed  to 
a  violent  influx  of  large  air  currents  or  of  street 
dust. 

Thus  the  problem  is  not  so  simple  as  it  would 
at  first  appear,  though  from  the  urgency  of  the 
need  a  system  will  ultimately  become  a  fact.  Its 
perfection  may  be  a  matter  of  gradual  evolution. 
The  sooner  effort  has  taken  actual  form  in  be- 
ginning the  installation  of  a  system,  if  only  an 
experimental  one,  the  better. 


.TESTS  OF  THE  PURITY  OF  THE  BROOKLYN  WATER 
SUPPLY. 

Analyses  of  the  various  sources  of  water  sup- 
plied to  this  borough  carried  out  by  the  Water 
Department,  have  given  the  public  no  news  that 
would  lead  one  to  connect  the  present  greatly  in- 
creased number  of  typhoid  fever  cases  with  the 
water. 

The  Brooklyn  Daily  Eagle  has  recently  had  an- 
alyses made  on  its  own  account,  and  these  exam- 
inations reveal  sufficient  cause  in  the  water  alone, 
barring  the  fact  that  no  typhoid  bacilli  were 
found,  for  the  large  number  of  typhoid  cases  at 
present  occurring.  Excessive  caution  on  the  part 
of  the  Departments  of  Health  and  Water  Supply, 
lest  a  knowledge  of  the  condition  of  water  become 
public,  seems  very  short-sighted  policy.  It  is, 
perhaps,  the  fear  on  the  part  of  the  municipal 
authorities  that  political  capital  might  be  made 
of  this  knowledge  which  deters  the  publication 
of  the  exact  state  of  affairs,  by  these  departments 
themselves.  It  seems  scarcely  credible  that  the 
authorities  were  not  aware  of  the  source  of  the 
large  number  of  cases  of  typhoid  now  occurring, 
and  a  frank  avowal,  by  the  city  departments  con- 
cerned, should  have  served  to  hasten  the  remedy- 
ing of  the  evil  conditions  as  well  as  conducing  to 
the  safety  of  householders  by  cautioning  them 
against  the  use  of  the  public  supply  for  drinking, 
except  after  boiling.  The  worst  conditions  of 
the  supply  prevails  in  the  Bath  Beach  and 
adjoining  sections,  and  since  these  draw  their 
supply,  in  common  with  other  regions  of  the 
city,  from  Ridgewood,  it  is  regarded  as  receiv- 
ing a  large  share  of  its  impurities  from  local 
sources.  The  reports  concerning  other  sections 
of  the  borough  show  conditions  very  similar  to 
those  which  have  been  known  to  exist  for  years 
past.  

OBITUARY. 


SETH  DICKINSON  BOGGS,  M.D. 

Active  in  the  practice  of  medicine  until  the 
summons  came  to  stop.  After  returning  from  a 
sick  call  Dr.  Boggs  died  at  his  home  in  this  city 
August  10,  1905.  He  was  born  in  Brooklyn,  N. 
Y.,  January  9,  1852.  His  father  was  Thomas 
Boggs,  of  Onondaga,  N.  Y.,  and  his  mother,  Jane 
Filler,  of  Red  Bank,  N.  J. 

Dr.  Boggs  united  himself  in  marriage  with 
Miss  Annie  W.  Gifford,  of  Brooklyn,  N.  Y.,  on 
June  4,  1890.  The  following  children  were  born 
as  the  result  of  this  union  :  Jean,  Malcolm,  Don- 
ald, and  Marjorie  Boggs. 
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The  doctor's  early  education  was  received  in 
the  public  schools,  Onondaga  Academy  and  Cor- 
nell University.  His  medical  education  was  re- 
ceived at  Bellevue  Hospital  Medical  College, 
graduating  M.D.,  in  1886.  '  He  hecame  interne 
in  Bellevue  Hospital,  and  in  1887  began  the  prac- 
tice of  medicine  in  this  city,  where  he  remained 


Seth  Dickinson  Boggs,  M.D. 

until  his  death.  Dr.  Boggs  was  a  member  of 
The  Medical  Society  County  of  Kings,  1887- 
1905  ;  The  Brooklyn  Medical  Society,  1899- 1900, 
and  The  N.  Y.  Physicians'  Mutual  Aid  Associa- 

tlon-  William  Schroeder,  M.D., 

Chairman  of  History  Committee. 


MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 

It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 


I  >r.  Walter  B.  Chase  and  family  spent  the 
summer  at  Jewett  Heights  in  the  Catskills. 

Dr.  G.  Morgan  Muren  has  removed  to  38 
(  'range  Street. 


Dr.  James  MacEvitt  has  removed  to  514  Ninth 
Street,  corner  Eighth  Avenue. 

Dr.  William  H.  Shepard  has  removed  to  415 
Fifty-sixth  Street,  Bay  Ridge. 

Drs.  C.  B.  and  De  Witt  L.  Parker  announce 
their  removal  to  154  Clinton  Street. 

Dr.  Henry  A.  Alderton  has  returned  from  his 
vacation  and  trip  to  the  Pacific  Coast  and  has 
resumed  practice. 

Dr.  Stephen  J.  Keyes,  L.  I.  C.  H.,  1894,  died 
at  his  residence  September  14th. 

Dr.  Bernhard  Stern,  of  2604  Avenue  F,  Flat- 
bush,  with  his  family  sailed  in  August  for  a  two- 
months'  sojourn  in  Europe. 

Dr.  H.  W.  Lincoln,  of  113  Hancock  Street, 
has  been  'appointed  consulting  physician,  depart- 
ment of  gastro-intestinal  diseases,  to  the  Bush- 
wick  and  East  Brooklyn  Dispensary. 

After  October  1st  Dr.  Henry  P.  de  Forest's 
Manhattan  address  will  be  Hotel  Somerset,  150 
West  47th  Street.  Dr.  de  Forest  is  at  his  Brook- 
lyn office,  369  Hancock  Street,  Monday,  Wed- 
nesday and  Friday  afternoons. 

Mr.  and  Mrs.  William  Henderson  Ely,  of 
Hoosick  Falls,  N.  Y.,  announce  the  marriage  of 
their  daughter,  Katherine  Royce,  to  Dr.  Frank 
L.  Cochrane,  of  704  Sterling  Place,  Brooklyn. 
Dr.  George  L.  Buist,  of  Brooklyn,  was  best  man. 

Drs.  W.  F.  Gardiner,  R.  C.  Williams  and 
Lewis  G.  Langstaff  left  Brooklyn,  September  1st, 
to  join  a  partv  at  Toronto,  Canada,  for  a  two- 
weeks'  hunting  and  fishing  trip  to  Lake  Nipis- 
sing,  Ontario. 

The  International  Sanitary  Convention  of 
American  Republics  will  be  held  in  Washing- 
ton, October  9th.  The  meeting  this  year  is  of 
prime  importance  on  account  of  the  epidemic  of 
yellow  fever  in  the  South. 

Dr.  S.  Suzuki,  chief  surgeon  of  the  Japanese 
Navv  and  the  companion  of  Admiral  Togo 
throughout  the  Russian  war,  has  arrived  in  this 
country  and  will  represent  the  Japanese  medical 
service  at  the  request  of  the  United  States  Gov- 
ernment at  the  convention  of  the  Physicians  and 
Surgeons  soon  to  assemble  in  Detroit,  Michigan. 
It  is  expected  that  Dr.  Suzuki  will  have  many 
interesting  tales  to  tell  of  the  surgeon's  work 
on  board  ship  during  the  numerous  sea  fights 
in  which  the  Japanese  navy  participated. 

Doctors  Ho  Kan  Yuen,  Ying  Young  Tsui,  and 
Wang  Pang  Chung,  representing  in  order  the 
navy,  army  and  South  China  army,  have  arrived 
in  this  country  to  attend  the  conference  of  Mili- 
tary Surgeons  at  Detroit.  All  of  them  are  men 
of  eminence  in  their  profession,  having  been 
educated  in  England  and  the  United  States. 
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The  Medical  College  of  Indiana  has  just  been 
made  the  medical  department  of  Purdue  Univer- 
sity, with  the  title  of  Indiana  Medical  College, 
The  School  of  Medicine  of  Purdue  University. 

Miss  Honoria  Acosta,  of  the  Philippines,  gra- 
duated recently  from  the  Drexel  Institute,  was 
one  of  the  first  of  the  group  of  girls  brought  to 
this  country  for  education.  She  is  to  enter  a 
Philadelphia  medical  college  this  fall. 

Under  a  decision  rendered  by  the  Commis- 
sioner of  Internal  Revenue  every  druggist  who 
after  December  1  of  this  year  may  sell  certain 
so-called  patent  medicines  having  whisky  or  other 
distilled  spirits  as  the  chief  ingredient  will  be 
obliged  to  pay  a  special  tax  to  the  government 
as  a  liquor  dealer.  The  manufacturers  of  these 
medicines  will  be  required  to  pay  the  special  tax 
imposed  up  rectifiers  and  liquor  dealers.  In  order 
to  relieve  druggists  and  other  dealers  from  loss, 
the  ruling  will  not  go  into  effect  until  December 
1,  next. 

The  Fifteenth  Annual  Meeting  of  the  New 
York  and  New  England  Association  of  Railway 
Surgeons  will  be  held  at  the  Academy  of  Medi- 
cine, New  York  City,  November  17-18,  1905, 
under  the  presidency  of  Dr.  G.  P.  Conn,  of  Con- 
cord, N.  H.  One-half  day  of  the  meeting  will 
be  devoted  to  a  symposium  on  "Injuries  to  the 
Head  and  Spine."  A  cordial  invitation  is  ex- 
tended to  the  profession.  Dr.  Geo.  Chaffee,  338 
47th  Street,  Brooklyn  is  Secretary. 

Dr.  J.  B.  Jones,  who  has  been  connected  with 
the  Brooklyn  City  Dispensary  for  over  fifty  years, 
has  recently  retired  from  its  active  management, 
and  Dr.  Robert  Kingman  has  been  appointed 
medical  director  and  registrar.  The  board  of 
directors  are  interesting  themselves  personally  in 
building  up  the  work,  and  intend  to  provide  new 
and  modern  equipment  for  the  carrying  on  of 
special  clinical  work  by  the  medical  staff.  The 
officers  of  the  board  are  at  present  Mr.  Clement 
Lockitt,  president ;  Dr.  Robert  P.  Newman,  vice- 
president  ;  Mr.  D.  Irving  Mead,  secretary  and 
counsel,  and  Mr.  Leonard  G.  Bond,  treasurer. 

Very  many  of  the  well-known  physicians  of 
this  city,  both  of  the  present  and  past  generation, 
have  been  members  of  the  medical  staff  of  the 
Brooklyn  City  Dispensary.  At  present  positions 
are  held  by  the  following:  Dr.  Henry  and  Dr. 
Hirseman,  surgical;  Dr.  Swalm,  diseases  of  the' 
chest ;  Dr.  Child,  genito-urinary  and  skin  dis- 
eases ;  Dr.  Trumpp  and  Dr.  Love,  general  medi- 
cine ;  Dr.  Brown,  Dr.  Tarbox  and  Dr.  Luther, 
diseases  of  children  and  gynecology.    Three  new 


clinics  are  to  be  established  in  the  near  future — 
eye,  and  ear,  throat  and  nose,  and  dental,  for 
which  applications  have  been  received  and  new 
supplies  provided. 

The  Brooklyn  City  Dispensary  at  1 1  Tillary 
Street  is  the  oldest  dispensary  in  the  city  of 
Brooklyn,  having  been  organized  in  the  year  1846 
and  incorporated  in  1850.  The  work  was  at  first 
carried  on  in  a  room  set  apart  in  the  City  Hall. 
In  1854  the  dispensary  moved  to  Pineapple  Street, 
where  it  remained  until  1864,  since  which  time  it 
has  been  located  at  1 1  Tillary  Street. 

The  following  candidates  for  appointment  as 
first  lieutenants  and  assistant  surgeons  in  the 
medical  department  of  the  army  have  passed  the 
preliminary  examination  and  have  been  made 
contract  surgeons,  preparatory  to  pursuing  a 
course  of  instruction  at  the  Army  Medical 
School  at  Washington :  Albert  G.  Love,  Charles 

E.  Freeman,  Henry  J.  Nichols,  John  R.  Hicks. 
Albert  H.  Walton,  Matthew  Reasoner,  Oswald 

F.  Henning,  Lawrence  P.  Desmond,  Harold  W. 
Jones,  Henry  B.  Mclnt-yre,  Sidney  L.  Scott,  Omar 
W.  Pinkerton,  Lucius  F.  Hopwood,  Thomas 
Francis  Duligg,  Louis  H.  Hanson,  Howard  A. 
Reed,  Hermon  E.  Hasseltine  and  Ferdinand 
Schmitter.  In  accordance  with  the  system  which 
has  been  in  vogue  for  over  a  year,  these  candi- 
dates will  undergo  a  course  of  instruction  for 
eight  months  at  the  medical  school,  commencing 
October  2d.  At  the  close  of  the  term  at  the 
medical  school,  all  candidates  will  be  subjected 
to  a  rigid  physical  examination  and  those  found 
physically  qualified  will  be  admitted  to  the  final 
or  qualifying  examination  for  admission  to 
the  medical  corps.  The  candidates  standing 
highest  in  this  examination,  who  attain  a  general 
average  of  80  per  cent,  and  over  will  be  select- 
ed for  commission  in  the  order  of  their  stand- 
ing to  fill  existing  vacancies  in  the  medical  de- 
partment. The  contracts  of  candidates  who  fail 
to  qualify  will  be  revoked.  The  results  of  this 
system,  which  was  instituted  in  July,  1904,  have 
been  most  gratifying. 

Mrs.  Jessie  Torrance  Gilligan,  nee  MacNeill, 
wife  of  Dr.  Alexander  Gilligan,  died  at  her  home, 
952  Bedford  Avenue,  on  September  24.  Mrs. 
Gilligan  was  born  at  Bonnybridge,  Stirlingshire, 
Scotland,  in  1875,  but  came  to  this  country  in  her 
youth  and  joined  the  Brooklyn  Hospital  Train- 
ing School  for  Nurses  graduating  with  the  class 
of  1896.  From  that  time  she  was  actively  en- 
gaged in  her  profession  until  her  marriage  in 
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April  of  last  year.  Last  July  she  was  compelled 
to  undergo  an  operation  for  cancer  which  gave 
only  temporary  relief,  and  after  two  months  of 
suffering,  alleviated  by  all  the  resources  of  med- 
ical science,  the  end  came  as  a  relief.  Mrs.  Gil- 
ligan  was  a  lady  of  attractive  personality,  engag- 
ing manners  and  sunny,  unselfish  disposition, 
and  her  death  will  be  regretted  long  by  a  large 
circle  of  friends  not  only  in  the  nursing  and 
medical  professions  but  among  the  laity.  She 
remained  an  active  member  of  the  Brooklyn  Hos- 
pital Training  School  for  Nurses  Alumnae  Asso- 
ciation until  her  death. 

Dr.  Arthur  R.  Reynolds,  late  Commissioner 
of  Health  of  the  City  of  Chicago,  has  accepted 
the  Medical  Directorate  of  the  French  Lick 
Springs  Hotel  Company,  at  French  Lick,  In- 
diana. 

The  Fifth  Annual  Conference  of  Sanitary 
Officers  of  the  State  of  New  York  was  held  at 
Albany,  October  4  and  5. 

Dr.  Bryant,  the  President  of  the  Medical 
Society  of  the  State  of  New  York,  has  appointed 
the  following  Committee  to  have  charge  of  the 
programme  of  the  Annual  Meeting  at  Albany, 
January  30,  31,  and  February  1:  Drs.  L.  H. 
Newman,  A.  T.  Bristow  and  H.  Hugh  William. 

The  Eighteenth  Annual  Meeting  of  the  Amer- 
ican Association  of  Obstetricians  and  Gynecolo- 
gists was  held  at  Hotel  Astor,  Manhattan,  N.  Y. 
City,  September  19th,  20th  and  21st.  The  local 
committee  of  arrangements  consisted  of  Drs. 
Robert  T.  Morris,  Samuel  W.  Bandler,  and 
James  N.  West. 

Among  those  who  contributed  papers  were 
Drs.  Charles  A.  L.  Reed,  of  Cincinnati ;  J.  J. 
Murphy,  of  Chicago ;  Joseph  Price,  of  Philadel- 
phia ;  Lewis  S.  McMurtry,  of  Louisville ;  J.  B. 
Deaver,  Philadelphia ;  Edward  J.  Ill,  Newark ; 
Walter  B.  Chase,  Brooklyn ;  J.  H.  Carstens,  De- 
troit ;  X.  O.  Werden,  Pitssburg,  and  Dr.  Robert 
T.  Morris,  of  New  York.  Dr.  Werden's  paper 
was  a  proper  recognition  of  the  work  of  our  own 
Dr.  John  Byrne. 

During  the  meeting  Dr.  Joseph  Price,  of  Phila- 
delphia, took  the  clinic  of  Dr.  Chase  at  the  Beth- 
any Deaconesses'  Hospital,  of  this  city,  and 
demonstrated  his  technic  in  dealing  with  large 
uterine  fibroids,  complicated  with  extensive  adhe- 
sions. 

On  Wednesday  evening  the  annual  banquet  was 
bold  at  the  Hotel  Astor.  Among  the  speakers 
were  Dr.  Robert  T.  Morris,  toastmastcr ;  Sur- 
geon-General Suzuki,  of  the  Imperial  Japanese 


Navy,  who  spoke  of  the  efficacy  of  aseptic  treat- 
ment of  wounds  and  the  remarkably  low  mor- 
tality following  it ;  Major  L.  L.  Seaman,  M.D., 
Dr.  L.  S.  McMurtry,  whose  topic  was  "The 
American  Medical  Association,"  and  Dr.  Brooks 
H.  Wells,  who  told  of  the  doctor's  vacation.  Dr. 
John  Young  Brown,  of  St.  Louis,  was  elected 
president. 

The  Bulletin  of  the  American  Academy  of 
Medicine  for  August,  1905,  contains  a  paper  en- 
titled "State  Licensure  for  the  Practice  of  Medi- 
cine, 1904,"  by  Charles  Mclntire,  A.M.,  M.D., 
Secretary  of  the  Academy.  A  foot-note  states 
that  it  is  a  "Report  prepared  to  present  to  the 
American  Academy  of  Medicine  at  its  meeting  in 
Chicago,  November  9  and  10,  1905."  This  report 
is  a  summary  of  the  results  of  examinations  for 
license  by  the  various  State  Boards  of  Examina- 
tion during  1904.  Some  of  these  figures  might  be 
interesting  to  the  Journal's  readers.  A  few  of 
the  leading  colleges  have  been  selected.  The  per- 
centage is  that  of  those  who  passed : 

Percentage. 
University  of  Chicago  (Rush  Medical  Col- 


lege)   93-8 

Kentucky  University,  Louisville   76-9 

University  of  Louisville,  Louisville   58.7 

Bowdoin  (Medical  School  of  Maine)   84.4 

Baltimore  Medical  College,  Baltimore   72.0 

College  of  Physicians  and  Surgeons,  Balti- 
more   74-7 

Johns  Hopkins,  Baltimore   98.3 

Harvard   98 . 7 

Tufts  College,  Boston   85 . 5 

University  of  Michigan    90 .5 

Dartmouth,  Hanover    85.7 

Columbia  (College  of  Physicians  and  Sur- 
geons, New  York)    95-8 

Cornell,  New  York   97.0 

Long  Island  College  Hospital,  New  York . .  98 .  o 

Syracuse  University    100.0 

Union,  Albany  Medical  College   90.0 

University  and  Bellevue,  New  York   91.2 

University  of  Buffalo   92.0 

Jefferson  Medical  College,  Philadelphia  ...  88.8 

Medico-Chirtirgical  College.  Philadelphia..  80.2 

University  of  Pennsylvania,  Philadelphia  .  .  94.6 

University  of  Vermont,  Burlington   82.9 

University  of  Virginia   91.0 


It  will  be  seen  that  Harvard,  Syracuse,  Long 
Island  College  Hospital  and  Johns  Hopkins  enjoy 
the  distinction  of  being  the  four  leading  colleges. 
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DIAGNOSIS   AND  MEDICAL   TREATMENT   OF  DIS- 
EASES OF  THE  GAIL-BLADDER,  INCLUDING 
CHOLELITHIASIS. 


BY  GLENTWORTH  R.  BUTLER,  M.D. 

There  are  two  diseases  of  the  gall-bladder 
proper  which  claim  attention :  carcinoma  of  the 
gall-bladder  and  cholecystitis. 

Carcinoma  of  the  gall-bladder  is  much  more 
common  (3  or  4  to  1)  in  women  than  in  men, 
and  occurs  most  frequently  between  the  ages  of 
50  and  60  years.  It  is  predisposed  to  by  the 
presence  of  gall-stones  which  are  found  in  from 
90  to  95  per  cent,  of  cases  of  gall-bladder  carci- 
noma. In  more  than  one-half  of  the  cases  secondary 
growths  appear  in  the  liver;  the  pancreas  is  fre- 
quently involved ;  adhesions  may  form  whereby 
the  gall-bladder  becomes  adherent  to  the  colon, 
small  intestines,  stomach,  or  abdominal  wall ;  or 
a  suppurative  cholecystitis  may  ensue. 

Jaundice  of  the  chronic  obstructive  type  is 
present  in  about  70  per  cent,  of  the  cases. 
It  is  absent  if  the  new  growth  is  confined 
strictly  to  the  bladder,  but  when  it  involves  the 
common  duct,  or  when  the  neighboring  glands 
are  enlarged,  the  conditions  requisite  for  hinder- 
ing the  flow  of  bile  into  the  intestine  are  fulfilled 
and  icterus  appears.  It  is  persistent  because  the 
conditions  are  permanent. 

Pain,  more  or  less  severe,  occurs  in  a  majority 
of  the  cases.  It  is  at  first  merely  a  sensation 
of  heaviness  and  discomfort  in  the  right  hypo- 
chondrium,  later  becoming  a  dull  pain.  There 
maybe  paroxysmal  attacks,  not  to  be  distinguished 
from  gall-stone  colic.  Occasionally  there  may 
be  vomiting,  meteorism,  constipation  (usually), 
and  fever.  Ascites  occurs  in  20  to  25  per  cent, 
of  the  cases.  While  it  may  be  due  to  pressure 
on  the  portal  vein,  it  is  most  commonly  caused 
by  a  secondary  carcinomatous  peritonitis. 

In  two-thirds  of  the  cases  a  tumor  is  found 
in  the  usual  site  of  the  gall-bladder,  varying 
from  the  size  of  a  walnut  to  that  of  the  closed 
fist,  or  even  larger.  It  is  at  first  smooth,  even, 
and  ovoid ;  later  it  becomes  hard,  irregular,  and 
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usually  tender.  It  extends  downward  and  to- 
wards the  umbilicus,  and,  unless  it  has  contracted 
adhesions,  moves  with  respiration.  Wasting  and 
cachexia  gradually  become  manifest;  and  when 
grave  jaundice  and  cholaemia  supervene,  hsemate- 
mesis,  melfena,  and  epistaxis  may  occur.  The 
average  duration  of  the  disease  is  about  six 
months. 

The  cardinal  symptoms  are  a  hard,  un- 
even, steadily  growing  tumor  in  the  site  of  the 
gall-bladder,  in  a  woman  about  55  years  of  age ; 
loss  of  flesh  and  strength ;  permanent  jaundice, 
and  finally,  perhaps,  the  discovery  of  secondary 
growths  in  the  liver,  or  about  the  clavicles. 

The  medical  treatment  is  merely  palliative. 

Acute  cholecystitis  is  due  to  infection  by  vari- 
ous micro-organisms,  and,  while  usually  associ- 
ated with  the  presence  of  gall-stones,  it  occurs 
not  infrequently  in  their  absence.  It  may,  there- 
fore, be  calculous  or  non-calculous. 

Like  appendicitis  the  inflammation  varies  from 
mild  to  severe — catarrhal,  suppurative,  and  phleg- 
monous or  gangrenous.  When  the  serous  coat  is 
inflamed  it  constitutes  a  pericholecystitis.  It  is 
very  probable  that  the  milder  degrees  of  inflam- 
mation are  much  more  common  than  is  generally 
recognized.  The  severer  forms  may  terminate  in 
gangrene,  perforation,  localized  peritonitis  and 
abscess,  or  a  general  peritonitis. 

In  the  mildest  cases  there  may  be  little  active 
pain,  and  very  slight  or  no  fever,  but  there  is 
often  chilliness,  with  a  moderate  temperature, 
which,  however,  rapidly  subsides.  The  character- 
istic finding  is  a  spot  of  localized  tenderness,  com- 
parable to  that  of  a  mild  appendicitis  and  often 
elicited  only  by  deep  pressure,  over  the  seat  of 
the  gall-bladder. 

In  a  case  of  average  severity  the  earliest  symp- 
toms are  pain  and  tenderness  in  the  right  hypo- 
chondrium.  The  pain  is  commonly  paroxysmal, 
resembling  that  of  gall-stone  colic,  but  is  usually 
not  quite  so  intense,  and  may  radiate  downward 
into  the  right  iliac  region.  The  tenderness  is 
well  diffused,  but  is  most  noticeable  at  the  junc- 
tion of  the  upper  two-thirds  and  the  lower  one- 
third  of  a  line  drawn  from  the  right  ninth  rib  to 
the  umbilicus  (Mayo  Robson).     In  a  certain 
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proportion  of  cases,  depending  on  the  amount  of 
obstruction  to  the  cystic  duct,  the  gall-bladder 
becomes  distended  and  palpable.  Unless  fixed 
by  old  adhesions,  it  is  movable  and  can  be  swung 
from  side  to  side  in  a  semi-circle. 

Jaundice  is  by  no  means  a  necessary  symptom, 
and  when  present  is  suggestive  of  the  presence 
of  gall-stones,  or  an  extension  of  the  inflamma- 
tion to  the  common  duct. 

In  the  severest  cases  there  are,  in  addition  to 
violent  pain,  chills  followed  by  fever,  nausea, 
vomiting  and  collapse.  The  abdomen  becomes 
distended  and  its  walls  rigid.  There  may  be  ob- 
stinate constipation,  or  even  an  apparently  com- 
plete intestinal  obstruction,  neither  feces  nor 
flatus  passing. 

The  cardinal  symptoms  are  the  finding  of  a  dis- 
tended gall-bladder,  with  a  previous  history  of 
hepatic  colic  and  jaundice ;  or  of  a  recent  typhoid 
fever,  pneumonia,  or  influenza.  In  the  absence 
of  such  symptoms  and  history,  the  diagnosis  may 
be  difficult  or  impossible,  and  the  question  cannot 
be  settled  without  an  exploratory  laparotomy. 

The  most  common  difficulty  in  diagnosis  is  to 
distinguish  between  appendicitis  and  cholecystitis  ; 
indeed,  the  two  may  coexist.  The  usual  mistake 
is  to  consider  a  cholecystitis  as  an  inflamed  ap- 
pendix, especially  in  those  instances  when,  as  may 
happen,  the  gall-bladder  is  so  elongated  as  to 
reach  down  into  the  right  iliac  fossa,  or  is  carried 
down  into  the  appendical  region  by  a  tongue- 
shaped  projection  from  the  right  lobe  of  the  liver, 
the  so-called  Riedel's  lobe.  On  the  other  hand 
when,  as  also  may  occur,  the  appendix  occupies 
an  abnormal  position,  running  upward  toward  the 
liver,  the  pain,  tenderness,  and  swelling  due  to 
an  appendicitis  may  be  in  the  right  hypochondriac, 
and  not  in  the  right  iliac,  region. 

Medical  measures  are  efficacious  only  in  the 
milder  cases.  When  the  symptoms  are  at  all 
severe  the  advice  of  the  surgeon  should  be  sought. 

The  medical  treatment  comprises  rest  in  bed 
until  the  tender  point  disappears,  light  and  easily 
digestible  diet,  and  hot  fomentations  and  moder- 
ate counter-irritation  over  the  region  of  the  gall- 
bladder. Mild  laxatives,  such  as  Carlsbad  Spru- 
del  or  other  salines,  should  be  given.  Moderate 
doses  of  sodium,  or  other,  salicylate,  will  be  useful 
in  promoting  the  more  rapid  flow  of  bile,  thus 
helping  to  prevent  the  spread  of  the  inflammation 
to  the  bile-ducts.  Morphine  should  be  used  un- 
willingly and  with  very  sparing  hand  in  order, 
as  in  appendicitis,  not  to  produce  a  deceptive 
masking  of  symptoms. 

Cholelithiasis  occurs  mainly  in  women  (75  per 


cent.),  especially  in  those  who  have  borne  chil- 
dren. The  patient  is  usually  between  40  and  60, 
rarely  under  25,  years  of  age.  Predisposing 
causes  are  excessive  eating,  sedentary  occupation, 
constipation,  tight  lacing,  enteroptosis,  and  neph- 
roptosis. The  immediate  cause  is  a  mild  catarrhal 
inflammation  of  the  gall-bladder  or  the  bile-ducts. 
When  the  mucous  membrance  of  the  gall-bladder 
is  thus  inflamed  there  is  an  excessive  formation 
of  cholesterin  by  the  mucous  glands  and  cells ; 
when  the  bile-ducts  are  similarly  affected,  their 
mucous  membrane  secretes  an  exudate  which  pre- 
cipitates bilirubin-calcium  calculi.  The  two 
micro-organisms  which  are  mainly  responsible  for 
the  production  of  the  inflammation  are  the  B.  coli 
and  the  B.  typhosus. 

Gall-stones  may,  and  usually  do,  lie  latent  in 
the  gall-bladder  for  an  indefinite  time.  If,  how- 
ever, the  concretions  endeavor,  or  succeed  in  so 
doing,  to  enter  or  traverse  the  cystic  or  common 
duct,  the  well-known  symptoms  of  hepatic  colic 
are  manifested,  and  if  the  concretion  becomes 
permanently  impacted  in  either  duct  the  evidences 
of  chronic  obstruction  appear.  Subsequently  ul- 
ceration and  perforation  may  occur  with  the 
formation  of  a  biliary  fistula,  or  the  stone  may 
ulcerate  through  into  the  intestine  and,  if  of  suf- 
ficient size,  cause  obstruction  of  the  intestines. 

The  cardinal  symptoms  of  gall-stones  are  a  typ- 
ical attack  of  hepatic  colic,  followed  by  jaundice, 
even  though  slight  and  transient.  If  there  is  a 
history  of  previous  attacks,  or  if  others  follow, 
the  diagnosis  is  practically  certain.  The  finding 
of  stones  in  the  stools  is  pathognomonic. 

Jaundice,  however,  is  present  in  but  one-half 
of  the  cases,  partly  because  obstruction  of  the 
cystic  duct  does  not,  per  se,  give  rise  to  it ;  and  the 
size  or  shape  of  the  stone  may  be  such  that  when 
it  lies  in  the  common  duct  the  bile  is  permitted 
to  trickle  past  it,  i.  e.,  the  obstruction  is  incom- 
plete. Moreover,  the  symptoms  of  an  acute  non- 
calculous  cholecystitis  may  so  closely  resemble 
those  of  a  non-icteric  hepatic  colic  that  nothing 
but  operation  will  demonstrate  the  absence  of 
calculi.  Occasionally  also,  moderate  attacks  of 
colic  may  be  due  to  the  passage  of  inspissated  bile, 
or  precipitated  cholesterin  and  bile-pigments. 

Other  conditions  which  may  require  considera- 
tion in  the  differential  diagnosis,  but  of  which 
time  will  not  permit  a  detailed  discussion,  are 
appendicitis,  floating  kidney,  hyperchlorhydria 
and  gastralgia,  gastric  or  duodenal  ulcers,  renal 
colic,  nervous  hepatic  colic,  and  mucous  colic. 

When  the  calculus  is  impacted  in  the  cystic  duct 
dropsy  of  the  gall-bladder  may  ensue ;  or  an  acute 
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calculous  cholecystitis  develop.  When  the  arrest 
occurs  here  jaundice  may  be  present  in  10  to  15 
per  cent,  of  cases  (Riedel),  and,  if  found,  is  due 
to  the  extension  of  spasm  or  catarrhal  inflamma- 
tion to  the  common  duct. 

The  permanent  lodgment  of  a  calculus  in  the 
common  duct,  usually  toward  its  lower  end,  gives 
rise  to  symptoms  which  are  largely  due  to  the 
cholangitis  excited  by  its  presence.  According 
to  Naunyn,  the  distinctive  signs  of  this  condition 
are  a  chronic  jaundice  of  varying  intensity,  with 
constant  or  intermittent  presence  of  bile  in  the 
feces,  fever,  enlargement  of  spleen,  absent  or 
slight  enlargement  of  the  liver,  and  no  enlarge- 
ment or  swelling  of  the  gall-bladder.  The  ab- 
sence of  a  distended  gall-bladder  in  jaundice  due 
to  obstruction  of  the  common  duct  by  concretions, 
while  it  is  present  in  jaundice  due  to  obstruction 
from  new  growths  or  outside  pressure  from  other 
causes  (Courvoisier's  law),  is  due  to  the  fact  that 
the  bladder  becomes  small,  thickened,  and  con- 
tracted as  a  result  of  former  attacks  of  cholecys- 
titis excited  by  the  presence  in  it  of  the  stones. 
While  this  law  holds  good  in  the  majorityof  cases, 
there  is  a  notable  percentage  of  exceptions. 

When  the  calculus  lies  in  the  lower  end  of  the 
common  duct,  which  is  often  much  dilated,  and  is 
of  such  a  size  and  shape  as  to  be  movable  or 
"floating"  and  exert  a  ball-valve  action,  a  group 
of  symptoms  will  arise,  known  as  the  intermittent 
hepatic  fever  of  Charcot.  Osier  has  emphasized 
its  importance.  There  will  be  paroxysms  of  he- 
patic pain,  with  chill,  fever  ( I03°-I05°),  and 
sweating.  These  attacks,  which  may  be  very  se- 
vere, are  separated  by  an  apyrexial  interval  and 
closely  resemble  a  malarial  ague.  Jaundice,  which 
is  usually  present,  may  be  marked  and  persistent, 
or  varying  and  intermittent,  according  to  the  de- 
gree of  obstruction,  and,  as  a  rule,  increases  after 
each  paroxysm.  There  may  be  nausea  and  vomit- 
ing, the  liver  and  gall-bladder  are  slightly  or  not 
at  all  enlarged,  bile  may  be  found  in  the  stools 
from  time  to  time,  and  there  is  no  ascites.  There 
is  a  leucocytosis  during  the  attacks.  During  the 
intervals  the  health  may  be  good.  They  may  re- 
cur in  a  series  separated  by  weeks  or  months. 
The  seizures  are  significant  of  repeated  bacterial 
infections.  A  suppurative  cholangitis  or  hepatitis 
may  be  a  sequel.  These  attacks  are  commonly 
diagnosed  as  malaria,  but  a  knowledge  of  their 
possible  occurrence,  and  an  examination  of  the 
blood  for  the  plasmodium  will  prevent  this  error. 

A  calculus  in  the  ampulla  of  Vater  maymechan- 
ically  obstruct  Wirsung's  duct,  and  thereby  hinder 
the  outflow  of  pancreatic  juice,  unless  the  acces- 


sory duct  of  Santorini  is  able  to  carry  the  juice 
into  the  duodenum.  As  a  result  a  chronic  inter- 
stitial pancreatitis  occurs,  which  is  not  attended 
by  glycosuria  and  diabetes  as  the  islands  of 
Langerhans  are  not  involved  in  the  process.  In 
rare  instances  a  hemorrhagic  pancreatitis  may 
result  from  the  passage  of  bile  into  the  pancreatic 
duct.  This  is  due  to  the  presence  of  a  calculus 
in  the  ampulla  close  to  the  biliary  papula,  suf- 
ficiently large  to  prevent  the  flow  of  bile  into  the 
duodenum,  but  not  large  enough  to  close  the  pan- 
creatic duct,  whereby  the  bile  passes  into  the 
latter. 

Many  of  the  pains  which  are  common  in  gall- 
stone disease  and  which  vary  considerably  in  se- 
verity are  due  to  pericholecystic  adhesions  to  vari- 
ous organs,  the  stomach,  duodenum  and  colon 
especially. 

The  following  semi-axioms  are  useful  to  re- 
member : 

1.  Colicky  pain,  of  the  hepatic  type  and  distri- 
bution, usually  signifies  the  presence  of  a  foreign 
body,  generally  a  calculus,  in  the  ducts. 

2.  Tenderness  of  the  gall-bladder  signifies  an 
infective  inflammation  of  the  gall-bladder,  whether 
due  to  the  presence  of  a  calculus  or  not,  and  in 
mild  cases  may  be  the  only  distinguishing  sign. 
The  best  method  of  demonstrating  such  tender- 
ness is  that  of  Murphy,  who  says,  "The  most 
characteristic  and  constant  sign  of  gall-bladder 
hypersensitiveness  is  the  inability  of  the  patient 
to  take  a  full,  deep  inspiration  when  the  phy- 
sician's fingers  are  hooked  up  deep  beneath  the 
right  costal  arch  below  the  hepatic  margin.  The 
diaphragm  forces  the  liver  down  until  the  sensi- 
tive gall-bladder  reaches  the  examining  fingers, 
when  the  inspiration  suddenly  ceases  as  though 
it  had  been  shut  off." 

3.  Gall-bladder  tenderness  is  usually  absent  in 
bile-duct  obstruction  due  to  pressure  by  new 
growths,  scar  tissue,  torsion,  or  flexion. 

4.  A  large  gall-bladder,  with  jaundice,  usually 
indicates  obstruction  by  neoplasms  or  scar  con- 
traction; not  by  gall-stones. 

5.  Chronic  jaundice,  without  remissions  or  in- 
termissions, is  almost  invariably  due  to  malignant 
obstructive  disease,  and  not  to  calculus. 

6.  Jaundice,  preceded  by  colicky  pain,  is  prac- 
tically always  due  to  gall-stones ;  without  pain,  to 
new  growths,  outside  pressure,  or  infective  in- 
flammation. 
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The  medical  treatment  of  cholelithiasis  consists 
principally  in  the  employment  of  such  measures 
as  may  tend  to  relieve  the  infective  inflammations 
which  are  associated  with  the  presence  of  concre- 
tions ;  and  to  diminish,  so  far  as  may  be,  the 
liability  to  future  infection.  The  control  of  pain 
by  anodynes,  hot  fomentations  and  counter-irri- 
tants is  taken  for  granted.  Rest  in  bed  is  essential 
until  tenderness  has  completely  subsided  (Fuhs). 
Attempts  to  dissove  calculi,  in  situ,  are,  to  say  the 
least,  of  very  little  efficacy. 

As  stagnation  of  bile  in  the  gall-bladder  pre- 
disposes to  infection,  the  patient  should  be  re- 
quired to  take  as  much  active  exercise  as  strength 
and  pain  or  sentitiveness  will  permit.  There  are 
few  out-door  sports,  especially  those  which  favor 
deep  breathing  and  full  movements  of  the  dia- 
phragm, which  are  not  useful  in  this  condition. 
Tight  lacing  in  women,  tight  belts  in  men  must 
be  tabooed. 

The  diet  should  comprise  digestible  food,  simply 
prepared.  An  excess  of  starches,  sweets  and  fats 
is  to  be  avoided.  Nitrogenous  foods  may  be  al- 
lowed with  freedom.  It  is  probably  very  desirable 
to  take  hot  water  on  rising  and  at  bedtime. 

To  prevent  and  to  remove  the  milder  (catar- 
rhal) inflammations  of  the  bile  passages,  in  ad- 
dition to  careful  diet,  slow  eating,  and  the  elimi- 
nation of  all  causes  which  might  initiate  an  acute 
or  chronic  gastro-duodenitis,  certain  medicinal 
measures  are  desirable.  Mild  laxatives  are  very 
serviceable,  such  as  the  Carlsbad  water  or  salts, 
and  sodium  phosphate;  or,  if  something  more 
active  seems  desirable,  Epsom  or  Rochelle  salts 
or  one  of  the  numerous  laxative  saline  waters. 
For  those  who  can  afford  it,  a  "cure"  at  Carlsbad 
or  some  similar  watering  place,  should  be  advised. 

If  jaundice  is  present  benefit  will  be  derived 
from  daily  or  bi-daily  enemata  of  salt  solution, 
hot  or  cold,  or  alternating.  A  course  of  sodium 
salicylate  or  aspirin,  or  ammonium  chloride,  or 
nitro-hydrochloric  acid,  or  sodium  or  ammonium 
benzoate,  or  ox-bile,  all  have  their  advocates.  The 
use  of  oil,  olive  or  cotton-seed,  I  believe,  in 
spite  of  varying  testimony,  to  be  useful  in  some 
cases. 

Finally,  in  regard  to  surgical  interference.  The 
physician  can  readily  temporize  for  too  long  a 
time.  I  believe  that  active  and  well-marked 
symptoms,  or  a  history  of  frequent  recurrence 
of  pain  and  tenderness,  should  be  the  signal  for 
a  conference  between  the  medicine  man  and  the 
hand-worker. 


SOME  OBSERVATIONS  ON  THE  ANEMIAS.* 


BY  HENRY  G.  WEBSTER,  M.D. 

In  taking  up  for  consideration  so  broad  a 
subject  as  the  anemias  I  can  hardly  hope  to 
more  than  briefly  refer  to  the  general  features, 
while  emphasizing  one  or  two  special  points  that 
have  appealed  to  me  as  of  especial  interest.  The 
subject,  while  often  threshed  over,  forms  so 
large  and  important  a  part  of  every  practitioner's 
experience  that  it  is  of  perennial  interest  and  well 
repays  frequent  discussion. 

It  is  customary  to  divide  anemias  into  two 
classes  that  seem  fairly  well  defined,  both  from 
the  clinical  manifestations  and  the  blood  find- 
ings— primary  or  essential  or  idiopathic,  and 
secondary  or  symptomatic.  Clinically,  the  sec- 
ondary varieties  are  such  as  are  readily  traceable 
to  some  observable  cause,  whether  hemorrhagic 
or  toxic,  or  as  happening  in  the  course  of  some 
such  wasting  disease  as  tuberculosis  or  cancer 
where  more  than  a  single  cause  is  probably  at 
work.  The  primary  group  includes  those  pre- 
senting no  discoverable  cause.  Pathologically 
there  are  certain  fairly  constant  changes  in  the 
appearance  and  relation  of  the  blood  elements — 
erythrocytes,  leucocytes  and  hemoglobin — that 
are  said  to  be  characteristic  of  the  two  groups. 

Xormal  blood  presents  in  adult  males  an  ave- 
rage number  of  5,000,000  red  and  5.000  white 
cells  with  about  95  per  cent  of  hemoglobin. 
The  red  discs  are  quite  regular  in  their  size  and 
shape,  being  circular  with  depressed  centers  and 
about  7.5  microns  in  diameter ;  of  an  even  green- 
ish-yellow color  and  tending  to  run  to- 
gether in  ruleaux.  In  women  a  slightly 
lower  number  of  red  cells  is  not  abnormal. 
In  estimating  the  physical  properties  of  the 
blood  it  is  well  to  take  into  consideration 
the  size,  shape  and  degree  of  color  of  the 
red  cells  as  well  as  the  viscosity,  color  and  co- 
agulation time  of  the  blood  as  a  whole.  The 
elaborate  coagulometer  of  Wright  has  made  this 
a  formidable  procedure  until  the  simple  idea  of 
allowing  a  large  drop  to  coagulate  on  a  glass  slide 
and  observing  the  time  necessary  for  the  forma- 
tion of  a  firm  coagulum  was  recommended  by 
Milian.  He  finds  a  normal  variation  of  from 
2.5  to  5  minutes.  An  increased  coagulation 
period  is  very  suggestive  when  a  suspicion  of 
hemophilia  exists. 

One  may  expect  to  find  in  anemic  blood 
changes  in  the  absolute  as  well  as  relative  pro- 
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portions  of  the  red  cells  and  hemoglobin.  The 
white  cells  are  not  usually  included  in  anemic 
changes,  though  there  may  be  leucopenia  in  pro- 
found anemia  and  absolute  leucocytosis  in  splenic 
anemia.  The  proportion  of  polymorphonuclear, 
mononuclear  and  eosinophile  leucocytes  may  be 
changed,  but  as  such  changes  are  most  common 
in  the  leukemias  they  may  not  properly  be  dis- 
cussed here.  An  increase  in  the  eosinophiles  is 
very  suggestive  of  parasitic  disease. 

The  normal  ratio  of  red  cells  to  hemoglobin 
obtained  by  dividing  the  percentages  of  the  lat- 
ter by  that  of  the  former,  equals  1.  This  color 
index  when  higher  than  1  is  suggestive  of  the 
pernicious  type,  while  in  chlorosis  it  is  reduced. 

Of  variations  in  the  erythrocytes,  we  find 
changes  in  the  color  commensurate  with  the  de- 
gree of  hemoglobin  loss,  the  appearance  of 
highly  refractive  spots  and  figures  due  to  the 
same  reason,  irregular  outline  or  poikilocytosis, 
and  sometimes  nucleated  red  cells — erythro- 
blasts.  Erythrocytes  much  larger  than  the  nor- 
mal are  spoken  of  as  megalocytes  and  those 
much  smaller  as  microcytes.  The  size  of  the 
erythroblasts  is  similarly  indicated.  In  stained 
specimens  a  granular,  or  sometimes  an  irregu- 
larly shaded  appearance,  or  a  tendency  to  take 
on  an  unusual  stain  is  spoken  of  as  polychromasia 
or  polychromatophilia.  It  is  occasionally  seen 
in  high  degrees  of  anemia,  lead  poisoning  and 
some  rarer  conditions. 

A  word  as  to  method.  The  determination  of 
hemoglobin  is  easily  and  quickly  made  by  either 
Dare's,  Sahli's  or  Talquist's  instruments.  The 
first  is  expensive,  but  the  readings  are  rapidly 
made  and  tally  closely  with  the  standard  Fleischl 
method.  The  second,  which  is  a  radical  modifi- 
cation of  Gower's  instrument,  is  cheap,  rapid  and 
accurate.  It  gives  somewhat  higher  readings  than 
the  average.  Talquist's  scale  gives  readings 
within  10  per  cent,  of  the  other  methods,  and  for 
office  or  bedside  is  convenient  and  sufficiently 
accurate.  The  Thoma-Zeiss  apparatus  for  count- 
ing both  red  and  white  cells  has  not  as  yet  been 
replaced  by  any  more  convenient  method,  though 
the  Zappert-Ewing  chamber  is  to  be  recom- 
mended. Blood  smears  made  by  drawing  the 
edge  of  one  glass  slide  along  the  surface  of  an- 
other give  large  well-spread  films,  and  when 
stained  by  Wright's  or  some  similar  method  are 
convenient  for  the  detection  of  malarial  parasites, 
examination  of  erythrocytes  and  differential 
counting  of  the  leucocytes  at  one  and  the  same 
time. 

Turning  now  to  the  consideration  of  the  essen- 
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tial  or  primary  anemias  we  are  told  that  they  are 
characterized  by  a  higher  color  index,  the  pres- 
ence of  nucleated  red  cells  and  a  degree  of  blood 
disturbance  not  to  be  accounted  for  by  any  ob- 
servable disease.  Chlorosis  contributes  the 
bulk  of  such  cases,  though  here  it  is  the  hemo- 
globin that  is  diminished  out  of  proportion  to  the 
loss  of  erythrocytes.  Erythroblasts  are  infre- 
quent. 

The  clinical  picture,  while  protean  in  some  re- 
spects, furnishes  a  number  of  constant  symp- 
toms :  Constipation,  the  green  color  that  gives 
it  its  name,  muscular  weakness  as  indicated  by 
palpitation  and  breathlessness,  and  evidences  of 
starvation  of  the  nervous  system,  such  as  syn- 
cope, fretfulness,  headache,  anorexia,  wandering 
pains,  etc.  Most,  if  not  all  of  these  symptoms 
are  equally  suggestive  of  toxic  processes.  The 
blood  picture  presents  a  loss  of  hemoglobin 
which  may  fall  as  low  as  20  per  cent.,  a  mod- 
erate diminution  of  the  red  cells  to  3,500,000 — 
seldom  lower — the  changes  in  the  appearance 
and  size  of  the  erythrocytes  already  noted,  and 
the  occasional  appearance  of  nucleated  red  cells, 
usually  of  the  normoblastic  type.  The  leuco- 
cytes average  6,000  with  a  tendency  to  increase 
of  the  lymphocytes. 

Pernicious  anemia  presents  clinically  a  pecu- 
liar lemon-yellow  color  of  the  skin,  a  degree  of 
emaciation  not  at  all  commensurate  with  the 
gravity  of  the  disease,  a  tendency  to  remissions, 
marked  gastro-enteric  disturbances,  a  low  irreg- 
ular fever,  all  of  which  symptoms  are  equally 
characteristic  of  septic  absorption. 

The  blood  findings  include  an  excessive  loss 
of  red  cells,  the  number  falling  below  1,000,000 
— 590,625  in  the  case  to  be  reported — hemoglo- 
bin reduced,  but  not  in  such  degree,  so  that  the 
color  index  remains  high,  great  deformitv  of  the 
red  cells,  the  constant  presence  of  nucleated  ery- 
throcytes of  the  megaloblastic  type  and  a  leuco- 
penia with  relative  increase  in  the  lymphocytes. 
Myelocytes  are  generally  found  in  small  numbers, 
bers. 

Splenic  anemia,  characterized  essentially-  by 
enlargement  of  the  spleen  with  anemia  in  which 
both  hemoglobin  and  red  cells  are  moderately 
reduced  with  a  low  color  index  as  the  rule  and 
with  normoblasts  frequently  present,  is  to  be 
included  under  the  primary  anemias.  The  symp- 
toms present  in  one  case  to  be  reported  suggest 
the  ravages  of  a  toxic  agent. 

Secondary  anemias  as  a  rule  present  the  clin- 
ical signs  of  tissue  starvation  with  blood  findings 
in  which  both  hemoglobin  and  red  cells  are  mod- 
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erately  reduced,  a  low  color  index  predominating. 
In  extreme  cases  there  is  marked  deformity  of 
the  cells  with  the  occasional  presence  of  normo- 
blasts. The  leucocytes  may  be  diminished,  with 
a  tendency  to  relative  increase  in  the  polymorpho- 
nuclear neutrophiles. 

Leaving  out  of  consideration  a  considerable 
number  of  cases  of  anemia  that  conform  to  the 
classification  already  outlined,  I  desire  to  briefly 
report  twenty-one  cases  in  which  the  clinical 
manifestations  were  those  of  anemia,  but  where 
the  blood  findings  are  at  variance  with  the 
symptoms. 

Class  I.    Hemoglobin  and  erythrocytes  both 

ABOVE  NORMAL. 

Case  1.  E.  P.  T.,  M.,  35.  Clinical  appearance, 
anemia  with  chronic  gastroenteritis.  Frequent 
attacks  of  vomiting  and  purging.  Pale,  often 
dizzy  ;  badly  constipated  between  attacks.  Urine 
indicates  gout. 

Hb  130  per  cent.,  R.  b.  c.  6,434,375,  color  index 
I.    Tendency  to  increase  in  the  lymphocytes. 

Diagnosis,  incipient  pseudoleukemia. 

Case  2.  E.  P.,  F.,  17.  Clinical  appearance, 
chlorosis.  Constant  basilar  headache,  dizziness, 
anorexia,  constipation.  Blood  pressure  high, 
negative  for  malaria. 

Hb  100  per  cent.,  R.  b.  c.  5,000,000,  color  in- 
dex 1. 

Diagnosis,  intestinal  intoxication. 

Case  3.  M.  E.  H.,  F.,  38.  Clinical  appear- 
ance, anemia  with  much  wasting.  Various  par- 
esthesias, papular  eruption,  emaciation,  pro- 
nounced neurotic  state.  History  of  probable 
syphilis. 

Hb  no  per  cent.,  R.  b.  c.  5,340,000,  color 
index  1. 

Diagnosis,  tertiary  syphilis,  neurasthenia. 

Case  4.  L.  G.,  F.,  19.  Clinical  appearance, 
chlorosis,  loss  of  flesh,  pelvic  disturbances,  dizzi- 
ness, tendency  to  mucous  colitis,  progressive 
weakness. 

Hb  120  per  cent.,  R.  b.  c.  5,970,000,  leucocytes 
17,850,  color  index  1. 

Mononuclear  elements  increased. 

Diagnosis,  pretubercular  state. 

Case  5.  H.  B.,  F.,  23.  Clinical  appearance, 
advanced  anemia.  Tachycardia  and  dyspnoea 
on  exertion,  anorexia,  nausea  and  vomiting,  loss 
of  flesh  and  strength,  pain  under  scapulas,  dizzi- 
ness, badly  constipated.  No  definite  physical 
signs.  Improved  rapidly  under  iron  and  arsenic. 
Sixteen  months  later  recurrence  in  more  marked 
degree.  Occasional  cough,  little  sputum.  Tu- 
bercle bacilli  found.  - 


Hb  115  per  cent.,  R.  b.  c.  5,100,000,  color  in- 
dex 1. 1 3. 

Diagnosis,  miliary  tuberculosis. 

Class  II.  Both  hemoglobin  and  erythrocytes 

REDUCED. 

Case  6.  W.  E.  S.,  M.,  30.  Clinical  appear- 
ance, neurasthenic.  Progressive  weakness,  dizzi- 
ness, faintness,  drowsiness,  distress  after  eating. 
Has  dilated  stomach  with  stasis.  No  positive 
signs,  but  examination  suggests  the  possibility 
of  the  pretubercular  state.  Color  good,  bowels 
regular.    Blood  pressure  high. 

Hb  95  per  cent.,  R.  b.  c.  4,250,000,  leucocytes 
2,800,  color  index  1. 12. 

Diagnosis,  anemia,  neurasthenia. 

Case  7.  A.  S.,  F.,  28.  Clinical  appearance, 
pronounced  anemia.  Much  distress  from  flatus. 
Dilated  stomach.  Headaches,  progressive  weak- 
ness, loss  of  weight,  but  physical  examination  of 
chest  repeatedly  negative. 

Hb  90  per  cent.,  R.  b.  c.  3,515,625,  leucocytes 
11,889,  color  index  1.2. 

Diagnosis,  pretubercular  state. 

Case  8.  Mrs.  W.  T.  R.,  49.  Clinical  appear- 
ance, anemia.  Pale,  drowsy,  weak,  nervous, 
losing  flesh  and  strength.  Urine  suggestive  of 
chronic  interstitial  nephritis. 

Hb  60  per  cent.,  R.  b.  c.  4,328,000,  color  index 

•7- 

Diagnosis,  nephritis,  anemia. 

Case  9.  M.  A.,  F.,  16.  Clinical  appearance, 
chlorosis.  Pale,  headaches,  anorexia,  dizziness, 
pain  in  side,  flatus,  drowsy,  constipated. 

Hb  60  per  cent.,  R.  b.  c.  4,640,000,  color 
index  .7. 

Diagnosis,  chlorosis. 

Case  10.  M.  K.,  F.,  18.  Clinical  appearance, 
typical  chlorosis.  Pale,  loss  of  flesh,  anorexia, 
nausea,  constipation,  dizziness,  nervous  symp- 
toms, etc.  Suspicion  of  syphilis.  Feces  show 
ova  of  trichocephalus  dispar. 

Hb  60  per  cent.,  R.  b.  c,  2,600,000,  color  index 
1.2.   Eosinophiles  6  per  cent. 

Diagnosis,  anemia  from  intestinal  parasites. 

Case  11.  A.  G.,  F.,  43.  Clinical  appearance, 
extreme  anemia.  Gradual  loss  of  strength  with- 
out much  loss  of  weight,  cachexia  with  yellowish 
tint  to  skin,  hemorrhages  from  mucous  mem- 
branes, persistent  nausea  and  vomiting,  head- 
aches, dyspnoea,  steady  low  fever,  gradually  in- 
creasing cardiac  murmurs,  constipation.  Re- 
peated examinations  of  chest  and  abdomen  nega- 
tive.   Low  blood  pressure. 

First  hemanalysis — Hb  75  per  cent.,  R.  b.  c. 
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1,350,000,  leucocytes,  1,500.  Last  hemanalysis, 
— Hb  25  per  cent.,  R.  b.  c.  590,000,  leucocytes 
2,200,  nucleated  r.  b.  c.  not  demonstrated.  Color 
index,  2.5. 

Diagnosis,  pernicious  anemia. 

Case  12.  (Courtesy  Dr.  G.  R.  Butler.)  Mrs. 
H.  W.,  47.  Clinical  apearance,  marked  anemia. 
Steadily  progressive  weakness  and  anemia  with 
marked  gastric  disturbance,  hemorrhages,  ten- 
dency to  pigmentation  of  the  skin.  Two  weeks 
before  death  there  developed  a  condition  closely 
resembling  a  diffused  erysipelas  with  a  marked 
brawniness  and  edema  preceded  by  a  rubeliform 
rash ;  high  septic  temperature  curve,  and  later 
the  appearance  of  profuse  desquamation  and  bul- 
lae diagnosticated  as  a  form  of  pemphigus.  Pa- 
tient became  extremely  dyspnceic.  The  picture 
was  one  of  a  profound  sepsis  of  internal  origin. 

Hb  35  per  cent.,  R.  b.  c.  2,500,000,  leucocytes 
3,000,  color  index  .7. 

Diagnosis,  splenic  anemia. 

Case  13.  W.  W.  W.,  M.,  37.  Skin  and  mu- 
cous membranes  pale,  headaches,  feels  heavy  and 
languid,  distressing  gastric  symptoms,  rapid  loss 
of  weight,  constipated.  Examination  of  stom- 
ach contents  and  palpation  of  abdomen  suggest 
gastric  cancer. 

Hb  no  per  cent.,  R.  b.  c.  2,137,500,  leucocytes 
3,800,  color  index  1.2. 

Diagnosis,  malignant  tumor  of  stomach. 

Case  14.  Mrs.  J.  B.  T.,  35.  Clinical  appear- 
ance, anemia.  Sallow,  greenish  shade  to  skin, 
pale  mucous  membranes,  dizziness,  faintness, 
dyspnoea,  weakness,  constipation,  bradycardia, 
much  flatus,  relaxation  of  muscular  system, 
gastroenteric  symptoms. 

Hb  no  per  cent.,  R.  b.  c.  2,137,500,  leucocytes 
2,400,  color  index  1.5. 

Considerable  increase  in  lymphocytes. 

Diagnosis,  anemia,  chronic  gastroenteritis. 

Case  15.  M.  N.,  F.,  17.  Clinical  appearance, 
anemia,  exophthalmic  goitre.  Under  observa- 
tion over  two  years.  At  first  showed  typical  pic- 
ture of  chlorosis  with  flatus,  constipation,  dysp- 
noea, palpitation,  pain  in  chest  and  shoulder,  cold 
extremities,  etc.,  not  yielding  to  treatment. 
There  developed  gradually  slight  but  distinct 
exophthalmos,  tachycardia,  sweating,  tremors, 
nervous  symptoms,  a  low  persistent  fever  and  a 
small  goitre. 

Hb  110  per  cent.,  R.  b.  c.  2,137,500,  leucocytes 
5,000,  color  index  2. 

Diagnosis,  exophthalmic  goitre. 

Case  16.  E.  M.,  30.  Clinical  appearance,  ane- 
mia.   Two  periods  of  chorea  in  girlhood.  Re- 


peated outbreaks  of  an  urticarial  eruption  limited 
to  left  side  of  body.  Vomiting  and  other  evi- 
dences of  gastric  disturbance.  Is  pale,  has  head- 
aches and  constipation.  General  muscular  re- 
laxation. Neurasthenic. 

Hb  no  per  cent.,  R.  b.  c.  3,687,500,  leucocytes 
7,500  with  lymphocytes  in  excess,  color  index 
1-5- 

Diagnosis,  toxemia,  probably  intestinal  anemia. 

Case  17.  Mrs.  A.  H.  H.,  33.  Clinical  appear- 
ance, neurasthenic  with  anemia.  Progressive 
weakness  and  loss  of  flesh,  broken  sleep,  tired, 
palpitation,  dyspnoea,  pain  in  chest  and  shoulder. 
Cold  extremities,  excessive  sweating,  blood 
pressure  high. 

Hb  100  per  cent.,  R.  b.  c.  1,310,000,  leucocytes 
4,000,  color  index  1.5. 

Diagnosis,  anemia. 

Case  18.  S.  H.,  F.,  24.  Clinical  appearance, 
anemia.  Greenish  skin,  weakness,  loss  of  flesh, 
anorexia,  distressing  mental  symptoms,  menstrual 
disturbances,  constipation,  cold  extremities. 

Hb  100  per  cent.,  R.  b.  c.  1,310,000,  leucocytes 
5,000,  color  index  1.2. 

Diagnosis,  anemia,  sexual  neurasthenia. 

Case  19.  Mrs.  W.  N.  C,  26.  Clinical  appear- 
ance, anemia.  Partial  blindness  coming  on  dur- 
ing lactation.  Weakness,  palpitation,  dyspnoea 
on  exertion,  cold  extremities,  neurotic.  Blood 
pressure  markedly  elevated. 

Hb.  100  per  cent,,  R.  b.  c.  4,182,188,  leucocytes 
7,000,  color  index  1.2. 

Diagnosis,  anemia. 

Case  20.  F.  W.  D.,  F.,  17.  Clinical  appear- 
ance, anemia.  Long  narrow  chest.  Has  hys- 
terical seizures  with  cold  hands  and  feet  and  hot 
head  just  before  menstrual  periods.  Hectic  color 
in  cheeks,  but  mucous  membranes  pale.  Heavy 
and  drowsy,  short  of  breath. 

Hb  120  per  cent.,  R.  b.  c.  4,265,000,  leucocytes 
5,000,  color  index  1.4. 

Diagnosis,  anemia.  (Possibly  an  old  rheu- 
matic infection.) 

Case  21.  G.  G.  C,  F.,  24.  Clinical  appear- 
ance, rheumatism  with  chronic  constipation  and 
gastroenteritis.  Complexion  dark,  but  color 
good.  Repeated  attacks  of  "indigestion."  Two 
severe  attacks  of  subacute  articular  rheumatism. 
Losing  weight  and  strength.  Appetite  poor, 
sleep  disturbed,  tired.  Badly  constipated.  Sud- 
den blindness  in  right  eye  from  optic  neuritis. 
Urine  concentrated,  with  excess  of  urates  and 
calcium  oxalate. 

Hb  115  per  cent.,  R.  b.  c.  2,319,625,  leucocytes 
5.700,  color  index  2.5. 
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Diagnosis,  chronic  gastroenteritis,  anemia, 
rheumatism. 

Scrutiny  of  the  cases  just  outlined  reveals  a 
number  of  interesting  points.  Possibly  that 
which  first  attracts  attention  is  the  discrepancy 
between  the  clinical  diagnosis  made  on  the  symp- 
toms and  the  blood  findings.  The  cases  in  Class 
I.  were  all  apparently  typical  of  anemia  and  yet 
the  hemanalyses  show  in  one  case  an  absolutely 
normal  blood  count  and  in  the  other  four  a 
marked  polycythemia.  This  is  apparently  due 
to  a  concentration  of  the  blood  plasma,  though 
the  causes  working  to  this  end  in  the  several 
cases  are  not  apparent.  It  is  to  be  remarked 
that  the  Hb  per  cent,  preserves  its  normal  ratio 
to  the  number  of  erythrocytes,  as  the  color  in- 
dex in  each  instance  is  approximately  1. 

Class  III.,  9  cases,  is  grouped  so  as  to  show 
a  marked  disparity  between  the  Hb  per  cent, 
and  the  number  of  red  cells.  The  color  index 
is  uniformly  high,  varying  from  1.2  to  2.5.  All 
of  these  are  cases  of  secondary  anemia  with  the 
possible  exception  of  cases  15  and  17.  In  the  for- 
mer I  am  in  doubt  whether  the  anemia  causes  the 
thyroid  symptoms  or  is  dependent  on  some  un- 
derlying factor  that  is  accountable  for  both,  but 
incline  to  the  latter  view.  Case  17  may  be  pri- 
marily anemic,  but  the  character  of  the  neuras- 
thenic symptoms,  the  age  of  the  patient  and  the 
duration  of  her  trouble  make  it  probable  that 
the  anemia  is  secondary. 

None  of  these  cases  conform  to  the  type  of  sec- 
ondary anemia,  where,  as  already  stated,  the 
hemoglobin  is  usually  diminished  in  relation  to 
the  erythrocytes,  giving  an  average  color  index 
of  .75.  The  leucocytes,  too,  are  not  increased, 
as  is  to  be  expected.  Possibly  the  most 
noteworthy  conclusion  from  an  analysis  of  this 
class  is  the  error  that  is  sure  to  ensue  from  an 
estimation  of  the  Hb  alone  as  is  so  often  done  in 
routine  practice.  Case  21  with  115  per  cent.  Hb 
and  2,319,000  red  cells  illustrates  how  necessary 
is  a  knowledge  of  the  entire  hemanalysis  to  the 
intelligent  treatment  of  the  case. 

Where  there  is  such  an  extreme  disproportion 
we  must  conclude  that  the  erythrocytes  are  carry- 
ing more  than  their  normal  individual  share  of 
Hb  and  that  consequently  it  is  not  rational  to 
treat  the  condition  with  iron,  but  to  encourage 
the  formation  of  new  erythrocytes  by  general 
alterative  and  stimulant  treatment.  Here  arse- 
nic, aided  by  iodin,  phosphorus  and  mercury, 
must  be  relied  upon.  A  further  lesson  to  be 
drawn  from  these  cases  is  the  need  for  a  careful 


consideration  of  the  blood  findings  in  their  rela- 
tion to  the  clinical  picture  as  a  whole. 

An  additional  corollary  is  the  difficulty  of  de- 
termining whether  we  have  to  deal  with  a  pri- 
mary or  secondary  anemia  from  the  relation  and 
appearance  of  the  blood  elements  alone. 

The  cases  in  Class  II  seem  to  agree  in  form 
somewhat  more  closely  with  the  primary  type, 
as  the  Hb.  and  erythrocytes  are  both  reduced. 
Cases  8  and  11  are,  however,  unquestionably 
secondary,  the  first  being  dependent  on  a  ne- 
phritis, the  second  on  a  parasitic  disease.  This 
patient  showed  the  marked  increase  of  eosino- 
philes  that  occurs  as  a  suggestive  symptom  of 
intestinal  helminthiasis.  Case  6  is  also  probably 
dependent  on  a  toxemia  of  intestinal  origin  and 
Case  12,  an  example  of  splenic  anemia,  was  more 
than  suggestive,  at  least  in  its  latter  stages,  of  a 
toxic  cause  of  obscure  nature. 

This  somewhat  cursory  analysis  of  a  limited 
number  of  cases  seems  to  emphasize  that  a  very 
large  proportion  of  anemias  can  be  traced  to 
causes  outside  the  blood  itself  and  suggests  that 
more  extended  observations  may  confirm  the  con- 
tention of  some  recent  writers  that  all  anemias 
are  symptomatic.  Osier,  it  is  true,  throws  the 
weight  of  his  authority  against  this  belief,  re- 
marking in  his  discussion  of  the  causes  of  chlor- 
osis that  were  constipation  a  cause  most  women 
would  be  chlorotic.  But  as  many  of  the  auto- 
intoxications are  directly  traceable  to  insufficient 
bowel  activity  the  logic  of  this  objection  seems 
questionable,  especially  when  we  consider  that 
17  out  of  the  21  cases  reported  present  marked 
gastro-intestinal  disturbances. 

A  word  as  to  treatment.  One  can  sum  that  of 
the  anemias  up  epigrammatically  in  saying  iron, 
arsenic  and  laxatives.  The  choice  of  an  iron 
preparation,  however,  is  largely  dependent  on 
individual  experience,  though  the  sophisticated 
literature  that  floods  the  mails  would  persuade  us 
that  the  so-called  peptonates  afford  the  only  real 
means  of  cure.  In  spite  of  these  elegant  phar- 
maceutical preparations,  Blaud's  mass  still  holds 
its  own  and  when  properly  prepared  is  efficient. 
The  case  reported  as  pernicious  anemia  ran  the 
gamut  of  iron  and  arsenical  preparations,  in- 
cluding Zamboletti's  arseniated  iron  by  the  hy- 
podermic method.  It  failed  of  results,  although 
in  another  case  of  pernicious  anemia  that  the 
writer  was  privileged  to  observe  it  seemed  of 
some  use  and  was  apparently  efficacious  in  two 
cases  of  acute  anemia  from  hemorrhage.  In  all 
the  last-mentioned  cases,  however,  it  must  be 
born  in  mind  that  rapid  spontaneous  recovery  is 
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the  rule,  and  the  vagaries  of  pernicious  anemia 
will  sometimes  show  in  a  temporary  spontaneous 
improvement.  One  case  of  profound  secondary 
anemia  under  the  writer's  care,  not  included  in 
the  present  series,  resisted  all  other  treatment, 
but  improved  rapidly  under  cacodylate  of  soda 
given  partly  by  mouth,  partly  hypodermically. 
It  has  failed  signally  in  Case  14. 

In  conclusion  let  me  again  emphasize  the  im- 
portance of  complete  hemanalyses  wherever  pos- 
sible ;  not  merely  the  routine  observation  of  hem- 
oglobin, which  is  often  misleading,  but  the 
enumeration  and  inspection  of  the  erythro- 
cytes, preferably  in  a  stained  smear,  and  a  careful 
comparison  of  the  findings  with  the  clinical  man- 
ifestations, as  no  diagnosis  of  anemia  should  be 
based  on  either  alone.  It  seems  clear  that  un- 
complicated anemia  is  much  more  infrequent 
than  would  appear  from  an  analysis  of  symptoms 
alone,  and  that  by  far  the  greater  number  of  cases 
are  secondary  to  some  form  of  toxemia. 

162  Halsey  Street. 


SYPHILIS  OF  THE  INTERNAL  EAR. 


BY  B.  C.  COLLINS,  M.D. 

Surgeon  Brooklyn  Eye  and  Ear  Hospital;  Otologist,  Bushwick 
and  East  Brooklyn  Dispensary,  and  Howard  Orphan  Asylum. 

During  the  past  year  I  have  had  occasion  to 
treat  six  cases  of  acute  syphilitic  inflammation  of 
labyrinth.  The  symptoms  were  so  characteristic 
and  the  evidences  of  the  general  infection  were 
so  plain  that  there  was  not  the  slightest  degree 
of  doubt  in  their  cases. 

The  disease  is  much  more  common  than  one 
would  suppose,  and  many  of  the  deaf  ears  that 
we  often  see  are  undoubtedly  caused  by  this  dis- 
ease. It  may  be  unilateral,  but  it  is  usually  bilat- 
eral, one  ear  being  more  affected  than  the  other. 

Crockett  {Boston  Med.  and  Surg.  Journal, 
1897)  describes  the  condition  very  accurately. 
Symptoms  are  sudden  and  severe  deafness,  much 
more  pronounced  in  one  ear  and  gradually  in- 
creasing in  the  other,  more  or  less  vertigo  and 
violent  tinnitus  occurring  in  persons  previously 
free  from  ear  trouble.  These  symptoms  should 
always  suggest  syphilis.  We  do  meet  the  same 
in  rare  cases  of  labyrinthian  hemorrhage  or  tu- 
mor and  also  in  the  rare  sudden  fixations  of  the 
stapes.  Tuning-fork  examination  is  of  the  great- 
est importance.  Bone  conduction  is  diminished 
or  entirely  lost.  The  upper  tone  limit  is  dimin- 
ished, lower  tone  usually  unaltered. 

Pathological  changes  are  not  clear ;  clinical 


evidence  would  seem  to  favor  an  effusion  into 
the  labyrinth. 

Usual  time  is  the  late  secondary  or  early  ter- 
tiary period,  although  in  one  of  my  cases  the 
initial  lesion  was  six  years  previous. 

The  dizziness  may  be  very  severe,  so  great 
that  rest  in  bed  may  be  necessary. 

Of  course  the  diagnosis  cannot  be  made  with 
these  symptoms  alone,  but  the  general  and  char- 
acteristic symptoms  of  syphilis  will  seldom  be 
lacking. 

The  objective  examination  will  either  reveal  a 
normal  condition  of  drum  or  the  changes  char- 
acteristic of  an  accompanying  middle-ear  in- 
flammation. The  Eustachian  tube  may  be  per- 
meable, or  if  a  laryngitis  exists  it  may  be  swol- 
len, or  in  a  syphilitic  ozaena  occluded  by  crusts. 

The  cause  of  syphilids  of  the  labyrinth  (Polit- 
zer)  is  characterized  by  the  rapid  development  of 
disturbances  of  hearing.  Usually  deafness  very 
pronounced  on  the  third  day  after  the  beginning 
of  impairment  of  hearing.  In  other  cases  the 
impairment  may  stop  for  a  time  to  become  much 
worse  two  or  three  months  later.  Improvement 
takes  place  gradually,  if  at  all,  and  perception  of 
sound  through  the  cranial  bones  returns. 

Hereditary  syphilis  affects  the  ears  in  10  per 
cent,  of  all  children  so  affected  (Hutchinson  and 
Jackson),  but  as  my  paper  deals  with  acute  in- 
fection I  shall  say  no  more  on  the  subject. 

Prognosis  (Politzer)  of  this  affection  is  un- 
favorable. My  experience  has  been  otherwise ; 
if  the  cases  are  treated  early,  they  will  fully  re- 
cover, and  all  will  greatly  improve,  still  hearing 
may  remain  somewhat  impaired  and  an  annoving 
tinnitus  will  persist  at  times  in  spite  of  treatment. 

The  line  of  treatment  is  that  of  general  syphilis, 
and  in  addition  pilocarpine  is  of  great  service. 

Case  1.  A  young  woman,  a  domestic  in  the 
employ  of  a  family  who  were  patients  of  mine. 
She  had  been  treated  in  a  dispensary,  but  no 
tuning-fork  examination  had  been  made  and  for 
four  weeks  she  had  been  treated  for  an  accom- 
panying middle-ear  obstruction.  She  grew  rap- 
idly worse  and  when  I  saw  her,  deafness  was 
very  marked,  and  dizziness  prevented  her  walk- 
ing unaided.  Although  I  could  get  no  history  of 
infection  she  was  undoubtedly  syphilitic.  Mu- 
cous patches,  falling  of  the  hair,  and  a  laryngitis 
were  my  guiding  points.  Tuning-fork  showed 
absence  of  bone  conduction  for  Hartmann  series 
in  the  right,  the  worst  ear.  After  four  months' 
treatment  she  was  well,  with  slight  impairment  of 
hearing,  some  tinnitus,  hut  no  dizziness. 
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Case  2.  A  male,  28  years  of  age.  A  resident 
of  Buffalo.  Infection  four  months  previous.  Had 
been  in  a  private  retreat  in  Buffalo  for  syphilis. 
Had  been  salivated  twice,  and  put  on  a  tonic  of 
iron,  quinine  and  strychnia  for  two  months  when 
he  was  expected  to  return.  On  a  visit  to  this  city 
he  was  stricken  with  deafness  and  tinnitus  with 
dizziness,  which  by  the  fifth  day  was  so  pro- 
nounced as  to  make  him  afraid  to  venture  on  the 
street  for  fear  he  would  be  arrested  for  intoxica- 
tion. No  sign  of  syphilis  about  him  but  his  his- 
tory. In  the  treatment  it  was  necessary  to  con- 
fine him  to  bed  for  three  weeks.  Both  ears  affect- 
ed, no  middle-ear  inflammation,  normal  drums. 
Tuning-fork  characteristic  of  labyrinthian  dis- 
ease. He  improved  much  more  rapidly  than  first 
case  and  in  two  months  was  practically  well. 

Case  3.  A  male,  32  years,  painter  by  occupa- 
tion. The  symptoms  in  one  ear  only.  He  claimed 
to  have  had  lead-colic  when  this  attack  came  on, 
but  he  had  numerous  mucous  patches,  a  rash  a 
short  time  before,  with  falling  of  hair. 

Improvement  was  slow.  I  saw  him  twice  and 
he  disappeared  from  view. 

Case  4.  A  male,  26,  admitted  to  the  Brooklyn 
Eye  and  Ear  Hospital.  Infection  about  three 
months  ago.  Had  been  treated  for  a  short  time 
for  syphilis  with  such  rapid  improvement  that 
he  thought  he  was  well.  Deafness  in  both  ears, 
extreme  dizziness,  staggering  gait,  first  noticed 
six  days  before  visit  to  hospital.  He  was  put  to 
bed.  Hypodermics  of  pilocarpine  given  twice 
daily  for  two  weeks,  together  with  medical  treat- 
ment and  injections  of  mercury.  Pilocarpine 
stopped  on  second  week.  He  remained  at  hos- 
pital six  weeks,  returned  as  out-patient  for  three 
weeks  more ;  symptoms  gone  except  tinnitus. 
Have  not  seen  him  lately. 

Case  5.  A  male,  carpenter.  Patient  of  Eye 
and  Ear  Hospital.  Sudden  deafness  and  tinnitus 
in  both  ears ;  afraid  to  work — fears  he  will  fall. 
Began  one  week  ago;  dizziness  just  beginning. 
Infected  six  years  ago  in  Australia.  Treated  for 
two  years.  Deep  ulcerative  lesions  on  skin  and 
ulcer  of  soft  palate.  Taken  in  the  hospital  and 
treated  as  Case  4  except  pilocarpine  given  by 
mouth,  as  he  was  not  dizzy.  He  was  shortly 
placed  as  an  outdoor  patient,  and  I  kept  track  of 
him  twice  weekly  and  he  is  still  under  observa- 
tion.   A  slight  tinnitus  the  only  symptom. 

Case  6.  A  young  man,  28,  sent  by  family 
physician ;  history  of  a  severe  pharyngitis,  and 
was  sent  to  me  to  blow  out  ears.  Examination 


showed  normal  drum,  tuning-fork  test  character- 
istic of  labyrinth  disease ;  a  severe  pharyngitis ; 
numerous  mucous  patches ;  very  severe  deafness 
in  right  ear,  tinnitus  and  great  dizziness,  especially 
when  lying  down ;  hair  falling ;  glands  enlarged ; 
a  doubtful  history  of  infection  six  years  ago.  No 
treatment.  On  the  third  visit  I  learned  of  a  later 
infection  three  months  before  present  attack.  Sore 
treated  by  calomel ;  later  rash  and  falling  hair. 
The  case  has  been  under  observation  long  enough 
to  see  dizziness  disappear. 

These  cases  show  the  importance  of  a  routine 
practice  of  tuning-fork  examination  in  all  cases, 
however  slight  the  trouble  may  seem,  and  then 
again  we  may  have  an  accompanying  ear  trouble 
which  would  mislead  one.  The  error  on  the  first 
case  would  not  have  been  made  had  the  practice 
been  followed. 

Buck,  in  1879,  reported  30  cases  out  of  a  total 
of  3,976  or  a  little  over  Y\  of  1  per  cent,  where 
ear  was  involved.  Also  states  very  accurately 
pathological  changes.  Appearance  of  drum  he 
regards  as  diagnostic  of  middle-ear  infection  ;  also 
if  deafness  is  great  he  infers  that,  with  good  drum, 
nerve  must  be  involved.  He  assumes  the  laby- 
rinth to  be  seat  of  disease ;  seventh  nerve  affected 
or  labyrinth.  Symptoms  same  as  in  my  cases. 
Treatment  gave  good  results. 

Burnett,  Philadelphia  Polyclinic,  1886,  does  not 
regard  the  disease  as  remediable  unless  seen  very 
early. 

Theobald,  1886,  Trans.  Am.  O.  Soc,  reports  a 
case  with  great  variation  of  hearing  power,  dur- 
ing treatment  of  syphilis  by  mercury  and  iodide, 
also  tonics.  Not  a  good  tuning-fork  test,  prob- 
ably due  to  a  middle-ear  complication. 

David  Webster,  Trans.  Medical  Soc,  State  of 
N.  Y.,  1883,  two  cases  that  recovered  where  dis- 
ease had  existed  for  a  long  time. 

Pomeroy,  same  journal,  does  not  separate 
syphilitic  middle-ear  from  interior  ear ;  thinks 
labyrinth  always  involved. 

Brahl,  1902,  shows  tuning-forks  examination, 
and  explains  value ;  also  recommends  pilocar- 
pine, also  advises  protecting  ear  against  loud 
noise. 

Bacon  says  that  it  does  not  usually  appear  with 
the  rash,  but  is  more  likely  to  be  observed  during 
third  stage.  He  regards  pilocarpine  as  the  most 
valuable  drug  in  treatment,  1902. 

At  the  Brooklyn  Eye  and  Ear  Hospital  we  have 
been  using  the  drug  for  12  years  to  my  knowledge 
for  these  cases,  in  addition  to  the  usual  syphilitic 
treatment. 
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WHOOPING  COUGH:  ITS  PREVENTION  AND 
TREATMENT. 


BY  LOUIS  C.  AGER,  M.D. 

Among  the  causes  that  have  led  me  to  prepare 
this  paper  the  most  prominent  is  before  you  in 
these  columns  of  figures.  The  fact  that  there  are 
more  deaths  from  pertussis  than  from  typhoid 
fever  in  this  city  does  not  seem  to  be  generally 
known  to  the  members  of  the  medical  profession, 
and  even  the  physicians  who  are  aware  of  it  do 
not  apparently  give  much  thought  to  the  matter. 

Although  this  is  one  of  the  medical  facts  that 
the  public  would  be  better  off  for  knowing,  I  have 
not  yet  met  a  parent  who  was  aware  of  it.  The 
newspaper-reading  public  is  always  eager  to 
learn  medical  facts,  and  most  newspaper  men 
have  an  idea  that  physicians  are  very  loath  to 
make  their  medical  knowledge  public.  If  every 
physician  here  to-night  would  tell  every  acquaint- 
ance he  met  to-morrow,  1st,  that  whooping  cough 
causes  more  deaths  in  Brooklyn  than  typhoid 
fever,  and,  2d,  that  it  is  always  contracted  from 
someone  already  suffering  from  the  disease,  and, 
3d,  that  it  may  therefore  be  prevented — theoret- 
ically at  least  —  by  proper  precautions,  if  we 
would  all  take  that  step  I  venture  to  say  that 
there  would  be  two  very  definite  results.  1st,  we 
would  be  permitted  and  expected  by  the  parents 
to  take  more  strict  and  continuous  charge  of 
children  suffering  with  this  disease.  2d,  there 
would  be  an  appreciable  diminution  in  the  infant 
mortality  in  this  borough. 

In  other  words  the  object  of  this  paper  is  to 
call  attention  to  the  fact  that  seems  to  be  too  lit- 
tle recognized  even  in  the  medical  profession, 
that  pertussis  is  not  a  mere  passing  phase  of 
childhood,  but  a  serious  menace  to  health  and  a 
pathological  condition  that  can  be  and  ought  to 
be  greatly  ameliorated  by  scientific  medical  su- 
pervision. This  fact  is  recognized  by  most  wri- 
ters on  the  subject.  In  Meigs  &  Pepper  are  the 
following  statements : 

"The  danger  in  whooping  cough,  which  is  con- 
siderable, depends,  therefore,  almost  entirely 
upon  the  complications  that  are  apt  to  occur,  for 
'  which  reason  the  physician  should  watch  with 
the  closest  attention,  in  order  to  prevent  their 
occurrence  and  that  he  may  recognize  and  treat 
them  in  their  earliest  stages." 

The  most  dangerous  complication  is  convul- 
sions and  after  that  bronchitis  and  pneumonia." 

"If  the  child  becomes  languid  and  irritable, 
with  indisposition  to  take  food,  feverish  with  an 


increase  in  rate  of  respiration  the  practitioner 
should  be  on  his  guard." 

"Some  form  of  complication  occurred  in  65  of 
the  208  cases.   Of  these  65,  12  died." 

Penrose  says  in  Allchin's  "Manual  of  Medi- 
cine" :  "The  prognosis  in  uncomplicated  cases 
is  favorable ;  nevertheless  the  mortality  is  high." 
.  .  .  .  In  early  infancy  the  disease  is  always 
attended  with  anxiety. 

Wm.  Ewart,  in  the  Br.  Jour,  of  Chil.  Dis.  Apl., 
1905,  speaks  of  "the  archfiend,  whooping  cough." 

Such  quotations  might  be  multiplied  indefi- 
nitely from  widely  different  sources,  but  these 
are  sufficient  proof  of  the  fact  that  pertussis  is 
a  dangerous  disease  and  ought  to  be  treated  ac- 
cordingly. 

It  would  be  a  waste  of  valuable  time  for  me  to 
go  into  the  history  of  pertussis,  except  so  far  as 
it  bears  practically  upon  the  prevention  or  treat- 
ment of  the  disease  or  upon  our  understanding 
of  its  causes.  There  is  an  excellent  resume  of 
the  older  bibliography  in  Ziemssen  and  a  more 
extended  history  of  the  disease  in  Hirsch's 
"Handbook  of  Geographical  and  Historical 
Pathology." 

Ziemssen  states  that  the  first  definite  descrip- 
tions of  pertussis  were  given  by  Baillou  (circa 
1600)  and  Schenck  (circa  1650).  Previous  to 
that  century  the  disease  does  not  seem  to  have 
been  differentiated  from  epidemic  influenza,  but 
from  that  time  on  it  spread  rapidly,  was  at  times 
very  virulent,  and  was  described  graphically  by 
many  authors.  These  facts '  are  of  interest  in 
relation  to  our  present  knowledge  of  the  etiology 
and  I  shall  speak  of  them  again  in  that  connec- 
tion. 

A  few  of  the  earlier  statistics  will  not  be  out 
of  place  here  to  fortify  those  given  previously. 

From  1848  to  1855  72,000  persons,  one-forti- 
eth of  all  who  died,  succumbed  to  whooping 
cough  in  England  and  Wales. 

Between  1749  and  1764  43,000  children  died 
of  this  disease  in  Sweden.  Of  these  5,832  died 
in  one  year. 

It  is  recorded  that  9,000  children  died  of  this 
disease  in  Rome  in  1580. 

In  Prussia  from  1875  to  x88o  nearly  85,000 
died  of  whooping  cough. 

In  Ireland  in  1845  it  was  epidemic  with  a  mor- 
tality that  placed  it  fifth  among  the  diseases  of 
the  community.  In  184 1  there  were  37,300  deaths 
from  whooping  cough  in  that  country. 

In  England  and  Wales  from  1881  to  1890  the 
mean  annual  death  rate  for  children  under  5 
years  was  12.97  for  respiratory  diseases.  4.35  for 
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diarrheal  diseases,  3.37  for  pertussis,  3.13  for 
measles,  and  1.67  for  scarlet  fever. 

In  reading  the  early  references  to  whooping 
cough  in  the  United  States  it  is  at  once  evident 
that  the  disease  was  not,  for  a  long  time,  en- 
demic in  this  country,  in  fact  not  until  the  early 
part  of  the  last  century.  And  in  Greenland,  al- 
though there  had  been  several  epidemics,  the 
disease  was  not  observed  between  1849  and  1864. 

In  California  it  did  not-  become  indigenous 
until  1846. 

All  these  facts  seem  to  indicate  that  the  dis- 
ease is  comparatively  new  and  that  it  has  grad- 
ually fastened  itself  upon  the  large  communities 
in  this  country  until  we  have  settled  down  to 
take  for  granted  a  death  rate  that  ought  to  be 
largely  prevented. 

Etiology. — Pertussis  was  recognized  almost 
from  the  first  as  an  infectious  disease,  but  the 
direct  infecting  agent  was  not  correctly  described 
until  very  recently. 

As  far  back  as  1867  Paulet  in  the  Coinpte 
Rendu  reported  that  he  had  found  the  cause  of 
the  disease  in  the  bacteria  of  the  air  expired  by 
whooping  cough  patients.  In  1870  and  later,  in 
Virchow's  Archives,  Letzerich  described  as  the 
cause  a  "micrococcus  fungus"  found  in  the  spu- 
tum and  in  the  mucous  membranes.  When  it 
was  transmitted  to  rabbits  it  induced  violent  at- 
tacks of  coughing  and  small  spots  of  pneumonia 
and  collapse  of  the  lungs.  These  observations 
were  confirmed  in  a  perfunctory  manner  by  oth- 
ers. Birch-Hirschfeld,  however,  after  a  careful 
investigation  in  1878  "was  unable  to  convince 
himself  either  of  the  uniform  appearance  of 
Letzerich's  micrococcus  in  the  sputa,  or  of  the 
conveyance  of  the  disease  by  the  sputa  to  ani- 
mals." 

In  regard  to  the  generally  accepted  idea  that 
there  is  some  relation  between  whooping  cough 
and  measles,  Hirsch,  after  a  review  of  a  large 
mass  of  statistics,  said  in  1886:  "It  is  impossi- 
ble to  decide  whether  that  coincidence  is  to  be 
referred  merely  to  chance  or  whether  the  two 
diseases  have  something  in  common  in  their 
causation.  However  the  coincidence  is  not  so 
uniform  as  to  warrant  the  assumption  of  a  rela- 
tionship between  the  two  diseases." 

In  1887  a  Russian  physician,  Afanasieff,  de- 
scribed a  short  bacillus  as  the  pathogenic  organ- 
ism and  claimed  to  have  confirmed  his  discovery 
by  animal  inoculations.  Later  another  Russian, 
Seitschenko,  confirmed  Afansieff's  report.  Later 
investigations,  however,  failed  to  confirm  these 
findings 


In  1897  Koplik  described  the  organism  that  is 
now  pretty  generally  recognized  as  the  causative 
agent  in  pertussis.  In  his  book  he  says:  "I 
found  in  sputum  a  finely  punctate  thin,  min- 
ute bacillus,  0.8  to  1.7  micromillimeters  in 
length,  resembling  the  influenza  bacillus,  and 
staining  like  that  or  like  the  diphtheria  bacillus. 
This  bacillus  was  found  recently  by  Luzatto  in 
cases  occurring  in  an  epidemic  in  Gratz.  It  is 
classified  by  him  as  belonging  to  the  influenza 
group.  Positive  proof  that  this  bacillus  is  the 
cause  of  pertussis  is  lacking  since  the  disease 
has  not  yet  been  produced  experimentally.  Evi- 
dence simply  points  towards  a  bacillus  of  the 
influenza  group  constantly  found  in  the  sputum." 

I  quote  thus  at  length  because  this  evident 
relation  between  the  causes  of  influenza  and  of 
pertussis  is  of  interest  in  connection  with  the 
fact  previously  stated  that  previous  to  1600  there 
was  no  definite  description  of  pertussis,  but  the 
disease  was  more  or  less  confused  with  influenza. 
This  can  hardly  be  explained  on  the  ground  that 
the  physicians  of  early  times  did  not  recognize 
the  disease.  While  there  was  much  ignorance  in 
the  medical  profession  in  the  Middle  Ages  a  dis- 
ease of  such  common  occurrence  and  such  defi- 
nite symptoms  could  hardly  have  escaped  the  no- 
tice of  one  of  those  brilliant  medical  minds  that 
appeared  from  time  to  time  in  Europe. 

The  recent  investigations  made  by  De  Vries, 
the  Dutch  naturalist,  upon  the  development  of 
the  wild  evening  primrose  (Oenothera  Lamark- 
iana)  suggests  a  more  plausible  explanation.  De 
Vries  in  thousands  of  seedlings  of  the  evening 
primrose  found  eight  definitely  new  species  con- 
stantly recurring.  Under  purely  natural  condi- 
tions they  were  soon  lost  by  the  preponderance ' 
of  the  ordinary  species,  but  as  soon  as  they  were 
given  a  suitable  environment  they  prospered  and 
gave  no  evidence  of  retrogression  to  the  original 
type.  In  other  words  De  Vries  has  found  a 
specific  instance  of  the  evolutionary  creation  of 
a  definite  new  species,  only  waiting  a  favorable 
opportunity  to  become  disseminated. 

Is  it  not  probable  that  some  time  before  1600 
there  began  to  develop  from  the  influenza  ba- 
cillus, as  a  parent  stock,  a  new  species  which,  in 
turn,  produced  a  new  disease? 

As  to  the  method  of  transmission  of  pertussis, 
opinions  differ  widely.  In  1903,  Morse,  of  Bos- 
ton, sent  out  a  letter  to  the  members  of  the  Amer- 
ican Pediatric  Society  asking  their  opinion  as  to 
the  possibility  of  indirect  transmission.  In  sum- 
ming up  he  says : 

"The  cases  reported,  although  very  few,  seem 


November,  1905 


BROOKLYN  MEDICAL  JOURNAL 


417 


to  justify  the  presumption  that  whooping  cough 
may  be  carried  by  third  persons,  or  by  clothing 
and  other  articles.  The  fact  that  forty  men  of 
such  wide  experience  have  seen  such  a  small 
number  of  cases  in  which  they  could  satisfactor- 
ily to  themselves  exclude  direct  contagion  shows, 
however,  that  it  must  be  very  seldom  that 
whooping  cough  is  carried  in  this  way." 

On  the  other  hand,  Penrose,  of  London,  Eng- 
land, says  in  Allchin's  Manual  of  Medicine  (vol. 
1.  P-  34i)  : 

"From  the  above  it  will  be  seen  that  the  infec- 
tion is  contained  in  the  expectorated  mucus.  By 
this  means  the  disease  is  frequently  spread 
through  the  medium  of  clothes,  bedding,  curtains, 
etc.,  as  is  the  case  with  scarlet  fever.  .  .  . 
By  this  means  individuals  themselves  unaffected 
may  convey  the  disease.  ...  It  may  per- 
haps also  be  spread  directly  by  the  breath,  but  if 
so,  the  infection  does  not  apparently  spread  very 
widely." 

This  is  certainly  a  question  that  ought  to  be 
correctly  answered  by  accurate  clinical  observa- 
tions, and  I  would  be  very  glad  to  receive  and 
tabulate  any  definite  data  that  bear  upon  the  sub- 
ject. 

Symptomatology  and  Diagnosis. — In  a  paper 
of  this  kind  it  would  be  useless  to  enter  into  an 
exhaustive  discussion  of  the  symptoms  of  pertus- 
sis. The  symptoms  of  a  well-developed  case  are 
so  typical  that  the  diagnosis  is  made  by  the  parents 
of  the  sufferer  without  the  aid  of  a  physician. 

It  is  the  accepted  teaching  that  the  "whoop"  is 
necessary  for  a  positive  diagnosis.  If,  however, 
there  are  any  premonitory  symptoms  or  condi- 
tions that  will  lead  to  a  diagnosis  sufficiently  early 
to  prevent  the  infection  of  others,  they  are  of  the 
utmost  importance.  In  1897,  during  the  early 
enthusiasm  of  blood-counting,  Froelich  examined 
the  blood  of  children  in  various  stages  of  per- 
tussis and  found  a  decided  leucocytosis,  from 
10,000  to  20,000,  the  increase  due  chiefly  to  an 
increase  in  small  and  large  lymphocytes.  These 
findings  have  been  confirmed  by  various  investi- 
gators. (Sze  Arch,  of  Fed.,  August,  1905.)  In 
this  country,  Wanstall  of  Baltimore  has  done  con- 
siderable work  in  this  line,  but  his  conclusions 
are  not  at  all  encouraging,  even  in  his  original 
publication  (see  Am.  Med.,  1903,  Vol.  V,  p.  62), 
and  last  spring  he  wrote  to  me  that  further  in- 
vestigations were  even  less  encouraging. 

Koplik  lays  great  stress  on  the  presence  of  a 
paroxysmal  croupy  cough,  more  troublesome  at 
night,  without  any  auscultatory  indications  of 


bronchitis,  as  a  valuable  diagnostic  sign.  In  such 
cases  it  would,  of  course,  be  important  to  exclude 
adenoids  as  the  cause  of  the  cough. 

Filatov,  the  Russian  pediatrist,  whose  book  was 
translated  and  published  in  Chicago  about  a  year 
ago,  says,  "The  diagnostic  value  of  the  ulcer  on 
the  frenum  is  great,  as  it  occurs  almost  exclu- 
sively in  whooping  cough."  This  is  entirely  con- 
trary to  the  teaching  of  other  pediatrists,  and  in 
my  experience  the  frenal  ulcer  is  present  in  but  a 
small  proportion  of  cases. 

Filatov,  however,  has  called  attention  to  the 
findings  of  two  other  Russians  that  promise  to 
be  of  considerable  diagnostic  value.  Blumenthal 
and  Hippus  of  Moscow  claim  that  the  urine  even 
in  the  period  of  incubation  presents  definite 
changes.  According  to  them  it  is  of  a  pale  color 
and  clear,  but  the  specific  gravity  is  high,  from 
1,022  to  1,035.  This  change  is  due  to  a  marked 
increase  in  uric  acid  which  is  deposited  in  a  fine 
white  powder  on  standing.  During  the  past 
three  months  I  have  found  the  conditions  as 
stated  in  about  a  dozen  well-developed  cases,  but 
I  have  not  had  an  opportunity  of  testing  the  early 
diagnostic  value  of  the  urinary  examination.  I 
would  urge  that  this  simple  method  of  diagnosis 
be  given  a  general  trial  in  order  to  determine 
its  actual  value.  I  would  be  glad  to  tabulate  all 
findings  sent  to  me  for  the  purpose. 

In  the  Phil.  Med.  Jour.,  Feb.  7,  1903,  Marion 
M.  Hill  reviews  the  history  of  55  fatal  cases.  In 
this  article  the  doctor  pointed  out  the  danger  sig- 
nals of  the  disease  as  follows : 

"It  will  be  noted  that  in  these  cases  the  com- 
plications were  not  the  primary  causes  of  death. 
.  .  .  In  all,  but  especially  in  the  case  of  very 
young  infants,  the  danger  signal  was  either  a 
developing  stupor  or  an  attack  of  prostration.. 
.  .  .  They  seem  to  have  resisted  the  toxemia 
until  their  vital  forces  could  resist  no  longer. 
When  they  could  resist  no  longer  then  they  yield 
all  at  once." 

In  my  own  experience  I  have  seen  but  one  case 
of  this  kind,  and  that  child  improved  quickly 
under  the  administration  of  full  doses  of  strych- 
nine. Since  I  have  used  digitalis  more  freely 
I  have  not  seen  any  marked  prostration. 

Treatment. — Almost  all  medical  writers  begin 
their  discussion  of  the  treatment  of  whooping 
cough  with  some  reference  to  the  fact  that  there 
is  almost  no  drug  in  the  pharmacopoeia  that  has 
not  been  recommended  for  the  treatment  of  that 
disease.  For  many  years  belladonna  was  the 
favorite  remedy,  but  we  do  not  hear  so  much 
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about  it  now.  The  more  recent  favorite,  anti- 
pyrine,  seems  to  be  less  used  than  it  was  a  few 
years  ago.  Antitussin,  which  has  had  quite  a 
vogue  in  Germany,  and  to  a  less  extent  in  this 
country,  seems  to  owe  its  popularity  to  skillful 
advertising  rather  than  to  any  definite  results 
from  its  use. 

There  is  a  growing  tendency  among  physicians 
not  to  treat  pertussis  at  all — to  tell  mothers  that 
the  child  has  to  go  through  with  it  the  best  it 
can.  Such  practice  needs  to  be  mentioned  only 
to  be  condemned. 

Theoretically,  the  treatment  of  any  acute  self- 
limited  disease  should  consist  in  attempts  to 
modify  the  severity  of  symptoms  and  to  shorten 
the  course  of  the  disease,  if  it  is  possible  to  do  so. 
It  is  the  general  belief  that  it  is  not  possible  to 
shorten  an  attack  of  whooping  cough.  Yet  some 
attacks  are  much  shorter  and  much  less  severe 
than  others,  and  we  have  all  seen  cases  in  which 
the  disease  came  to  quite  a  sudden  end.  If,  there- 
fore, we  could  determine  the  reasons  for  this  dif- 
ference in  severity  we  would  have  a  clue  for  the 
proper  treatment.  In  the  meantime  we  must  each 
use  the  line  of  treatment  that  seems  to  give  us 
the  best  results.  In  the  treatment  of  any  disease 
we  should  first  determine  just  what  we  wish  to 
accomplish  and  then  formulate  our  plans  accord- 
ingly. In  pertussis  we  would  like,  of  course,  to 
remove  the  cause,  the  foreign  body  producing  the 
laryngeal  irritation.  Whether  this  is  a  direct  irri- 
tation of  the  mucous  membrane  by  the  infecting 
organism  or  an  irritation  of  nerve  centers  by  the 
toxin  of  the  organism  we  do  not  yet  know.  Prob- 
ably there  is  a  combination  of  the  two  conditions. 
Neither  of  these  theories  ought  to  discourage  a 
systematic  attempt  toward  at  least  a  partial  dis- 
infection of  the  mucous  membranes. 

In  1902  two  German  physicians  reported  that 
formalin  inhalations,  if  properly  used,  were  a 
sure  specific  for  the  treatment  of  pertussis.  For 
some  years  before  that  I  had  been  using  formalin 
on  the  theory  of  local  disinfection,  and  while  it 
can  hardly  be  called  a  specific,  it  is  certainly  a 
very  useful  line  of  treatment.  With  its  use  you 
will  see  a  larger  proportion  of  mild  cases  running 
three  or  four  weeks,  than  without  it.  The  form- 
alin probably  acts  in  a  double  capacity.  It  has 
some  action,  no  doubt,  as  a  disinfectant,  and  it 
also  renders  the  expulsion  of  the  tenacious  mucus 
easier  by  stimulating  the  watery  secretion.  This 
gives  it  all  the  efficacy  of  the  disgusting  vapo- 
cresoline  lamp  without  interfering  with  oxygen- 
ation.     The   formaldehyde   may  be  generated 


from  a  small  lamp,  but  lately  I  have  been  using 
the  aqueous  solution  by  sprinkling  it  about  the 
room,  on  the  pillows  at  night,  on  the  child's 
clothes  during  the  day.  Of  course,  it  must  come 
in  contact  with  the  skin  or  mucous  membranes. 

To  further  assist  in  liquifying  and  expelling 
the  tenacious  mucus  and  at  the  same  time  sooth- 
ing the  irritated  mucous  membranes,  I  invariably 
use  a  combination  of  apomorphine  muriate  and 
codeine  phosphate.  In  children  the  dose  of  apo- 
morphine is  from  1-30  to  a  1-16  of  a  grain,  re- 
peated every  half  hour  for  several  doses,  with 
longer  intervals  between  paroxysms.  So  far  as 
this  drug  affects  the  stomach  at  all  it  is  soothing 
rather  than  otherwise. 

Digitalis  should,  of  course,  be  used  to  steady 
the  heart  in  greater  or  less  amount  pro  re  nata. 

For  the  past  year  I  have  been  using  with  a 
great  deal  of  satisfaction  Dr.  Kilmer's  elastic 
belt,  or  rather  a  modification  of  it.  My  only 
change  is  to  substitute  for  the  elastic  material  a 
plain  band  of  strong,  unbleached  muslin,  fastened 
snugly  with  safety  pins  like  a  post-partum  ab- 
dominal binder.  This  seems  to  work  fully  as 
well,  and  it  is  much  simpler  and  therefore  more 
likely  to  be  applied  as  directed. 

There  are  two  other  points  in  the  mechanical 
line  of  treatment  that  are  of  some  value.  The 
first  which  was  recommended  some  years  ago  in 
the  Archives  of  Pediatrics,  is  to  pull  down  the 
jaw  during  severe  paroxysms  of  coughing.  This 
is  more  particularly  of  value  in  nervous  children 
who  continue  a  paroxysm  of  coughing  after  the 
actual  irritation  has  been  relieved. 

The  other  point  is  of  very  great  practical  value 
in  children  old  enough  to  understand  it.  It  con- 
sists in  training  the  child  to  cough  properly,  that 
is  to  cough  with  the  lungs  full  of  air,  as  far  as 
possible,  and  never  with  the  lungs  empty.  This, 
of  course,  does  not  apply  to  pertussis  alone  nor 
to  children  alone.  Many  adults  are  surprised 
to  find  what  a  relief  it  is  to  know  how  to  cough 
during  an  attack  of  bronchitis. 

The  only  other  point  to  be  considered  here  is 
that  of  feeding.  It  goes  without  saying  that  it 
is  of  the  utmost  importance  to  keep  the  patient 
as  well  nourished  as  possible.  Fortunately,  the 
digestive  processes'  themselves  are  rarely  dis- 
turbed, so  that  the  problem  is  to  keep  food  in  the 
digestive  tract  long  enough  to  have  it  assimilated. 
This  is  best  accomplished  by  small,  frequent  feed- 
ings of  readily  digestible  food  or  of  food  that 
passes  into  the  intestinal  tract  soon  after  feeding. 
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ANNUAL  DEATHS  IN  BROOKLYN  FROM 


Typhoid  Fever.    Whooping  Cough. 

1868   108  191 

1869                                 96  193 

1870  Ill  71 

1871                              92  IIO 

1872  149  96 

1873   103  136 

1874                        81  130 

1875   102  If>i 

1876                            97  190 

1877                             82  118 

1878                           59  195 

1879                           59  204 

1880                            71  in 

1881   99  118 

1882                            93  249 

1883                            92  132 

1884  107  222 

1885   153  157 

1886  123  260 

1887  143  59 

1888  153  194 

1889  161  281 

1890   182  238 

1891   180  140 

1892   162  192 

1893   179  261 

1894  159  243 

1895   173  263 

1896  163  179 

1897   173  164 

GREATER  NEW  YORK. 

Typhoid  Fever.    Whooping  Cough. 

1898  676  716 

1899  514  546 

1900  718  584 

1 90 1   727  289 

1902   764  606 


TRANSACTIONS  OF  SOCIETIES. 


THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  October  17,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

There  were  about  175  members  present. 

The  meeting  was  called  to  order  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 

The  resignations  of  Dr.  Joseph  H.  Hunt  and 
Dr.  Arthur  Mathewson  were  reported  from  the 
Council,  and  on  its  recommendation  they  were 


elected,  by  vote  of  the  Society,  to  honorary  mem- 
bership. 

REPORT  OF  COUNCIL. 

The  following  candidates  for  membership  have 
been  accepted  by  the  Council : 

George  Burkard,  187  Jefferson  Ave. 
Robert  Kingman,  16  Putnam  Ave. 
John  H.  Long,  97  Halsey  St. 
Robert  L.  Moorhead,  German  Hospital. 

APPLICATIONS  FOR  MEMBERSHIP. 

Applications  have  been  received  from  the  fol- 
lowing: 

J.  Henry  Bremer,  650  Leonard  St.,  Bellevue, 
1897. 

Proposed  by  Membership  Committee. 
Charles  Eastmond,  382  Adelphi  St.,  P.  &  S., 
1904. 

Proposed  by  John  R.  Stivers,  seconded  by  Paul 
M.  Pilcher. 

Samuel  K.  Frost,  810  Washington  Ave.,  P.  & 
S.,  1895. 

Proposed  by  Florence  G.  Emerson,  seconded 
by  Membership  Committee. 

James  S.  Slavin,  174  North  Sixth  St.,  N.  Y. 
Univ.,  1897. 

Proposed  by  Florence  G.  Emerson,  seconded 
by  Membership  Committee. 

Charles  F.  Duryea,  4  Clark  St.,  Jefferson, 
1901. 

Proposed  by  C.  B.  Bacon,  seconded  by  J.  A. 
Lee. 

ELECTION  OF  NEW  MEMBERS. 

The  following  have  been  duly  proposed  and 
accepted  by  the  Council  were  declared,  by  the 
President,  elected  to  active  membership : 

Edwin  M.  Beery,  313  Lafayette  Ave. 

Edward  Eberle,  Kingston  Avenue  Hospital. 

SCIENTIFIC  PROGRAM. 

1.  Paper:  Surgery  of  the  Female  Pelvic 
Floor.    By  Charles  Jewett,  M.D. 

Discussed  by  Drs.  Cragin,  Dickinson,  L.  G. 
Baldwin,  McNaughton,  Hyde  and  Stuart. 
Closed  by  Dr.  Jewett. 

EXECUTIVE  SESSION. 

The  Committee  on  Bond  Issue  reported  that 
145  bonds  out  of  the  issue  of  700  had  been  sub- 
scribed for. 

Adjourned. 

John  A.  Lee, 

Secretary. 
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THE    MEDICAL   SOCIETY    OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  September  19,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

PAPER  :    RELIEF  OF  HAY  FEVER  BY  RADICAL  INTRA- 
NASAL OPERATION.     BY  ALEXANDER 
C.  HOWE,  M.D. 

Discussion. 

Dr.  W.  C.  Braislin  was  interested  in  Dr. 
Howe's  paper,  particularly  from  the  fact  of  its 
emphasizing  the  surgical  treatment  of  hay  fever. 
If  the  speaker  should  criticize  the  doctor's  paper 
at  all,  it  would  he  from  the  point  of  view  of  his 
omitting  certain  cases  in  which  the  nasal  lesions 
were  less  prominent.  Almost  all  the  cases  to 
which  the  doctor  had  referred  were  cases  in 
which  bony  or  cartilaginous  deflections  op  spurs 
or  polypi  or  definite  lesions  were  present,  whereas 
there  are  cases  in  which  we  see  very  little  of  a 
pathological  condition.  The  speaker  believed 
that  there  is  in  almost  every  case  of  hay  fever 
some  pathological  condition  in  the  nose,  which 
should  be  corrected.  Bosworth,  a  good  many 
years  ago,  drew  attention  to  the  trinity  of  symp- 
toms which  we  call  hay  fever.  He  designated  the 
disease  vasomotor  rhinitis  and  assigned  to  it  three 
prominent  factors,  one  of  which  was  the  nervous 
element.  Bosworth  also  emphasized  the  factor  of 
a  nasal  pathological  condition,  as  well  as  the 
presence  of  a  local  irritant  in  the  form  of  dust, 
pollen,  gases  or  odors,  which  furnish  the  imme- 
diate cause  of  the  attack. 

The  disease  is  distinguished  in  one  way  from 
every  other  disease  in  the  calendar.  It  is  the 
only  disease  the  sufferers  from  which  have  formed 
themselves  into  an  association.  The  United  States 
Hay  Fever  Association,  which  meets  annually  at 
Bethlehem,  in  the  White  Mountains,  has  a  very 
large  membership  ;  the  membership  consisting  in 
most  part  of  men  of  wealth  and  culture,  and  many 
of  them  professional  men.  They  meet  each  year 
at  Bethlehem,  where  the  claim  is  made,  of  course, 
that  there  is  the  greater  immunity  from  hay  fever 
of  any  spot  in  the  world,  and  the  claim  seems 
to  be  true.  It  appears  to  be  a  place  where  there 
is  greater  immunity  from  hay  fever  than  even  in 
places  in  the  immediate  vicinity,  which  have  the 
same  altitude  and  where  other  conditions  seem 
exactly  similar.  It  is  true  that  the  gentleman 
who  runs  the  hotel  is  a  member  of  the  association 
and  apparently  a  good  business  man.    The  sur- 


roundings are  very  beautiful,  and  patients  of  the 
speaker  who  had  been  there  reported  having  se- 
cured entire  immunity  while  there. 

The  psychic  factor,  of  course,  has  something 
to  do  with  it.  At  the  same  time  there  are  other 
factors  which  act  toward  the  relief  of  these  cases. 
The  climate,  the  altitude,  the  increased  elinmina- 
tion — these  also  are  factors.  Haig,  in  his  book, 
refers  to  these  people  as  among  the  sufferers 
from  uric  acid,  and  properly  so,  because  many  of 
them  are  people  of  impaired  vitality,  not  neces- 
sarily suffering  from  any  organic  disease,  or  suf- 
fering in  such  a  way  that  their  lives  are  threat- 
ened, but  many  of  them  have  disturbances  due 
to  overwork  and  worry,  and  a  large  number  of 
them  are  of  a  nervous  temperament.  There  are 
many  cases  which  show  the  results  of  inheritance. 

A  report  which  the  Hay  Fever  Association 
gave  forth  a  year  or  two  ago  made  the  claim 
that  there  was  no  curative  remedy  for  hay  fever. 
It  stated  that  their  members  had  tried  everything 
in  both  the  lines  of  surgery  and  of  medicine,  and 
that  for  a  permanent  cure  ( that  is  to  say,  any 
remedy  may  give  temporary  relief),  there  had 
been  nothing  which  had  been  found.  In  other 
words,  many  men  in  the  association  would  prefer 
to  keep  their  hay  fever  and  enjoy  a  pleasant  vaca- 
tion than  to  undergo  certain  surgical  procedures. 

We  all  see  cases  which  have  not  the  time  or 
the  means  to  go  away  and  remain  away  during 
the  entire  hay  fever  period.  We  treat  these  cases 
and  almost  invariably  have  the  satisfaction  of 
seeing  them  relieved,  rarely  cured,  by  our  local 
surgical  measures.  More  than  that,  we  have 
many  remedies  which  are  capable  of  giving  relief 
to  the  distressing  symptoms  during  the  attacks 
when  radical  procedures  may  be  impractical,  such 
as  suprarenalin,  adrenalin  and  remedies  of  the 
same  type.  These  products  are  among  the  best 
we  have  for  local  use. 

During  the  acute  attack  in  some  cases  in  which 
we  find  the  mucous  membrane  of  the  nose  greatly 
hypertrophied,  it  is  often  a  good  procedure,  after 
thorough  cocainization,  to  make  a  deep,  clean  in- 
cision through  the  swollen  tissue.  This  will 
often  give  relief  for  several  days ;  sometimes 
for  the  rest  of  the  season. 

It  has  been  found  that  the  use  of  chromic  acid 
during  the  severe  hay  fever  attack  is  unwise, 
although  some  authors  recommend  it;  likewise 
some  other,  more  severe,  surgical  measures.  We 
must  remember,  the  speaker  said,  that  the  mucous 
membrane  of  this  region  can  be  thoroughly  an- 
esthetized locally,  and  if  there  is  no  other  reason 
against  it,  there  seemed  to  he  no  reason  why  the 
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surgical  procedure  chosen  should  not  go  on  while 
the  attack  is  imminent.  The  doctor  helieved 
that  in  almost  every  case  of  hay  fever  there  is 
some  pathological  condition  in  the  nose  which 
should  be  treated  either  between  the  attacks,  or, 
if  there  are  no  contraindications,  during  the  at- 
tacks as  well. 

Dr.  S.  H.  Lutz  thought  in  a  few  years'  time 
we  will  change  our  minds  about  hay  fever.  He 
believed  that  hay  fever  in  a  great  many  instances 
is  due  to  some  pathological  condition  of  one  of 
the  accessory  sinuses  of  the  nose,  and  in  the  last 
few  years  the  work  done  in  that  direction  and 
the  progress  made  in  the  study  of  this  condition 
has  broadened  decidedly  our  knowledge  of  the 
accessory  sinuses  of  the  nose.  We  knew  they 
were  there  before,  but  nobody  did  much  with 
them. 

Dr.  Howe  spoke  of  many  of  his  cases  having 
supraorbital  pain,  and  a  good  many  of  them 
were  relieved  quickly  after  operation.  That  is 
also  true  of  sinus  conditions.  As  soon  as  the 
sinus  is  opened,  or  drainage  obtained,  or  air 
enters  the  sinuses  and  the  congestion  of  the 
mucous  membrane  lining  any  or  all  sinuses  is 
relieved,  the  trouble  stops  almost  immediately. 
You  have  to  do  the  work  of  clearing  out  spurs 
and  relieving  deflections  and  polyps  and  con- 
gested mucous  membranes  of  the  turbinates — all 
this  work  Dr.  Howe  has  done.  Dr.  Lutz  was 
rather  of  the  opinion  that  a  good  many  of  the 
doctor's  cases  are  going  to  come  back  after  a 
while  and  will  not  be  quite  as  comfortable  as  be- 
fore, because  he  did  not  believe  Dr.  Howe  did 
enough  for  them.  He  did  not  mean  to  criticize 
Dr.  Howe,  for  we  have  all  done  the  same  kind  of 
work  on  hay  fever  cases  for  some  years,  until  re- 
cently. 

The  trouble  with  the  work  in  the  nose  up  to 
within  the  last  few  years  is  that  it  has  not  been 
radical  enough.  He  was  misled  by  the  title  of 
Dr.  Howe's  paper,  "Radical  Relief  of  Hay 
Fever.  He  did  not  believe  it  radical  enough. 
He  did  not  think  Dr.  Howe  got  to  the  source  of 
the  trouble,  and  he  thought  that  it  is  true  of  a 
good  many  hay  fever  cases.  Many  have  one  of 
their  frontal  sinuses  involved.  The  pressure  in 
ihe  nose  is  relieved,  this  relieves  the  pressure 
up  above,  clears  up  the  turgescent  mucous  mem- 
brane, the  sinus  opens  up,  and  the  patient  feels 
better.  The  speaker  believed  as  we  get  to  know 
more  about  the  ethnoid  and  the  frontal  and 
sphenoidal  sinuses,  we  are  going  to  get  much 
better  results  from  nose  and  throat  work. 

I  fay  fever,  as  we  call  this  group  of  symptoms 


to-day,  is  going  to  be  split  up  into  other  diseases 
when  we  get  to  know  the  pathological  conditions 
of  sinuses  better,  just  as  "inflammation  of  the 
bowels"  of  the  past  has  been  divided  and  sub- 
divided until  now  each  separate  organ  in  the  ab- 
dominal cavity  has  some  recognizable  patholog- 
ical condition  which  can  be  and  is  treated  alone 
without  reference  to  the  rest  of  the  abdominal 
contents. 

Dr.  B.  C.  Collins  inquired  if  the  doctor  was 
correct  in  calling  many  of  the  cases  he  reported 
where  nasal  polypi  or  other  nasal  lesions  were 
present,  as  hay  fever.  He  hardly  thought  he 
was,  because  they  were  entirely  relieved  by  the 
removal  of  the  nasal  polypi  or  other  operative 
measures.  He  thought  there  are  many  cases  of 
hay  fever  where  there  is  no  pathological  con- 
dition in  the  nose.  It  seemed  to  him  that  judg- 
ing by  the  number  of  people  who  are  cured  of 
hay  fever,  we  know  little  about  it. 

The  pathological  conditions  the  doctor  spoke  of 
must  be  relieved  by  operation,  the  speaker  said. 
There  is  no  question  about  that,  but  the  doctor 
was  not  correct  in  classing  all  these  cases  under 
hay  fever.  They  have  some  hay  fever  symptoms, 
but  many  of  them  had  the  same  symptoms  all 
the  year  round.  The  speaker  would  call  them 
merely  cases  of  nasal  obstruction,  bony  or  by 
polyp.  He  believed  we  cannot  cure  hay  fever 
at  the  present  day  when  we  know  so  little  about 
it. 

Dr.  A.  C.  Howe  stated  that  he  classified  those 
cases  that  were  not  distinctly  hay  fever  with  hay 
fever,  because  the  conditions  are  similar.  They 
are  all  conditions  of  two  vasomotor  paralysis, 
and  if  you  relieve  these  conditions  in  one  instance 
frequently  you  relieve  them  in  other  forms. 

In  regard  to  the  sinuses  he  would  say  that 
his  claim  had  been  that  the  most  distressing- 
symptoms  of  hay  fever  have  been  from  obstructed 
circulation  from  areas  of  pressure ;  that  all  these 
symptoms  come  from  there  being  a  block  or  ob- 
struction of  the  circulation  in  the  nose  produced 
by  some  special  irritant  at  certain  times  of  the 
year.  If  there  is  an  obstructed  circulation  the 
sinuses  are  involved  along  with  the  rest  of  the 
nose,  and  anything  that  relieves  the  rest  of  the 
nose  will  relieve  the  sinuses,  so  that  it  may  not 
always  be  necessary  to  go  into  the  sinuses  to  re- 
lieve the  inflammation  there.  You  do  not  have 
to  go  into  the  frontal  sinus  in  acute  sinusitis  to 
relieve  the  pressure  pain.  If  you  remove  the 
tip  of  the  middle  turbinal  pressing  on  the  frontal 
duct,  you  will  be  able  to  relieve  the  pain  and 
pressure  symptoms  very  quickly. 
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THE  BROOKLYN  SURGICAL  SOCIETY. 


Regular  Meeting,  October  5,  1905. 


The  President,  T.  B.  Spence,  M.D.,  in  the 
Chair. 

BRANCHIAL  EISTULA. 

Dr.  W.  F.  Campbell  presented  a  man,  30  years 
of  age,  whom  he  had  operated  on  for  a  branchial 
fistula  of  the  lateral  variety,  which  first  made 
itself  manifest  when  the  patient  was  18  years  of 
age  by  a  pimple  presenting  at  the  internal  margin 
of  the  clavicular  attachment  of  the  sterno-mastoid 
muscle,  which  subsequently  broke  down  and  dis- 
charged. The  discharge  continued  for  twelve 
years.  It  was  not  a  blind  fistula,  but  open  at 
both  ends,  one  end  being  on  the  apex  of  the  tonsil. 

The  case  was  interesting  because  of  the  intri- 
cate dissection  it  was  necessary  to  make  to  get  it 
out,  and  the  speaker  thought  the  method  which 
he  used  a  rather  good  one  in  such  cases,  because 
it  is  difficult  to  follow  up  a  fistula  of  that  kind, 
imbeded,  as  it  is,  among  the  deep  vessels,  so  he 
injected  the  fistula  with  parafine  solution,  and  this 
caused  the  fistula  to  stick  out  like  a  whip  cord. 
When  he  got  as  far  as  the  tonsillar  opening  it 
was  difficult  to  know  how  to  complete  the  opera- 
tion and  get  out  all  of  the  fistulous  sac.  He  dis- 
sected the  fistulous  tract  up  as  far  as  the  tonsillar 
opening  and  then  inverted  it  into  the  pharynx 
and  tied  it  off  at  that  point. 

LYMPHOSARCOMA  OF  THE  MEDIASTINUM. 

Dr.  W.  F.  Campbell  spoke  of  a  case  of  medi- 
astinal tumor  which  was  sent  to  him  for  opera- 
tion for  goitre.  The  patient  was  21  years  of  age. 
The  first  symptom  presented  was  that  of  hoarse- 
ness. There  was  no  tumor  noticeable;  the  only 
sign  was  this  loss  of  voice.  In  March  he  began 
to  have  a  swelling  in  the  region  of  the  thyroid. 
The  swelling  and  hoarseness  continued  and  the 
breathing  began  to  be  troublesome.  About  three 
weeks  before  the  speaker  saw  him  the  patient 
could  not  sleep  when  lying  down.  His  appetite 
was  very  poor  and  swallowing  caused  him  pain. 
Because  of  the  symptom  of  hoarseness  the  speak- 
er was  rather  doubtful  of  its  being  goitre,  because 
in  goitre  the  tumefaction  is  first  and  the  hoarse- 
ness is  a  later  symptom  ;  so  he  sent  the  man  into 
the  hospital  for  further  investigation,  and  in  order 
that  he  might  make  an  X-ray  picture  to  see  if. 
there  was  any  shadow  in  the  thorax  which  would 
be  at  all  suggestive. 

The  physical  examination  presented  the  fol- 
'owing  points : 


Reveals  a  man  25  years  of  age,  good  muscular 
frame,  skin  pale,  extremely  dyspnoeic  and  unable 
to  breathe  except  in  sitting  position.  Breathing 
stridulous,  voice  brassy,  face  pale,  lips  slightly 
cyanotic.  Right  pupil  dilated,  left  normal,  both 
react  to  light  accommodation.  Sclera  pale ; 
mouth,  pharynx  and  spine  negative.  Projecting 
above  suprasternal  notch  is  a  tumor  half  the  size 
of  a  lemon  lying  between  the  two  sterno  mastoid 
muscles  and  in  front  of  thyroid  and  cricoid  car- 
tilages pushing  the  larynx  and  hyoid  bone  up- 
ward and  backward,  evidently  not  attached  to 
larynx  or  thyroid  gland,  moderately  firm  on  pres- 
sure, non-pulsating,  gives  no  thrill  or  murmurs, 
and  no  tracheal  tug  on  elevation  of  larynx.  Dull 
on  percussion.  This  dullness  is  continuous  with 
marked  dullness  beneath  the  first  piece  of  the 
sternum.  The  cervical  and  submaxillary  glands 
on  right  side  are  not  enlarged,  but  the  glands  in 
the  left  lower  cervical  region  are  enlarged  to  the 
size  of  a  small  almond.  Over  the  first  piece  of 
the  sternum  there  is  a  marked  dullness.  This 
is  continuous  with  the  heart  dullness,  but  this 
appears  to  be  more  marked  in  the  upper  half  of 
the  cardiac  area.  Over  the  upper  piece  of  the 
sternum  there  is  no  pulsation,  thrills  or  murmurs. 
The  left  border  of  the  heart  percusses  one-half 
inch  to  the  right  of  nipple  line.  The  sounds  at 
the  apex  are  moderately  distinct.  No  murmurs 
are  heard  at  this  point.  There  is  a  marked  dull- 
ness to  the  right  of  the  sternum  in  the  second 
space  for  two  inches.  This  is  as  far  down  as 
the  fifth  space  where  the  dullness  becomes  con- 
tinuous with  liver  dullness.  Over  the  upper  half 
of  the  heart  the  sounds  are  very  faint.  No  mur- 
murs are  heard.  There  is  no  thrill,  or  murmurs, 
or  pulsation  over  area  of  dullness  to  right  of  ster- 
num. Both  radial  pulses  are  synchronous,  but 
the  left  is  a  little  smaller  than  the  right.  Over 
both  lungs  the  breathing  is  feeble,  inspiration 
being  shallow  and  quick.  Loud  bronchial  sounds 
are  transmitted  through  the  lungs.  There  is  no 
dullness  to  left  of  spine  posteriorly ;  the  abdo- 
men is  negative.  Paroxysms  of  coughing  occur 
every  few  minutes  and  with  each  effort  about  one 
or  two  ounces  of  muco-purulent  material  is 
ejected. 

Dyspnoea  was  so  great  it  was  impossible  for 
the  patient  to  lie  down.  The  second  night  he  was 
in  the  hospital  he  arose  and  got  out  of  bed  to  get 
something,  and  as  he  did  so  he  fell  down  and 
expired. 

At  the  post  mortem  in  the  mediastinum,  just 
above  the  pericardium,  and  attached  to  it,  was  a 
large  tumor,  about  the  size  of  the  head  of  a  six- 
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months'  foetus.  This  had  been  pressing  on  the 
structures,  crowding  the  bronchus  and  lungs  to 
one  side,  and  affecting  also  the  recurrent  laryngeal 
nerve.  The  examination  of  the  tumor  showed 
that  it  was  a  lympho-sarcoma. 

IODINE  AND  PHENOL  INJECTIONS  IN  HYDROCELE. 

Dr.  J.  M.  Clayland  told  of  a  man  who  two 
years  ago  came  to  him  with  a  large  double  hydro- 
cele. He  had  been  tapped  repeatedly  without 
cure.  The  speaker  tapped  both  sides,  injecting 
tincture  of  iodine.  One  side  was  cured,  the  other 
refilled,  and  about  a  year  afterward  he  tapped 
him  again,  using  an  iodine  injection.  The  scrotum 
again  filled,  and  last  summer  the  speaker  tapped 
it,  injecting  a  mixture  of  carbolic  acid,  tincture  of 
iodine  and  alcohol.  The  patient  had  less  pain 
after  this  injection  than  after  any  of  the  previous 
ones.  The  next  day  the  scrotum  was  tremend- 
ously swollen,  and  congested  so  intensely  that  he 
was  afraid  the  whole  side  of  the  scrotum  would 
slough,  but  it  finally  subsided.  The  patient  was 
cured.  The  speaker  mentioned  this  case  to  call 
attention  to  the  danger  of  inflammatory  reaction 
after  injections. 

SARCOMA  OF  NECK. 

Dr.  J.  M.  Clayland  reported  the  case  of  a  girl, 
22  years  of  age,  who  came  to  him  in  April,  1905, 
complaining  of  dizziness  and  short  breathing. 
Her  personal  and  family  history  were  good.  Her 
head,  upper  extremities  and  upper  part  of  her 
body  were  cyanotic,  while  the  lower  part  of  the 
trunk  and  the  lower  extremities  were  normal, 
showing  that  there  was  an  obstruction  of  the 
superior  vena  cava. 

There  was  a  tumor  about  the  size  of  a  walnut 
projecting  above  the  middle  of  the  right  clavicle. 
On  percussion  there  was  flatness  over  the  sternum 
and  upper  ribs,  extending  three  inches  to  the  right 
of  the  median  line.  There  was  no  pulsation  or 
bruit,  which  excluded  aneurism.  Being  solid, 
cysts  could  be  excluded.  There  was  no  fever, 
cough,  rales  or  other  symptoms  of  tuberculosis. 
Enlarged  bronchial  and  cervical  glands  could  be 
excluded.  Her  age  and  the  rapidity  of  develop- 
ment excluded  carcinoma.  Her  personal  and 
family  history  excluded  gumma.  The  absence 
of  anemia  and  glandular  enlargements  excluded 
Hodgkins  disease,  leaving  sarcoma  or  lymph- 
adenoma  as  the  only  possible  diagnosis. 

Shortly  after  this  she  went  to  the  country  where 
her  physician  gave  her  iodide  of  potash.  She 
returned  to  the  city  on  August  25th,  when  the 
speaker  found  that  a  collateral  circulation  had 
been  established,  and  she  was  only  cyanotic  after 


exertion  or  excitement.  There  were  sibilant  and 
sonorous  rales  over  both  lungs,  loud,  wheezing 
breathing  and  hoarse  cough,  showing  pressure 
on  the  trachea.  She  swallowed  fluids  with  diffi- 
culty, showing  pressure  on  the  oesophagus.  She 
had  lost  flesh,  but  had  almost  no  pain.  The  tumor 
had  enlarged  until  it  showed  above  the  clavicle 
for  about  four  inches  and  seemed  to  have  grown 
through  or  curled  over  the  top  of  the  clavicle. 

She  was  admitted  to  St.  Mary's  Hospital.  She 
soon  developed  a  temperature  of  102^/2  deg.  F., 
which  lasted  one  week,  and  was  produced  by  a 
complicating  pulmonary  inflammation.  It  being 
evident  that  she  would  die  if  nothing  were  done, 
the  speaker  consented  to  operate,  expecting  to 
remove  the  clavicle  with  parts  of  the  sternum 
and  upper  three  ribs.  The  operation  was  set  for 
September  14th,  but  she  died  in  an  attack  of  dysp- 
noea on  the  preceding  night,  much  to  the  speak- 
er's relief,  because  he  believed  she  would  have 
died  on  the  operating  table.  No  autopsy  was 
allowed,  but  he  believed  the  growth  was  a  sar- 
coma. 

INTESTINAL  OBSTRUCTION  FOLLOWING  OPERATION 
FOR  APPENDICITIS. 

Dr.  A.  H.  Bogart  reported  the  case  of  a  fifteen- 
year-old  boy,  who  was  brought  to  the  County 
Hospital  with  the  following  history :  He  was 
perfectly  well  until  nine  days  before  admission, 
when,  after  overeating,  he  was  taken  with  severe 
pain  in  the  epigastrium.  The  following  morning 
the  pain  became  intense  and  was  accompanied  by 
nausea  and  vomiting ;  the  pain  was  cramp-like 
in  character  and  not  localized,  but  bowels  were 
moved  by  taking  castor  oil.  On  the  fourth  day 
the  pain  had  decreased  greatly,  but  he  now  suf- 
fered from  general  abdominal  tenderness.  The 
day  before  admission  or  eight  days  after  the 
onset  of  the  disease,  the  pain  returned  in  the 
epigastrium,  though  not  so  severe  as  the  first  at- 
tack. On  admission  he  complained  of  severe 
pain  in  the  epigastrium,  but  otherwise  felt  well. 
Temperature  99.8,  pulse  84.  Examination  re- 
vealed marked  tenderness  and  rigidity  over  the 
lower  abdomen  below  the  umbilicus  on  both  sides. 

Operation. — Usual  appendicular  incision  two- 
and-a-half  inches  long  was  made,  the  muscular 
fibres  were  separated  after  the  gridiron  method, 
and  an  opening  into  the  peritoneum  made.  A 
loop  of  small  intestine,  which  was  closely  adher- 
ent, was  accidentally  opened,  but  immediately 
sutured.  A  large  quantity  of  pus  was  then  evac- 
uated from  the  pelvis,  and  the  pus  cavity,  which 
seemed  to  occupy  the  entire  pelvis  was  washed 
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out  with  saline  solution  and  drained.  The  pa- 
tient did  well  after  this  operation  until  the  seven- 
teenth day  when  he  developed  symptoms  of  in- 
testinal obstruction,  namely,  nausea,  vomiting, 
constipation,  abdominal  distention,  and  the  pulse 
arose  to  130. 

A  medium  abdominal  incision  was  made,  and 
the  cause  of  the  obstruction  was  found  to  be  due 
to  numerous  adhesions,  which  had  firmly  matted 
the  intestines  together  in  various  places.  These 
were  separated,  and  an  adhesive  band,  the  prin- 
ciple cause  of  the  obstruction,  divided  between 
two  ligatures.  Fearing,  however,  that  there  might 
still  be  further  adhesions  or  "kinks"  which  might 
have  been  overlooked,  a  loop  of  the  intestine  was 
brought  up  into  the  wound  and  sutured  there, 
in  order  that  it  might  be  opened  later  in  case  the 
symptoms  were  not  relieved.  This,  however,  was 
not  necessary,  as  the  bowels,  which  had  been  ob- 
stinately constipated  previously  to  the  operation, 
moved  freely  during  the  next  twenty-four  hours 
and  have  continued  to  do  so  ever  since.  The  pa- 
tient still  has  a  small  fecal  fistula,  which  is  rapidly 
closing,  and  his  general  condition  is  excellent. 

RESECTION  OF  GANGRENOUS  GUT  ;  MURPHY  BUTTON 
ANASTOMOSIS. 

Dr.  A.  H.  Bogart  reported  the  case  of  a  man 
50  years  old  who  was  brought  to  the  Reception 
Hospital,  Coney  Island,  September  17th,  with  a 
history  of  having  had  a  hernia  for  the  past  fifteen 
years,  during  which  time  he  wore  a  truss.  While 
the  truss  was  off,  twenty-four  hours  before  admis- 
sion, the  rupture  came  down,  followed  by  severe 
cramp-like  pains  in  the  abdomen,  and  the  patient 
was  unable  to  reduce  it.  Latterly  the  pain  be- 
came continuous,  vomiting  and  a  feeling  of  weak- 
ness ensued.  On  admission  the  patient  was 
drowsy,  skin  cold  and  clammy,  but  the  general 
condition  was  fair. 

The  examination  showed  a  large  irreducible 
scrotal  hernia  of  the  left  side.  The  skin  of  the 
scrotum  and  penis  were  congested  and  ecchy- 
motic.  He  was  suffering  from  constant  eructa- 
tions of  gas,  and  his  breath  had  a  fecal  odor. 

Operation. — The  usual  incision  was  made,  and 
the  sac  and  its  contents  were  found  to  be  strangu- 
lated and  gangrenous.  Two  feet  of  intestine, 
being  too  far  gone  to  be  returned  with  safety, 
were  excised,  and  an  end-to-end  anastomosis  was 
made  with  a  Murphy  button,  and  the  intestine 
returned.  The  internal  oblique  muscle  was  then 
sutured  to  the  under  surface  of  Poupart's  liga- 
ment in  the  usual  manner.  The  upper  portion 
of  the  wound  was  then  closed  and  the  lower  por- 


tion left  open  for  drainage  on  account  of  the  in- 
fected condition  of  the  tissues.  The  patient  left 
the  table  in  fairly  good  condition.  The  temper- 
ature arose  to  100.6  on  the  fourth  day  and  the 
pulse  to  108,  after  which  the  case  pursued  a 
normal  course. 

On  the  ninth  day  the  patient  passed  the  Murphy 
button  with  a  large  movement  of  the  bowels,  but 
had  had  several  small  movements  on  the  fourth, 
fifth  and  sixth  days.  The  external  wound  is 
practically  healed. 


THE  BROOKLYN  PATHOLOGICAL 
SOCIETY. 


Henry  G.  Webster,  M.D.,  Editor. 


459TH  Regular  Meeting,  May  ii,  1905. 


The  President.  J.  C.  MacEyitt,  M.D..  in  the 
Chair. 

REPORT  OF  CASE:    DOUBLE  PYONEPHROSIS;  SPECI- 
MEN.    DR.  J.   M.   MAC  EVITT. 

Patient  was  a  clerk,  27  years  old,  with  a  previ- 
ous history  including  syphilis,  gonorrhea,  pneu- 
monia and  typhoid  fevers.  During  six  weeks 
previous  to  admission  he  had  complained  of  fre- 
quent micturition,  especially  at  night,  with  occa- 
sional passages  of  blood  and  pus,  but  without 
evidences  of  cystitis  or  diabetes.  Constipation, 
progressive  weakness  and  a  subnormal  tempera- 
ture are  present.  Urine  alkaline,  sp.  gr.  1.010, 
10  per  cent,  albumin  by  volume,  much  pus,  cal- 
cium oxalate,  epithelium  and  debris,  with  mucus 
and  bacteria.  Progressive  weakness  increased, 
vomiting  with  diminution  of  urine  appeared, 
therapeutic  measures  failed,  and  he  died  with 
suppression  of  urine  seven  days  after  admission 
to  St.  Mary's  Hospital. 

The  kidneys  were  exhibited  as  fine  examples 
of  pyonephrosis. 

STRANGULATION  OF  DUODENUM. 

Dr.  J.  Richard  Taylor  reported  at  length  a 
case  of  post  operative  death  due  apparently  to 
strangulation  high  up  in  the  duodenum. 

Dr.  J.  O.  Polak  saw  the  autopsy  on  this  case 
and  saw  the  patient  a  few  minutes  before  she 
died.  At  that  time  the  upper  abdomen  was  very 
considerably  distended.  The  point  that  impressed 
him  most  at  the  autopsy  was  the  quantity  of  fluid 
and  the  immense  distension  of  the  stomach,  the 
stomach  particularly  being  well  down  into  the 
pelvis,  and  yet  the  lack  of  continuous  vomiting 
during  the  period  following  operation.  He  rather 
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thought  it  was  a  case  with  a  strictured  pylorus 
or  a  stricture  close  to  the  pyloric  opening  or  a 
twist  there.  At  the  autopsy  a  great  deal  of  diffi- 
culty was  experienced  in  finding  the  exact  point 
of  obstruction,  the  stomach  was  so  enormously 
distended,  and  it  seemed  to  him  at  that  time  that 
the  point  was  higher  up  than  the  doctor  had  sug- 
gested as  the  only  possible  point  for  twisting, 
although  his  reasons  for  making  that  the  only 
possible  point  are  perfectly  sound  so  far  as  the 
anatomical  conditions  are  concerned.  However, 
Dr.  Polak's  impression  at  the  time  was  that  the 
obstruction  was  further  up  in  the  duodenum  than 
had  been  suggested. 

Dr.  Lenox  said  that  before  performing  the 
autopsy  to  find  the  obstruction  he  thought  it  was 
in  the  stomach  or  pyloric  end,  because  the  intes- 
tines were  perfectly  flat.  In  tracing  up  the  duo- 
denum he  got  up  as  high  as  possible  by  throwing 
the  meso-colon  upward  and  to  the  right.  After 
going  as  far  as  he  could  in  that  direction,  he  then 
drew  the  meso-colon  down  to  the  left  and  went 
through  the  anterior  incision,  which  had  been 
made  in  the  stomach,  or  the  incision  in  the  greater 
curvature,  and  with  a  silk  catheter  went  through 
the  pyloric  end.  At  that  time  he  was  unable  to  go 
more  than  two  or  three  inches  into  the  pyloric 
orifice ;  the  meso-colon  was  then  thrown  upward 
again,  and  he  tried  to  pidl  the  duodenum  out.  It 
then  seemed  that  there  were  a  few  thin  adhesions, 
rather  glue-like  in  character,  which  he  separated, 
and  after  that  he  was  able  by  pulling  the  meso- 
colon down  to  get  through  the  pyloric  end  with 
the  silk  catheter,  which  it  had  been  impossible  to 
do  before,  showing  at  the  time  the  adhesions  must 
have  been  broken  up  by  the  extreme  traction  on 
the  duodenum. 

Dr.  G.  McXaughton  asked  in  what  way  this 
patient  was  prepared  for  operation ;  in  what  way 
the  intestinal  tract  was  made  so  thoroughly 
empty?  One  might  almost  suspect  from  the 
doctor's  description  that  there  was  a  constricting 
band  at  the  time  of  operation  that  had  been  sep- 
arated perhaps  by  the  very  thorough  preparation 
of  the  patient ;  in  other  words,  that  the  obstruc- 
tion existed  at  the  time  of  operation.  It  is  very 
rare  that  the  intestines  are  seen  so  flat  as  to 
appear  like  tape  in  the  peritoneal  cavity,  if  there 
is  not  some  obstruction  above  that  point. 

Dr.  J.  C.  MacEvitt  narrated  a  case  which  he 
said  was  apropos  to  the  one  described  by  Dr. 
Taylor. 

A  woman,  about  28,  neurotic,  complained  of 
intense  pain  over  the  right  ovarian  region.  A 
year  before  the  left  ovary  had  been  removed  in 


some  other  city.  She  had  had  two  attacks  of 
appendicitis.  She  suffered  so  much  from  this 
pain  that  she  demanded  the  entire  removal  of 
the  uterus  and  adnexa.  He  did  not  promise  to 
do  anything,  however,  except  under  conditions 
that  would  justify  such  a  procedure.  On  ab- 
dominal section  the  doctor  found  a  large  cystic 
ovary  which  he  removed.  The  woman  now  hav- 
ing had  both  ovaries  exsected,  he  considered  it 
advisable  to  do  a  hysterectomy  as  well,  and  then 
he  removed  the  appendix  which  was  filled  with 
pus.  The  operation  lasted  about  forty  minutes. 
There  were  no  adhesions — everything  was  per- 
fectly clean. 

The  first  night  following  the  operation  there 
was  some  little  vomiting.  On  the  three  days 
following  the  vomiting  continued  at  intervals  of 
three  to  five  hours.  There  was  some  eructation 
of  gas.  On  the  fourth  morning  the  vomiting 
became  persistent  and  fecal.  He  saw  her  in  the 
afternoon,  and  the  report  from  the  house  surgeon 
was  that  the  vomiting  had  been  persistent,  and 
that  she  had  vomited  about  one-and-a-half  pints 
of  fecal  fluid  with  the  characteristic  odor.  The 
abdomen  was  quite  distended.  The  doctor  looked 
upon  the  case  as  either  obstruction  or  intestinal 
paresis.  She  was  brought  to  the  operating  room, 
the  incision  opened  and  immediately  a  mass 
bulged  out  looking  like  a  cystic  ovarian  tumor, 
which  proved  to  be  the  stomach.  His  first  im- 
pulse was  to  open  the  stomach  to  enable  the  con- 
tents to  escape,  and  also  to  determine  the  path- 
ological condition.  On  second  thought  he  intro- 
duced a  tube  through  the  esophagus,  and  two 
quarts  of  this  fluid  was  removed  through  the  tube 
with  large  quantities  of  gas,  and  the  stomach  re- 
sumed its  normal  position.  The  intestines  were 
tape-like  from  the  pyloric  extremity  of  the 
stomach  to  the  caecum,  and  they  could  all  be  held 
within  the  palm  of  the  hand.  He  then  believed 
there  must  be  some  obstruction,  and  taking  up  the 
duodenum  at  the  mid  portion  he  graduallypressjd 
it  up  inch  by  inch  to  the  pylorus,  and  at  the  sec- 
ond portion  of  the  duodenum  it  was  distended. 
He  then  followed  it  down  to  the  caecum  and 
found  the  point  of  the  stump  of  the  appendix 
clean.  Believing  he  had  overlooked  some  obstruc- 
tion he  went  over  the  small  intestines  again  up  to 
the  pylorus  and  found  no  constriction.  Whether 
lie  relieved  it  in  the  manipulation  or  not  he  did 
not  know,  but  there  certainly  was  some  paralysis 
of  the  stomach.  Following  the  operation  the 
stomach  was  washed  out  every  six  hours  and 
rectal  enemata  were  given.  At  the  first  washing 
the  same  kind  of  material  siphoned  up  through 
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the  tube,  and  it  required  three  gallons  of  water 
before  the  stomach  contents  came  away  clean. 
After  three  days  the  stomach  washings  became 
bilious  in  character,  and  from  that  time  until  the 
present  there  has  been  no  vomiting.  The  patient 
left  the  hospital  with  the  wound  closed. 

Dr.  J.  R.  Taylor,  in  closing,  said  that  as  far 
as  Dr.  McNaughton's  question  was  concerned, 
Dr.  Lenox  could  give  the  outline  of  the  prepara- 
tion, which  was  the  usual  routine  cleaning  out  of 
the  intestinal  canal.  He  did  not  believe  that  it 
had  anything  to  do  with  the  condition  present. 
The  stomach  was  carefully  removed  by  Dr. 
Lenox.  Dr.  Taylor  measured  accurately  the  dis- 
tance between  the  entrance  of  the  bile  duct  into 
the  duodenum  and  the  site  of  the  twist,  so  that 
his  statement  that  it  was  t>1A  inches  was  correct 
by  rule.  That  the  patient  did  not  have  fecal 
vomiting  was  due  principally  to  the  fact  that  there 
was  no  fecal  matter  in  the  bowel  above  the  point 
where  the  twist  occurred.  Anything  below  that 
point  could  not  get  back.  If  it  had  been  possible 
for  a  reflexation  to  take  place,  it  would  have 
probably  unfastened  the  twist,  and  that  would 
have  been  on  the  right  side  of  the  fence.  The 
fact  that  the  twist  was  so  far  below  the  entrance 
of  the  common  bile  duct  accounts  for  the  possibil- 
ity of  the  patient's  vomiting  the  enormous  quan- 
tity of  bile-stained  fluid  which  came  up  just  pre- 
vious to  death. 

PAPER  :      THE     INTRACTABLE     HEMORRHAGES  OF 
ARTERIOSCLEROSIS  IN  THE  UTERUS. 
BY  DR.  R.  L.  DICKINSON. 

Discussion. 

Dr.  C.  Jewett  said  he  had  been  exceedingly 
interested  in  the  paper,  which  surely  was  a  very 
valuable  contribution  to  the  subject.  The  author 
apologized  for  the  lack  of  any  special  knowledge 
in  the  pathology  of  the  condition.  Dr.  Jewett 
thought  he  was  more  especially  out  of  place  in 
that  regard,  for  he  had  made  no  histologic  study 
cf  the  subject.  A  priori  he  should  be  inclined  to 
attach  no  very  great  importance  to  this  condition 
as  a  cause  of  hemorrhages  for  these  reasons : 
In  the  first  place  hemorrhages  after  fifty  years  of 
age  arc  comparatively  rare  except  from  fibroid 
or  malignant  disease,  and  yet  this  is  the  time 
when  women  have  more  or  less  sclerosed  arter- 
ies. The  hemorrhages  we  frequently  meet  with 
in  young  women  of  course  are  not  included  in 
this  category  nor  accounted  Eor  by  this  condi- 
tion. 

In  reference  to  the  hemorrhages  at  the  meno- 
pause, here  undoubtedly  we  have  the  most  im- 


portant field  for  this  kind  of  study.  In  many  of 
these  cases  no  doubt  the  sclerosed  condition  of 
the  vessels  is  either  a  principal  or  a  complicating 
factor.  At  all  events  papers  like  this  are  of  great 
value,  because  they  go  to  enforce  the  fact  that 
flooding  at  this  period  is  always  pathological. 
When  every  physician  has  learned  this  lesson, 
the  opportunity  for  saving  and  prolonging  life 
will  certainly  be  very  much  greater. 

With  reference  to  the  question  in  general, 
Findley  recites  the  reports  of  Martin  and  Kies- 
ner  and  others,  two  of  these  gentlemen  having 
reported  13  hysterectomies,  in  which  they  found 
arterio-sclerosis,  and  attributed  the  hemorrhage, 
for  which  the  operation  was  done,  to  this  condi- 
tion. A  criticism  on  these  reports  was  that  the 
authors  had  not  made  sure  of  the  absence  of  ob- 
struction in  the  general  circulation.  Findley  also 
quotes  some  cases  reported  at  autopsies,  to  the 
extent  of  a  dozen  perhaps,  eight  of  them  re- 
ported by  Von  Koll  in  which  some  other  lesions 
were  found,  which  in  every  case  might  be  suffi- 
cient to  account  for  the  hemorrhage.  This  was 
true  in  several  other  cases,  and  especially  one  re- 
ported by  Findley  himself  in  which  there  was 
again  there  was  no  hemorrhage  from  the  uterus 
arteriosclerosis  of  the  uterus,  and  in  which 
until  a  thrombus  occurred  in  the  uterine  artery, 
so  that  the  question  is  a  mixed  one.  We  must 
certainly  recognize  it  as  a  sufficient  cause  for 
hemorrhage  in  some  cases  and  as  a  complicating 
cause  in  others. 

In  regard  to  the  treatment  he  did  not  think 
there  is  more  to  be  said.  The  usual  measures, 
the  hot  douche  perhaps,  might  bear  a  word  fur- 
ther. With  regard  to  ergot,  we  all  know  this  is 
a  very  perishable  drug,  and  it  is  possible  we  are 
often  using  a  drug  which  is  insufficient.  He 
mentioned  this  because  he  thought  great  care 
should  be  used  in  selecting  an  effective  prepara- 
tion. 

The  hot  douche  is  often  given  inefficiently.  It 
is  of  little  use  unless  given  twice  a  day,  at  a 
temperature  of  120  and  a  quantity  of  three  or 
four  gallons.  When  given  in  this  fashion  it  is 
an  efficient  means  of  controlling  hemorrhage,  in 
his  experience. 

With  regard  to  the  further  measures,  steam 
has  been  used  and  acts  by  cicatrizing  and  clos- 
ing the  uterus  completely.  This  may  be  done 
without  any  special  apparatus.  A  simple  ap- 
paratus is  a  nozzle  the  shape  of  a  dipper  con- 
nected with  a  rubber  tube,  and  this  is  inserted 
into  the  uterus. 

With    reference    to    hysterectomy,    this,  of 
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course,  is  the  most  certain  and  satisfactory  meth- 
od perhaps  for  this  particular  junction  at  the 
time  of  the  menopause,  when  the  sacrifice  of  the 
uterus  is  of  little  moment,  and  the  operation  is 
so  simple  and  safe  comparatively  by  the  vaginal 
route,  that  it  seemed  to  him  we  should  not  hesi- 
tate in  intractable  cases  in  advising  this  measure. 

Dr.  G.  McNaughton  stated  that  in  the  consid- 
eration of  any  hemorrhage  from  the  uterus,  it 
is  well  to  remember  that  we  are  dealing  with  an 
organ  that  normally  transudes  blood,  and  that 
consideration  makes  the  conclusions  all  the  more 
difficult.  We  ought  to  remember  the  peculiar 
arrangement  of  the  blood  vessels  supplying  the 
uterus,  the  loop  that  occurs  in  the  uterine  arteries 
on  each  side  and  the  unusually  long  ovarian  vein 
that  carries  blood  from  the  uterus,  that,  is  very  li- 
able to  become  varicosed  and  very  liable  to  make 
an  obstruction.  In  considering  arteriosclerosis 
it  seemed  to  him  we  are  talking  about  a  vessel 
with  a  very  much  diminished  calibre  and  yet  we 
have  an  increased  amount  of  blood.  He  should 
like  Dr.  Dickinson  to  explain  how  that  hemor- 
rhage occurs  if  we  have  a  diminished  amount  of 
blood  in  the  interior  of  the  uterus?  Is  it  by  in- 
farct or  how  does  it  occur? 

He  found  that  in  almost  all  cases  of  fibroma  we 
have  changes  in  the  blood  vessels  supplying  the 
uterus.  He  believed  if  the  arteries  were  care- 
fully examined  in  almost  all  these  cases  one 
would  find  an  atheroma  or  a  sclerotic  condition 
of  the  arteries  normally  accompanying  it.  He 
had  had  several  of  these  cases  that  had  been  re- 
ported by  the  pathologist  as  due  to  sclerosis.  This 
winter  he  had  three  cases.  No  other  lesion  could 
be  found,  and  he  supposed  it  was  reasonable  to 
conclude  that  that  was  the  cause  of  it,  although 
it  seemed  to  him  it  is  not  proven  yet,  because  in 
the  pathological  examination  of  the  uterus  there 
has  not  been  complete  examination  of  the  endo- 
metrium. There  might  be  small  mucous  fibroids 
there  that  would  escape  a  very  much  more  care- 
ful investigation  than  has  been  made  of  the  two 
organs  presented  here  to-night  for  example. 

Dr.  McNaughton  believed  the  best  operation 
in  case  one  is  unable  to  stop  the  hemorrhage  is 
hysterectomy,  if  the  patient  will  allow  it,  and  he 
thought  it  is  much  safer  than  some  of  these  other 
operations.  We  sometimes  forget  the  systemic 
cause  of  hemorrhage  of  the  uterus,  such  as  is 
found  in  some  diseases  of  the  heart  and  some 
diseases  of  the  liver,  and  in  these  very  conditions 
we  may  find  a  sclerotic  condition,  yet  the  cause 
probably  would  not  be  sclerosis  directly  in  the 
uterus.    He  supposed  that  an  infarct  occurred 


where  you  have  an  end  artery,  such  as  is  found 
in  the  retina  and  in  the  kidney,  and  that  it  would 
be  less  likely  to  take  place  where  you  have  a 
system  of  blood  vessels  so  rich  in  anastomoses  as 
the  blood  vessels  of  the  uterus,  so  rich  that  under 
normal  circumstances  injections  in  one  side  will 
fill  the  arteries  of  both  sides,  thus  making  a  full 
explanation  by  means  of  arteriosclerosis  a  little 
difficult,  in  his  opinion. 

Dr.  J.  O.  Polak  stated  that  the  subject  of 
arteriosclerosis  is  one  that  we  have  threshed  out 
before,  and  while  he  thought  that  there  is  no 
doubt  this  is  a  factor  in  hemorrhage,  yet  from 
the  cases  he  had  seen  he  still  believed  that  while 
it  may  be  a  predisposing  cause  and  is  coincident 
with  many  of  these  hemorrhages  in  the  late 
period  of  a  woman's  life,  that  there  has  to  be 
some  other  cause  to  explain  the  hemorrhage.  In 
the  cases  reported,  some  of  them  cited  by  Dr. 
Jewett  and  others,  reported  by  various  observers, 
there  have  been  obstructions  in  the  immediate 
region  of  the  uterus  or  remote,  that  would  cer- 
tainly explain  the  hemorrhage  that  has  been 
brought  about  notwithstanding  the  sclerotic  con- 
dition of  the  vessels  in  the  uterus. 

In  three  cases  that  he  had  observed  of  arterio- 
sclerosis the  women  have  been  under  40;  one 
woman  was  26.  She  was  submitted  to  a  hyster- 
ectomy, the  pathologist  reporting  arterioscler- 
osis. This  woman  has  been  repeatedly  curetted ; 
she  had  no  adnexal  disease,  no  heart  lesion,  no 
hepatic  or  general  condition,  such  as  Dr. 
McNaughton  suggested  would  possibly  cause 
hemorrhage.  This  is  the  only  case  that  he  knew 
of  in  the  few  he  had  had  the  opportunity  to  ob- 
serve, that  he  could  not  satisfactorily  explain 
the  hemorrhage  from  any  other  cause,  except  the 
pathological  findings. 

The  question  of  diagnosis  practically  comes 
down  to  just  what  the  doctor  has  called  attention 
to,  that  given  a  hemorrhage  in  a  patient  and  ex- 
cluding fibroid  and  cancer,  it  comes  to  hyper- 
trophic endometritis  or  a  senile  endometritis  or 
submucous  fibroid  or  arteriosclerosis.  You  can 
exclude  the  conditions  in  the  endometrium  by  the 
curette  and  microscopical  examination,  so  you 
come  to  small  fibroids  and  this. 

Dr.  Polak  then  presented  a  specimen  that 
showed  an  arteriosclerosis  of  the  uterine  arteries, 
as  far  as  the  upper  uterine  vessels,  as  well  as  a 
complicating  fibroid,  in  the  fresh  state,  and  also 
a  condition  of  the  endometrium  that  probably 
some  of  those  versed  in  pathology  could  deter- 
mine. 

He  had  considerable  experience  in  the  use  of 
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steam  several  years  ago  for  checking  hemorrhage, 
and  he  should  say  that  notwithstanding  Dr.  Dick- 
inson's endorsement,  it  is  not  as  good  as  spoken 
of.  The  dangers  are  very  considerable.  You 
cannot  limit  its  action,  and  occasionally  you  have 
sudden  death  from  its  use.  He  had  seen  two 
cases  of  this  sort  reported.  The  doctor  had.  a 
case  of  collapse  following  the  use  of  steam.  He 
should  rather  use  the  method  referred  to,  that  of 
Byrne's  dome,  and  cauterization  of  the  uterus  and 
exploration  of  the  fundus.  However,  these 
methods  should  not  be  used  before  the  meno- 
pause. Hysterectomy  is  much  better.  He  could 
not  conceive  that  it  was  a  good  principle  to  close 
up  the  uterine  cavity  by  cautery  or  steam  prior 
to  the  menopause  in  view  of  the  relation  between 
menstruation  and  ovulation,  as  we  understand  it 
at  the  present  time. 

Dr.  R.  H.  Pomeroy  did  not  feel  satisfied  that 
arteriosclerosis  explained  these  hemorrhages.  It 
seemed  to  him  more  reasonable  to  suppose  that 
the  essential  condition  is  one  affecting  the  veins, 
and  that  it  has  still  to  be  demonstrated  whether 
or  not  varicosities  both  of  the  uterine  substance 
and  the  broad  ligaments  and  the  veins  in  the 
vicinity  are  not  responsible  for  the  blood  stases 
in  these  intractable  hemorrhages.  If  we  con- 
sider the  condition  of  the  lower  extremities  in 
the  human  subject,  the  varicose  veins  with  their 
ulcerative  processes,  we  can  easily  comprehend 
a  state  of  venous  stasis  in  the  endometrium  that 
would  account  for  these  hemorrhages.  Person- 
ally he  felt  that  the  matter  is  decidedly  unsettled 
as  to  this  type  of  hemorrhage. 

In  the  matter  of  treatment  he  had  a  very  strong- 
faith  in  the  use  of  stypticin  as  one  of  the  positive 
drugs  that  has  an  effect  when  used  in  one-grain 
doses  every  two  hours. 

As  to  operative  treatment  he  had  a  feeling  in 
favor  of  vaginal  hysterectomy  in  cases  which 
cannot  tolerate  an  abdominal  operation. 

Dr.  W.  B.  Chase  said  that  even  after  all  this 
careful  study  of  diagnosis,  we  were  left  consider- 
ably in  doubt  as  to  precisely  what  the  methods  of 
Dr.  Dickinson  are  that  will  lead  us  to  a  certain 
conclusion  that  we  are  dealing  with  arterio- 
sclerosis, and  not  with  some  other  pathological 
state,  and  it  is  along  this  line  that  he  would  ask 
a  question  regarding  the  possible  efficiency  of 
medical  treatment  in  some  of  these  cases  prior  to 
attempting  more  vigorous  and  radical  measures. 

It  is  commonly  believed  in  general  arterio- 
sclerosis that  it  is  associated  with  a  pretty  gen- 
eral disease  of  the  blood  vessels,  particularly  of 
the  arteries  and  arterioles,  and  that  the  under- 


lying cause  back  of  that  is  disease  of  the  heart 
or  the  kidney  or  liver,  particularly  cardiac  and 
renal  diseases.  If  in  studying  these  cases  there  is 
evidence  of  arteriosclerosis  elsewhere,  it  would 
enable  us  to  reach  a  conclusion,  if  we  were  in 
doubt  as  to  the  cause,  that  that  was  a  prominent 
factor  in  it. 

If  it  is  true  that  the  bleeding  which  occurs  in 
arteriosclerosis  arises  from  the  fact  that  the  ves- 
sels lack  such  a  resiliency,  that  the  drugs  we  ordi- 
narily use  for  contracting  them  have  no  effect,  he 
thought  it  will  explain  the  reason  why  success 
is  not  met  with  in  the  treatment  of  these  cases. 
When  you  use  drugs  which  diminish  the  calibre 
of  the  blood  vessels  like  ergot,  stypticin  and  hy- 
drastis,  the  question  comes  up  whether  in  pure 
arterio-sclerosis  the  use  of  these  agents  in  indi- 
cated. If  in  arteriosclerosis  we  find  cardiac 
hypertrophy  and  increased  blood  pressure,  what 
would  be  the  result  of  giving  those  drugs  which 
would  produce  contraction  of  the  blood  vessels  ? 
It  would  increase  the  blood  pressure  and  would 
be  likely  to  increase  the  hemorrhage.  These  re- 
marks are  based  on  theoretical  grounds,  but  if 
the  theory  is  correct  the  doctor  raised  the  question 
whether  the  nitrites  would  not  be  more  efficient. 
Or  perhaps  in  cases  where  we  have  marked 
hypertrophy  of  the  heart,  we  should  look  back  to 
the  cause  which  produces  the  hemorrhage,  and 
possibly  diminish  blood  pressure  by  the  use  of 
nitrites  or  tincture  of  aconite.  The  doctor  fancied 
that  when  this  matter  has  been  worked  out  by 
the  pathologist  and  the  clinician,  if  surgical  inter- 
ference is  needed  in  all  cases,  we  will  take  the 
short-cut  and  do  a  hysterectomy. 

Dr.  C.  H.  Goodrich  believed  there  is  no  doubt 
but  that  a  small  proportion  of  this  class  of  cases 
may  be  allied  to  the  tertiary  stage  of  syphilis. 
It  is  true  that  the  majority  of  syphilitic  women 
suffer  from  amenorrhea  rather  than  from  profuse 
flowing,  but  in  a  certain  very  few  cases  some 
improvement  has  been  observed  under  the  use  of 
the  iodide  of  potash  and  other  anti-syphilitic  rem- 
edies. 

Dr.  R.  L.  Dickinson  had  no  hesitancy  in  ad- 
mitting that  the  explanations  do  not  explain  other 
than  in  part.  He  acknowledged  that  in  the  be- 
ginning by  saying  that  any  man  who  says  he  has 
any  explanation  that  will  cover  all  or  any  of  these 
cases  has  an  india-rubber  hypothesis.  It  must 
be  stretched  to  include  all  kinds  of  impossible 
things.  It  is  merely  that  whatever  blocking 
conditions  there  are  which  go  to  further  this 
hemorrhage,  there  is  one  very  definite  patholog- 
ical change,  and  that  is  a  change  in  the  blood 
vessels,  and  it  is  a  picturesque  and  extraordinary 
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change;  therefore,  we  have  fixed  our  attention 
on  this  name  with  all  the  sidepaths  that  lead  from 
it.  He  did  not  attempt  to  explain  the  causes,  ex- 
cept that  three  or  four  different  factors  enter 
into  the  consideration,  the  ovarian  factor,  the 
change  in  the  vasomotor  control,  the  change  in 
the  muscular  tissue  of  the  uterus  itself  plus  the 
change  in  the  vessels.  As  Findley  has  so  strongly 
emphasized,  and  as  Dr.  Pomeroy  drew  attention 
to,  there  is  no  doubt  that  obstruction  to  the  return 
circulation  has  a  large  share  in  the  causation. 
The  venous  disturbances  and  obstruction  have  a 
great  deal  to  do  with  it. 

Dr.  McNaughton,  he  said,  asked  why  a  vessel 
with  so  small  a  lumen  bled.  It  is  a  vessel  no 
longer  contracting,  but  of  a  fragility  and  rigidity 
that  prevents  it  from  closing  when  once  it  has 
opened.  He  took  it  that  that  is  a  simple  explan- 
ation that  merely  explains. 

Concerning  the  death  rate  Fuchs  in  one  of  the 
clinics  where  they  treat  every  metrorrhagia,  even 
small  fibroids,  with  steam,  had  one  death  in 
seventeen  from  the  slough.  It  was  a  rapid  form 
of  peritonitis.  He  had  once  seen  a  small  local- 
ized peritonitis  in  the  cul-de-sac.  Fuchs  brings 
together  all  the  cases  in  which  the  uterus  has 
been  examined  after  the  use  of  steam.  There 
are  perhaps  six  or  eight  altogether,  some  cases 
where  the  hemorrhage  was  not  arrested  and  one 
or  two  others  of  like  kind.  In  these  cases  it  was 
noticeable,  with  two  exceptions,  that  the  areas 
affected  were  very  uniform.  In  no  case  did  the 
slough  go  dangerously  deep.  In  the  cases  in 
which  the  arrest  of  hemorrhage  was  not  pro- 
duced by  steaming,  the  cauterization  had  not  been 
sufficient,  had  not  been  thorough  enough,  so  that 
we  have  a  considerable  number  of  cases  that  have 
been  studied  afterward.  He  might  say  that  the 
treatment  by  steam  applies  particularly  to  the 
highly  neurotic  patient  of  50,  who  began  men- 
struating at  11,  who  had  always  menorrhagia, 
who  was  always  debilitated  by  these  crises  in  ad- 
dition to  her  nervous  disturbances.  Women  eas- 
ily disturbed  are  not  fit  subjects  for  a  grave  hys- 
terectomy and  are  readily  relieved  of  their  hem- 
orrhages by  treating  with  steam.  The  operation 
of  itself  is  no  more  dangerous  than  curetting 
thoroughly  and  no  more  alarming  to  the  patient. 
In  that  patient  the  indications  are  met,  but  the 
field  is  a  very  limited  one,  and  hysterectomy  in 
most  cases,  preferably  by  vagina,  fills  the  indi- 
cations in  the  intractable  cases. 

PRESENTATION    OF    SPECIMEN:      CARCINOMA  OF 
RECTUM. 

Dr.  W.  W.  Beatty  showed  a  specimen  of  car- 


cinoma of  the  rectum  removed  that  afternoon  by 
Dr.  James  P.  Tuttle,  of  the  Polyclinic. 

The  patient,  42  years  old,  weighing  182 
pounds,  thirteen  months  ago  began  to  have  pain 
in  the  rectum  with  discharge  of  blood  at  each 
stool.  He  consulted  several  physicians  and  was 
treated  by  a  number  for  piles.  He  finally  came 
to  the  hospital  and  a  diagnosis  of  carcinoma  was 
made.  He  was  admitted  May  7th,  and  the  pre- 
liminary preparation  for  operation  consisted  in  a 
generous  diet  of  nutritious  food  and  a  half  ounce 
of  magnesium  sulphate  every  morning,  and  the 
giving  of  peroxid  enemas  10  per  cent  twice  daily. 

He  was  operated  on  May  nth.  An  incision 
was  made  on  the  left  fold  of  the  buttock  about 
3^2  inches  below  the  tip  of  the  coccyx,  a  right 
angled  incision,  the  angle  being  on  the  left  tube- 
rosity. The  sacrosciatic  ligaments  were  divided 
and  the  sacroiliac  synchondrosis  was  chiselled 
through  and  the  liberation  of  the  rectum  was 
begun,  having  previously  introduced  a  sound 
into  the  bladder  for  the  purpose  of  making  it  se- 
cure. There  was  an  abundance  of  adhesions,  and 
it  was  with  difficulty  the  rectum  was  liberated. 
The  middle  hemorrhoidal  and  the  lateral  sacral 
arteries  were  ligated.  The  rectum  was  dissected 
out  for  six  inches  and  above  the  mass  a  tape  was 
put  around  the  rectum  and  tied  very  slowly, 
though  the  rectum  was  not  divided,  but  the  peri- 
toneal cavity  was  close.  It  was  very  fortunate 
in  this  case  that  the  doctor  was  able  to  dissect  up 
the  peritoneum  without  destroying  it  until  the 
rectum  had  been  dissected  down  below  the  point 
of  involvement.  The  rectum  was  then  divided 
and  the  everted  edges  of  the  anus  were  sutured. 
A  tube  was  inserted  into  the  rectum.  Fortu- 
nately the  bladder  was  not  involved  and  was 
intact  after  the  operation.  The  wound  was 
closed  by  bringing  up  the  mesentery  and  suturing 
it  to  the  lower  surface  of  the  flap  and  closing 
with  deep  catgut  sutures  and  silkworm  gut  re- 
tention sutures.  The  cavity  was  packed  with 
iodoform  gauze  for  drainage. 


MEDICAL  SOCIETY  OF  THE  COUNTY 
OF  KINGS. 


SECTION  ON  PEDIATRICS. 


Geo.  F.  Little,  M.D.,  Chairman. 
John  R.  Stivers,  M.D.,  Editor. 

The  September  meeting  was  held  on  Wednes- 
day night,  the  27th,  at  1313  Bedford  Avenue. 
Dr.  H.  N.  Read  reported  an  epidemic  of  whoop- 
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ing-cough  that  had  occurred  at  the  Sheltering 
Arms  Nursery  during  the  summer.  In  all  there 
were  46  cases  and  all  recovered  except  two,  those 
two  dying  from  broncho-pneumonia.  Many  of 
the  cases  had  been  very  severe.  The  treatment 
was  symptomatic  and  general  rather  than  specific. 
Many  of  the  cases  received  no  medication.  All 
of  the  patients  were  kept  out  of  doors  as  much  as 
possible. 

Dr.  Jerome  Walker  reported  an  epidemic  of 
60  cases  that  occurred  at  Howard  Colored  Or- 
phan Asylum.  There  were  no  deaths.  No  speci- 
fic treatment  was  employed.  Dr.  Walker  found 
that  a  mixture  of  Jamaica  rum  and  honey  in  the 
proportion  of  four  parts  of  the  former  to  one 
of  the  latter  when  given  rather  freely  apparently 
gave  a  good  deal  of  relief  from  the  severe  parox- 
ysms. Dr.  Benj.  Edson  endorsed  the  rum  and 
honey  mixture  and  also  believed  that  good  results 
were  obtained  from  the  use  of  small  doses  of 
antipyrine.  The  doctor  had  long  used  the  fol- 
lowing formula  for  inhalation :  R  Creosote  3  iii, 

oil  eucalyptol  3  ,  chloroform  3  i,  oil  terebinth 
q.  s.  to  make  3  iii.  Of  this,  15  drops  are  placed 
on  a  hot  sponge  and  inhaled.  Dr.  Wm.  Hut- 
chinson spoke  of  the  good  effects  of  the  vapo- 
cresoline  lamp.  It  was  an  outcome  of  the  old 
gas-house  treatment.  The  vapo-cresoline  is  a 
mixture  of  three  cresols  obtained  by  distillation. 

Dr.  C.  H.  Goodrich  said  he  had  obtained  good 
results  from  the  use  of  fluoroformal,  also  from 
calcium  sulphide. 

Dr.  E.  H.  Bartley  recommended  tincture  of 
belladonna  given  in  doses  sufficient  to  obtain  the 
physiological  effect.  Two  doses  are  given  in 
twenty-four  hours.  Amyl  nitrite  will  sometimes 
give  good  results.  Dr.  Bartley  had  used  it  in  a 
child  two  weeks  old. 

The  following  case  was  reported  by  Dr.  Geo. 
F.  Little: 

A  CASE  OF  ACUTE  MEMBRANOUS  ILE0-C0LITIS. 

C.  W.,  set  3  years,  had  been  in  good  health  un- 
til August  29th,  when,  according  to  history,  there 
were  indefinite  pains  and  apparently  some  rise  of 
temperature.  The  following  forenoon  there  were 
some  four  movements,  which,  by  the  mother's 
description,  apparently  consisted  of  mucus  and 
blood.  Pairi  in  the  abdomen  was  more  marked 
on  the  second  day.    The  child  vomited  once. 

I  saw  the  case  on  August  31 ;  there  was  a 
rectal  temperature  of  98.4,  a  pulse  of  140,  respi- 
ration 28.  There  was  considerable  abdominal 
pain  which  was  not  constant.  There  had  been  no 
further  action  of  the  bowels  for  twenty-four 


hours.  Examination  gave  negative  results  as  re- 
gards the  abdomen  and  rectum.  The  chest  was 
clear.    Calomel  1-10  gr.  was  ordered  every  hour 

for  six  doses,  followed  by  3  of  castor  oil.  This 
was  non-effective ;  a  high  ss.  enema  met  with 
no  result.  The  pains  during  the  night  assumed  a 
distinctly  "colicky"  character.  While  the  nature 
of  the  stools  and  the  paroxysmal  pains  would 
suggest  a  dysentery,  yet  the  same  symptoms 
would  point  to  an  intestinal  obstruction  (intus- 
susception) especially  when  considered  with  the 
absence  of  fever  and  the  failure  of  the  bowels 
to  act.  I  therefore  watched  the  abdomen  and 
rectum  very  closely  for  a  tumor.  Citrate  of  mag- 
nesia in  divided  doses,  §  —  every  half  hour,  was 
administered  the  following  forenoon  and  a  move- 
ment secured,  followed  by  several  others.  The 
character  of  this  first  movement  established  the 
diagnosis.  There  was  much  mucus  and  very 
many  pieces  of  membrane  in  a  fluid  stool,  with 
enough  fecal  matter  to  color. 

Such  movements,  lacking  the  fecal  matter, 
continued,  three  to  five  a  day  for  a  week.  Dur- 
ing this  time  the  rectal  temperature  did  not  show 
above  ioo°  F.,  the  pulse  remained  between  128 
and  138;  there  was  no  marked  prostration; 
tenesmus  was  slight ;  there  were  no  cerebral 
symptoms. 

The  amount  of  pseudo-membrane  excreted  in 
the  stools  was  very  large,  especially  following 
irrigation,  which  was  done  twice  in  the  twenty- 
four  hours.  The  membrane  was  not  thrown  off 
in  shreds  or  flakes  alone,  but  mainly  in  pieces  of 
considerable  size,  the  largest  noted  being  i^4x 
Y\  inches. 

Gradual  improvement  in  the  character  of  the 
stools  was  noted  from  the  tenth  day  of  the  dis- 
ease, and  constipation  shortly  succeeded  the  di- 
arrhea. The  child  left  my  care,  well  advanced  in 
convalescence,  three  weeks  after  the  initial  symp- 
toms. 

As  regards  etiology,  this  case  appeared  in 
one  of  the  most  healthful  of  our  summer  resorts, 
with  ideal  surroundings,  and  after  residence  of 
some  weeks,  no  other  dysenteric  cases  reported. 

As  for  treatment  the  patient  was  at  once 
placed  upon  concentrated  liquid  nourishment, 
the  colon  was  irrigated  twice  a  day  with  normal 
saline  solution,  one  quart  being  injected.  The 
hydrated  oxide,  or  milk  of  bismuth,  was  given 
in  drachm  doses  every  two  hours.  In  the  stage 
of  improvement,  as  shown  by  the  stools,  a  mild 

astringent — ext.  hamamelis  fl.  §  -8--  in  Aquae 
O  H   was  employed  for  irrigation.     Salol  gr.-jj- 
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every  four  hours  replaced  the  bismuth.  Olive 
oil  3  |j-  disguised  by  orange  juice  was  ordered 
twice  a  day  during  convalescence. 

In  the  intestinal  diseases  of  infancy  and  child- 
hood there  is  certainly  no  form  more  grave  than 
that  of  an  acute  ileo-colitis  of  the  membranous 
type.  This  case  which  I  have  the  pleasure  of 
bringing  to  your  attention  is  unusually  interest- 
ing for  two  reasons.  First,  that  in  a  local  process 
of  such  intensity  constitutional  symptoms  prac- 
tically must  be  of  marked  severity.  This  case, 
by  exception,  perhaps,  proves  the  rule.  Second, 
that  the  quantity  of  pseudo-membrane  expelled, 
marked  especially  by  the  size  of  the  individual 
fragments,  is  uncommon  among  children. 

In  closing,  it  may  not  be  amiss  to  say  that  I 
fully  believe  where  the  initial  symptoms  in  any 
case  show  only  "colicky"  pains  and  stools  of 
mucus  and  blood,  that  we  should  be  as  much 
on  guard  for  intestinal  obstruction  as  for  dys- 
entery. 


PROGRESS  IN  OTOLOGY. 


J.  E.  SHEPPARD,  M.D.,  AND  S.  H.  LUTZ,  M.D. 
DISEASES  OF  THE  MIDDLE  EAR  IN  MEASLES. 

Nadoleczny  (Jahrbuch  der  Kinderheilkunde, 
Bd.  60.  Observations  cover  100  children,  seen 
during  an  epidemic  of  measles  in  Munich 
in  1903.  The  writer  has  drawn  his  de- 
ductions with  the  greatest  reserve  so  that  his  sta- 
tistical work  has  more  than  ordinary  value.  He 
says  that  they  relate,  of  course,  only  to  the  one 
epidemic ;  he  compares  his  statistics  with  those 
of  others.  The  children  examined  by  him — 52 
boys  and  48  girls — were  between  6  months  and 
10  years  old  (one  boy  four  months  old).  He 
found  in  13.1  per  cent,  of  the  measles  cases 
purulent  middle-ear  inflammation  and  in  46.4 
per  cent,  non-suppurative  inflammation,  i.  e.,  in 
59.5  per  cent,  of  the  total  cases  of  measles 
there  was  acute  inflammatory  ear  disease,  while 
"in  some  of  the  remaining  40.5  per  cent  there 
were  evidences  of  moderate  subacute  inflamma- 
tion." He  sums  up  as  follows  :  1.  Acute  middle-ear 
catarrh,  and  acute  exudative  or  perforative,  i.  e., 
suppurative,  middle-ear  inflammations  are  the 
most  frequent  complications  of  measles.  2.  They 
originate  principally  in  the  first  two  weeks  after 
the  eruption,  sometimes  already  in  the  prodromal 
stage,  less  often,  first  at  the  period  of  desquama- 
tion. 3.  It  is,  therefore,  wrong  to  count  middle- 
ear  diseases  among  the  sequelae  of  measles ;  they 


are  rather  mostly  primary,  less  often  secondary. 
4.  Their  development  is  favored,  or  perhaps  even 
caused,  by  diseases  of  the  upper  air  passages  and 
the  lungs,  wherefore,  as  in  other  infectious  dis- 
eases, so  here  must  the  acute  coryza  be  treated 
carefully  but  cautiously  (without  washing  out 
the  nose).  5.  The  inflammatory  processes  set 
in  as  a  rule  with  evident  subjective  symp- 
toms, and  the  objective  appearances  of  otitis 
media  acuta  may  be  seen.  6.  They  are 
in  general  benign,  and  tend  to  spontaneous 
recovery ;  at  the  same  time  serious  affec- 
tions with  mastoid  caries  and  other  complica- 
tions, even  deaf-mutism,  following  extension  to 
inner  ear,  are  not  impossible.  7.  By  early  pro- 
phylaxis one  may  often  succeed  in  preventing 
the  development  of  exudate  in  the  tympanic 
cavity.  8.  A  timely  and  appropriate  therapy 
brings  about  in  most  cases  a  resorption  of  the 
exudate.  If,  however,  a  perforation  of  the  mem- 
brane has  occurred,  still  complete  healing  of  the 
otitis  media  suppurativa  almost  always  results 
on  an  average  in  three  weeks.  9.  Recurrence  of 
the  middle-ear  suppuration  in  measles  is  rare. 
10.  Untreated  or  neglected  cases  on  the  contrary 
fail  to  heal,  as  is  shown  by  the  statistics  of 
chronic  middle-ear  suppuration,  or  else  they  leave 
behind  considerable  destruction  in  the  middle  ear 
and  corresponding  deafness. 

MIDDLE-EAR  COMPLICATIONS  OF  THE  ACUTE  EX- 
ANTHEMATA. 

Weiss  (Wien.  Med  Wochensch.)  recom- 
mends, and  Sugar  has  followed  the  recommenda- 
tion with  success,  pledgets  soaked  with  ]/2  per 
cent,  solution  of  silver  nitrate  and  placed  in  the 
anterior  nares,  whence  by  pressure  on  the  nasal 
alae  it  flows  backward.  Weiss  has  seen  the  fre- 
quency of  otitis  in  measles  reduced  from  27.7 
per  cent,  to  6.6  per  cent.,  and  Sugar  down  to 
7  per  cent. 

In  mumps  there  seems  a  benign  form  of  in- 
volvement of  the  labyrinth  which  recovers  after 
a  short  time ;  another  form  in  which  deafness 
is  complete  and  permanent. 

According  to  Launois  in  a  communication  to 
the  French  Otol.  Soc.  in  chicken  pox,  outside  of 
the  location  of  the  exanthem  in  the  external  au- 
ditory canal  and  upon  the  auricle,  suppurative 
middle-ear  inflammation  sometimes  occurs.  Irv- 
ing Townsend  reports  a  case  of  gonorrheal  mid- 
dle-ear suppuration,  numerous  gonococci  being 
found  in  the  middle-ear  secretion. 

At  the  front  of  the  infectious  diseases  marches, 
naturally,  according  to  the  newer  publications. 
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scarlatina,  both  as  regards  its  intensity  and  the 
extent  of  the  destruction  caused  by  the  disease 
virus.  Scheibe  reports  to  the  German  Otol.  Soc. 
a  case  of  rapid  destruction  from  acute  scarlatinal 
otitis ;  death  in  the  fifth  week  of  the  disease,  and 
in  the  right  ear,  which  had  been  involved  three 
weeks,  the  membrana  tympani  and  tympanic 
muscles  destroyed,  and  the  ossicles  necrotic,  with 
a  normal  labyrinth  but  complete  deafness.  Be- 
zold  noted  the  prognostic  importance  of  fcetor 
of  the  secretion  in  the  beginning  of  the  disease. 
Herzfeld  {Berlin.  Klin.  Woch.)  reports  double 
labyrinth  necrosis  with  double  facial  and  acusti- 
cus  paralysis  from  scarlatina.  On  the  fourth 
day  of  the  disease  bilateral  deafness  and  facial 
paralysis.  Herrman  {Munch.  Med.  Woch.) 
presents  two  types  of  scarlatinal  ear  complica- 
tions ;  one  tending  through  a  primary  bacterial 
process  in  the  bone  to  a  rapid  necrosis  of  large 
portions  of  the  temporal  bone,  and  the  other  an 
otitis  leading  to  a  suppurative  process  in  the 
antrum,  which  latter  often  runs  a  benign  course. 

Gaessler  {Zeits.  f.  Ohrenh.)  has  examined  a 
series  of  cases  which  lead  him  to  believe  that  in 
at  least  many  of  the  cases  the  ear  trouble,  instead 
of  being  an  extension  from  the  naso-pharynx, 
is  an  essential  part  of  the  general  infection.  La- 
dour,  in  a  communication  to  the  Paris  Oto- 
Laryngological  Soc.  reports  examining  reglarly 
for  ear  complications  every  scarlatina  case  in  a 
large  children's  hospital  and  found  only  11  cases 
of  severe  suppurative  otitis,  and  of  these  only  two 
with  the  characteristic  extension  and  rapid  de- 
struction. The  severe  cases  appeared  simul- 
taneously with  the  eruptive  fever. 

Treitel  {Monatsch.  f.  Ohrenh.)  publishes  a 
case  of  uraemia  with  deafness  as  of  interest  in 
the  pathology  of  scarlatinal  ear  affections ;  bilat- 
eral already-healed  middle-ear  inflammation  after 
scarlatina ;  sudden  deafness,  synchronous  with 
the  occurrence  of  convulsions ;  simultaneous 
blindness.  The  explanation  of  the  deafness  as  of 
uraemic  origin  is  very  plausible.  Hearing  re- 
turned after  five  days.  (Would  not  a  labrynth- 
ine  effusion  be  an  equally  good,  or  better,  ex- 
planation? Rev.) 

Eitelberg  reports  a  remarkable  case  of  spon- 
taneous return  of  hearing  after  1^4  years  of 
post-scarlatinal  complete  deafness.  Gerber 
{Arch.  f.  Ohrenh.)  again  points  out  how  scarla- 
tina is  by  far  the  most  frequent  cause  of  labyrinth 
necrosis  (55  per  cent.).  The  same  statistics  show 
measles  as  the  cause  in  11  per  cent. 

H.  Jarecky  has  an  article  in  the  N.  Y.  Medical 
Record  for  February  25,  1905,  on  "Ear  Complica- 


tions of  Scarlet  Fever  and  their  Treatment."  In 
considering  the  etiology  of  these  complications 
Jarecky  concludes  that  they  are  due  to  one  of  the 
following  causes:  1.  Toxines  of  the  disease;  2. 
Extension  from  the  throat ;  or,  3.  General  weak- 
ness. He  directs  attention  to  the  necessity  for 
removing  hypertrophied  tonsils,  adenoids  and 
nasal  obstructions  in  children  so  that  when  sub- 
jected to  the  strain  of  scarlet  fever  they  may 
avoid  the  principal  method  of  infection.  Re- 
peated examinations  of  the  ears  should  be  made 
on  account  of  the  uncertainty  of  the  symptoms. 
For  the  swelling  and  itching  of  the  external  ear 
and  canal  a  mild  dusting-powder  should  be  used. 
In  middle-ear  disease  the  pain  is  best  treated  with 
hot  water  irrigations  of  the  canal,  and  the  hot- 
water  bag  to  the  ear.  The  local  abstraction  of 
blood  may  control  the  trouble.  The  nose  and 
throat,  and  especially  the  Eustachian  tube-mouths 
should  be  kept  bare  of  mucus  to  allow  drainage. 
A  10  per  cent,  to  12  per  cent,  solution  of  carbolic 
acid  in  glycerine  applied  directly  to  the  mem- 
brana tympani  frequently  gives  satisfactory  re- 
sults. Owing  to  the  rapidity  with  which  destruc- 
tion of  aural  tissue  and  extension  of  infection 
take  place  a  paracentesis  should  be  performed  as 
soon  as  the  tympanic  cavity  shows  signs  of  ex- 
udation, and  the  tympanic  membrane  of  bulging. 
There  must  be  sufficient  drainage,  and  frequent 
irrigation  with  1 15000  bichloride  solution  must 
be  carried  out.  Toward  the  end  of  the  acute 
stage  inflation  by  means  of  the  Politzer  bag  or  the 
Eustachian  catheter  helps  to  get  rid  of  pus  and 
to  prevent  adhesions.  Other  complications 
should  receive  appropriate  treatment.  If  the 
mastoid  is  involved  Jarecky  applies  an  ice-bag  or 
Leiter's  coil  for  twenty-four  hours,  with  rest  in 
bed,  light  diet,  cathartics,  and  frequent  hot  irri- 
gation of  the  canal.  There  must  be  a  free  open- 
ing in  the  tympanic  membrane.  If  the  symptoms 
continue,  he  urges  operation.  Opiates,  leeching 
or  iodine  applications  over  the  mastoid  are  con- 
traindicated,  as  they  interfere  with  a  proper  ex- 
amination for  tenderness. 

"involvement  of  the  ear  in  the  acute  in- 
fectious DISEASES." 

Under  this  heading  Dr.  Franz  Kobrak,  in  Bres- 
lau,  reviews  some  recent,  mostly  German,  litera- 
ture on  the  subject.  He  says:  The  study  of  the 
ear  in  these  diseases  is  difficult  because  general 
clinicians  and  specialists  do  not  work  completely 
together.  The  aurist  enters  the  case  so  late  that 
observation,  especially  of  the  initial  stages,  must 
remain  incomplete.     Exact  clinical  observation 
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of    the    local    process    from    the  very  begin- 
ning, already  at  a  time  when  only  the  general 
disease  is  manifest,  and  signs  of  the  local  pro- 
cess are  not  yet  evident,  will  teach  us  to  prop- 
erly   understand    the    anatomical  appearances 
which   we  possess   of  these  processes   in  in- 
creasing completeness."     Of   the   clinical  and 
pathologico-anatomical  behavior  of  the  ear  in 
genuine   diphtheria,   Lewin  {Arch.  f.  Ohrenh., 
Bd.  52  &  53)  found  that  the  middle-ear  proces- 
ses occurring  in  naso-pharyngeal  diphtheria  very 
rarely  show  a  tendency  to  grow  worse  or  extend ; 
but  on  the  other  hand  recover  very  slowly  and 
late.    The  rare  cases  of  pathologically  pure  mid- 
dle-ear diphtheria  with  genuine  naso-pharyngeal 
diphtheria  run  a  severe  course.    The  external 
canal  also  takes  part  not  so  very  rarely  in  the 
specific  disease  even  with  intact  membrana  tym- 
pani.     The  frequency  of  ear  complications  in 
diphtheria  is  disputed  by  many  authors.  Span- 
genburg  agrees  with  Lewin  that  the  ear  is  dis- 
eased oftener  than  is  generally  believed.  Among 
1,000  diphtheria  cases  Spangenburg  met  with  a 
pathological  condition  of  the  ear  in  24.3  per  cent. 
Curious  cases  are  recorded  where,  with  only 
the  slightest  evidences  of  inflammation,  bacteri- 
ological investigation  proved  the  specific  nature 
of  the  ear  suppuration.    An  important  comple- 
tion of  the  clinical  data  is  presented  by  Lewin  in 
his  pathologico-anatomical  findings.  Microscop- 
ically the  case  presents  as  a  benign  mucous  or 
serous  middle-ear  inflammation,  or  in  more  se- 
vere cases,  which  perhaps  come  to  autopsy,  as  a 
violent   purulent   inflammation.  Histologically 
Lewin  holds  the  following  changes  as  character- 
istic ;  the  blood  vessels  of  the  internal  auditory 
canal  show  a  complete  stasis,  so  that  in  some 
cases  the  rami  of  the  cochlea  and  vestibule  are 
traversed  by  a  zone  of  blood-filled  vessels.  Along 
with  the  thrombosis  are  seen  hemorrhages,  larger 
in  the  periosteum  of  the  meatus  and  epineurium, 
smaller  within  the  nerve  stem,  between  and  in 
the  bundles.    The   nerve   substance   shows  in 
some  cases  great  degeneration.    Even  more  fre- 
quently than  the  hearing  nerve  were  the  nerve 
cells  of  Scarpa's  ganglion  and  the  spiral  ganglion 
changed.     According  to   Lewin   the  acusticus 
nerve  showed  itself  as  the  most  frequently  and 
most  severely  affected  part  of  the  organ  of  hear- 
ing.   Etiologically  Lewin  is  of  the  opinion  that 
the  diphtheria  otitides  are  to  be  considered  in  the 
great  majority  of  cases  as  due  to  the  local  ema- 
nation of  the  diphtheria  poison  circulating  in 
the  blood,  and  not  to  a  direct  extension  through 
the  tube  of  the  naso-pharyngeal  process. 


NEURITIS  ACUSTICA  FROM  INFLUENZA. 

Alt  (Austrian  Otol.  Soc.)  describes  a  neu- 
ritis acustica  from  influenza.  In  the  second  day 
of  the  disease  facial  paralysis  occurred,  and  on 
the  third  day  tinnitus,  severe  dizziness  and  deaf- 
ness on  the  side  of  the  facial  paralysis.  Eye- 
grounds  normal.  The  hearing  was  that  of  a 
labyrinth  affection,  high  notes  being  better  heard 
than  low.  (This  statement  must  be  a  type- 
setter's error  overlooked  by  the  proofreader. — 
J.  E.  S.)  Sugar  {Arch.  f.  Ohrenh.,  Bd.  49),  de- 
scribes for  the  cerebral  form  of  influenza  a  spe- 
cial ear  complication,  viz.,  suddenly  occurring 
deafness,  great  dizziness,  and  pain  in  the  tem- 
poral region.  He  accepts  either  hemorrhage 
into  the  fourth  ventricle,  in  the  sense  of  a  polio- 
encephalitis hemorrhagica  superior  acuta,  or 
rather,  and  to  this  view  he  inclines,  a  hemor- 
rhage into  the  labyrinth,  especially  in  the  prepon- 
derating, one-sided,  ear  affections.  Influenza 
otitis  has  shown  various  manifestations ;  Knapp 
reports  a  stubborn,  repeatedly  recurring  arid  very 
profuse  suppuration  ;  Scheibe,  a  bulb  thrombosis, 
showing  that  the  influenza  bacillus  is  dangerous, 
being  prone  to  cause  necrosis  and  to  attack  blood 
vessels.  Goldstein  describes  a  special  symptom — • 
complex,  intense,  deep-seated  pain  in  the  ear, 
radiating  to  the  temporal  region,  rapid  swelling 
of  the  mastoid  region,  profuse  serous  secretion 
from  the  tympanic  cavity,  along  with  dizziness 
and  persisting  hemicrania. 

GENERAL    PRACTITIONER    AND  SPECIALIST. 

Concerning  the  importance  of  the  working  to- 
gether of  the  general  physician  and  the  specialist 
it  is  clearly  shown  by  the  investigations  of  Henry 
Fruitnight  {Med.  News),  concerning  "the  otitis 
of  the  exanthemata  from  the  standpoint  of  the 
pediatrist  and  the  practicing  physician."  Among 
5,000  cases  of  acute  exanthemata  Fruitnight  saw 
otitis  media  the  most  frequent  (in  one-third  of 
the  cases)  of  the  fatal  complications.  The  fre- 
quency of  the  complication  bears  no  direct  pro- 
portion to  the  severity  of  the  infection.  He  has 
often  made  milder  the  complication  and  thereby 
retained  the  hearing  by  treating  the  disease  im- 
mediately upon  its  first  appearance. 

EARACHE. 

Francis  P.  Emerson  {Boston  Med.  &  Surg. 
Journ.)  on  "Earache,  or  Cases  of  Early  Involve- 
ment of  the  Middle  Ear,  Usually  Neglected,"  re- 
ports four  cases  of  ear  trouble  due  to  small 
amounts  of  adenoids  in  children  who  did  not 
show  the  typical  adenoid  fades,  and  in  whom 
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mouth-breathing  was  not  a  prominent  factor. 
Removal  of  the  adenoids  improved  the  general 
condition  and  stopped  the  earaches.  He  thinks 
that  a  child  whose  upper  respiratory  tract  is  nor- 
mal rarely  suffers  from  bronchitis  or  head-colds. 
(The  experience  of  most  aurists  would  certainly 
amply  confirm  this  observation. — J.  E.  S.) 

T.  J.  Entbrick  {Med.  Jour.)  reports  a  case  of  a 
child  aged  13  months  with  acute  nasopharyn- 
gitis ;  a  catarrhal  otitis  media  occurred,  and  as  a 
result  of  this  an  enteritis  which  improved  im- 
mediately after  paracentesis.  Again,  later,  in- 
testinal disturbances  improved  each  time  that  the 
ears  were  treated. 

OTITIS  OF  NURSLINGS. 

Haike  (Berlin)  contributes  an  article  to  the 
76th  Congress  of  German  Naturalists  and  Phy- 
sicians on  the  Pathology  of  the  Otitis  of  Nurs- 
lings. He  showed  a  specimen  from  a  two-weeks' 
old  nursling,  dead  of  sepsis,  with  a  fibrinous 
bile-colored  exudate  which  filled  the  middle-ear 
cavity.  He  also  showed  specimens  of  three  cases 
of  tuberculosis  of  the  ear  in  nurslings  (8  weeks, 
3  months,  and  8  months).  The  infecting  ma- 
terial came  from  the  saliva  of  tubercular  mothers 
(kissing,  moistening  of  nipple,  etc.). 

TUBERCULOSIS  OF  THE  MASTOID  PROCESS  IN 
CHILDREN. 

Henrici  (Zeits.  f.  Ohrenh,  Bd.  48)  says  among 
other  things :  "Since  tubercular  mastoiditis  in 
children  runs  its  course  almost  entirely  under 
the  picture  of  an  ordinary  acute  mastoiditis,  and 
since  also  the  operative  findings  are  not  always 
clear,  it  is  probable  that  many  cases  of  tubercular 
mastoiditis  are  not  recognized  as  such,  all  the 
more  because  the  course  and  healing  do  not  dif- 
fer much  from  a  simple  purulent  mastoiditis. 
Facial  paralysis,  which  speaks  for  a  far  advanced 
process,  is  rare."  "Mastoid  process  tubercu- 
losis in  children — it  makes  up  one-fifth  of  all  the 
children's  mastoid  abscesses — is  mostly  a  purely 
local  disease,  and  the  therapy,  mostly  through 
simple  chiseling,  easily  accomplished ;  sure  diag- 
nosis is  as  a  rule  possible  through  microscopic 
examination."  "Tuberculosis  of  the  third  tonsil 
has  no  special  significance  for  the  origin  of  chil- 
dren's mastoid  tuberculosis." 

"THE  RELATION  OF  MIDDLE-EAR  SUPPURATION  TO 
EPIDEMIC  AND  TUBERCULAR  MENINGITIS." 

Alt  (Austrian  Otol.  Soc).  To  the  aurist  dif- 
ficulty at  times  develops  if  he  has  to  determine  at 
the  bedside  as  to  a  meningitis  or  some  intra- 
cranial disease,  whether  or  not  it  is  the  result  of 


a  coexisting  otitis.  When  we  speak  of  otitic 
meningitis  we  always  think  of  a  diffuse  puru- 
lent meningitis.  It  is,  however,  certain  that  the 
epidemic  cerebrospinal  meningitis,  as  well  as 
the  tubercular  form,  may  have  an  otitic  origin. 
In  tubercular  individuals  chronic  suppurative 
middle  ears  are  frequent.  The  meningeal  infection 
arises  not  from  the  ear,  but  by  way  of  the  blood 
or  lymph  channels,  from  the  lungs  or  some  other 
tubercular  focus.  In  such  a  case  the  otitis 
has  only  the  significance  of  a  chance  complica- 
tion. It  is  further  a  known  fact  that  in  epidemic 
cerebrospinal  meningitis  very  frequently  sup- 
purative inflammations  occur  in  the  labyrinth 
with  resultant  deafness,  and  that  these  inflam- 
mations occasionally  extend  to  the  middle  ear. 
The  origin  of  the  suppurative  labyrinth  inflamma- 
tion is  due  to  extension  along  the  perineurium 
of  the  auditory  nerve ;  more  frequently,  how- 
ever, to  the  entrance  of  the  purulent  meningeal 
exudate  through  the  aqueductus  cochleae  (Polit- 
zer).  Contradictory  communications  are  pre- 
sented by  Schwabach,  Brieger,  Gradenigo,  Hel- 
ler, and  Haberman.  Severe  hemorrhagic  otitis 
may  result  further  in  a  patient  suffering  from 
tubercular  epidemic  meningitis,  through  an  in- 
fection of  the  tympanic  cavity  from  inspissated 
secretion  that  collects  in  the  naso-pharynx  of 
such  an  unconscious  patient  and  yet  have  noth- 
ing to  do  with  the  primary  disease  carriers. 

"CONCERNING  THE  ETIOLOGY  AND  PATHOLOGY  OF 
EPIDEMIC    CEREBRO-S  PINAL  MENINGITIS. 

Albrecht  and  Ghon  (from  Weichselbaum's 
Institute  in  Vienna)  come  to  the  conclusion  that 
the  nasal  and  nasal- accessory  cavities  form  the 
point  of  entrance  of  the  germ  of  cerebrospinal 
meningitis.  Oftenest  they  found  on  section 
inflammatory  changes  in  the  nose,  naso-pharynx 
and  bronchi,  and  very  frequently  could  be  dem- 
onstrated in  the  corresponding  secretion  gram- 
negative  gonococcus-like  forms  as  diplococci  and 
tetrads,  oftenest  in  the  acute  cases.  Works  are 
then  mentioned  in  which  the  ear  is  considered  as 
the  entrance  point  of  infection.  Hitherto  insuf- 
ficient consideration  has  been  given  to  the  ear 
as  the  point  of  entrance  or  intermediary  of  the 
infection  of  epidemic  cerebrospinal  meningitis. 
So  long  as  severe  meningitic  evidences  exist,  the 
patients  are  unable  to  call  the  physician's  atten- 
tion to  the  ear.  The  aurist  is  first  consulted 
when  a  profuse  otorrhoea  has  occurred,  or  when, 
after  recovery,  the  patients  complain  of  ear 
trouble.  The  result  is  that  the  otitis  is  either 
entirely  overlooked,  or  is  considered  to  have  orig- 
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inated  during  the  course  of  the  meningitis.  At 
the  autopsy  there  has  seemed  no  cause  to  investi- 
gate the  ear  findings,  the  attention  not  having 
been  called  to  an  affection  of  the  ear,  while  now 
it  is  no  longer  neglected  to  inspect  the  naso- 
pharynx, and  the  characteristic  germ  may  al- 
most always  be  demonstrated  in  the  secretion. 

An  otitic  tubercular  infection  of  the  meninges 
may,  according  to  Korner,  arise  in  three  ways : 
by  contact  infection,  by  way  of  the  lymphatics, 
and  by  means  of  embolism,  when  the  wall  of  the 
carotid  in  the  temporal  bone  is  the  seat  of  tuber- 
culosis, as  described  by  Haberman.  A  special 
interest  attaches  to  those  cases  in  which,  as  the 
result  of  an  acute  middle-ear  inflammation  with 
temporary,  or  absent,  lung  changes,  a  tubercular 
meningitis  develops.  What  is  characteristic  of 
the  disease  process  consists  in  the  fact  that  the 
otitis  set  in  under  the  picture  of  a  fresh  intense 
inflammation,  in  fact,  bacteriologically  streptococ- 
cus can  mostly  be  found,  and  there  follows  it  a 
tubercular  meningeal  inflammation.  The  hyper- 
asmia  of  an  acute  middle-ear  inflammation  from 
varied  bacterial  causes  can  in  patients  with  latent 
tuberculosis  perhap's  lead  to  a  tubercular  infec- 
tion of  the  meninges. 

"a  new  symptom  of  basilar  meningitis." 

G.  W.  Squires  (N.  Y.  Med.  Record).  The 
symptom  is  constant  and  consists  of  a  rhythmic 
dilatation  and  contraction  of  the  pupils.  It  is 
produced  as  follows :  The  child's  head  is  taken 
between  the  physician's  knees,  face  upward,  the 
body  held  by  an  attendant.  Then  take  head  in 
hands  and  make  gradually-increasing  strong 
extension  on  the  back  of  the  neck.  The  pupils 
during  this  gradually  dilate,  more  as  extension 
is  greater.  When  the  head  is  bent  forward  on 
the  chest  forcibly,  the  pupils  contract  greatly,  and 
this  phenomenon  repeats  itself  each  time.  The 
same  is  to  be  referred  to  mechanical  or  hydro- 
static influence  by  increase  of  pressure  on  the 
nerve  centers. 

IRREGULARITIES  OF  THE  LATERAL  SINUS.   .  . 

G.  Mariotti  in  La  Clinica  Chirurgica,  as 
quoted  by  Gradenigo,  sums  up  his  work  as 
follows :  In  75  skulls  examined,  the  lateral 
sinus  was  larger  on  right  side  in  37  cases, 
larger  on  the  left  side  in  20  cases,  and 
equal  in  18  cases.  In  78  of  146  temporal  bones 
the  lateral  sinus  was  in  the  middle  third  of  the 
mastoid,  in  52  in  the  anterior  third,  and  in  35  in 
posterior  third.  The  pars  sigmoidea  is  nearly  al- 
ways more  anterior  and  nearer  the  surface  on 


the  right  side  than  on  the  left,  particularly  in 
small  mastoids. 

THE  IMPORTANCE  OF  LUMBAR-PUNCTURE  IN 
OTOLOGY. 

Griinert  in  the  Miinchener  Medizinische  Wo- 
chenschrift,  lumbar-puncture  has  been  used  sys- 
tematically in  suspected  meningitis  cases  in  his 
clinic  at  Halle  since  1896  in  200  cases.  It  is  use- 
ful in  showing  when  the  spinal  fluid  is  clear  that 
there  is  no  meningitis,  and  no  time  is  lost  in  mi- 
croscopic or  pathological  laboratory  research. 
The  mastoid  operation  follows  at  once.  He  does 
not  think  there  is  any  value  at  all  in  lumbar-punc- 
ture as  a  therapeutic  measure.  It  is  used  only 
as  a  diagnostic  measure,  and  if  the  fluid  is  at  all 
turbid,  nothing  more  is  done  because  he  argues 
that  a  meningitis  in  progress  cannot  be  helped. 
Out  of  200  cases  of  lumbar-puncture  he  lost  two 
from  puncture  one  from,  he  thinks,  the  anesthesia 
(which  is  not  given  since  then  at  Halle  until 
after  dumbar-puncture) ,  and  one  from  the  with- 
drawal of  too  much  spinal  fluid. 

SUPPURATIONS  IN  THE  TEMPORAL  BONE  AND  THEIR 
PRACTICAL  RELATION  TO  LIFE  INSURANCE. 

At  the  Portland,  Oregon,  meeting  of  Life  In- 
surance Examining  Surgeons,  July  10,  1905,  Dr. 
John  F.  Barnhill,  of  Indianapolis,  read  a  paper 
with  the  above  title.  Among  other  things  he  ad- 
vised very  close  questioning  of  the  patient  and  a 
very  thorough  painstaking  and  accurate  exami- 
nation of  the  middle  ear  and  its  accessory  cavi- 
ties. He  concluded  with  the  following  remark : 
"In  the  present  highly  developed  state  of  the 
ologic  science  there  are  but  few  discharging  ears 
that  cannot  be  cured,  and  the  patient  therefore 
can  be  made  a  perfectly  safe  risk  in  so  far  as  the 
ears  are  concerned." 

DEFECTIVE  HEARING  IN  SCHOOL  CHILDREN. 

Compaired,  Siglio  Medico.  Madrid,  says  in 
his  own  experience  out  of  1.366  cases  of 
deafness  between  10  and  16,  16.55  Per  cent, 
were  due  to  affections  of  outer  ear,  which 
were-  easily  cured  by  simple  measures.  In 
18.89  Per  cent,  deafness  was  due  to  obstructions 
which  were  readily  removed.  In  33.79  per  cent, 
infectious  disease  caused  the  deafness,  and  this 
proportion  could  have  been  greatly  lessened  if  the 
ear  troubles  had  been  properly  treated.  Adenoids 
were  present  in  nearly  all  of  these  cases  of  deaf- 
ness following  infectious  disease.  He  declares 
that  fully  20  per  cent,  of  school  children  suffer 
from  ear  affection.  He  advises  frequent  and 
early  attention  to  the  ears  in  all  children. 
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SYMPTOMS  OF  CEREBELLAR  TUMOR. 

In  the  Bristol  Medico-Chirurgical  Journal  for 
June,  Clarke  lays  emphasis  on  two  symptoms 
which  are  often  overlooked  as  symptoms  of  cere- 
bellar tumor.  These  are  deafness  and  tremor. 
Deafness  and  very  often  tinnitus  precede  by  many 
months  a  tumor  on  the  same  side  of  the  cerebel- 
lum as  the  deafness. 

ARTIFICIAL  HYPEREMIA  IN  TREATMENT  OF  OTITIS. 

In  the  Berliner  Klinische  Wochenschrift  in  a 
July  number  there  is  an  account  of  19  cases  of 
acute  otitis  media  treated  by  a  rubber  band 
around  the  neck  in  order  to  increase  the  hyper- 
emia in  the  head.  This  band  was  left  on  22 
hours.  The  result  was  not  very  brilliant  as  8 
cases  had  to  be  operated  for  mastoiditis  later  on. 
One  case  of  mastoiditis  was  cured  by  this  method. 

TREATMENT  OF  CHRONIC  SUPPURATIVE  OTITIS 
MEDIA. 

In  American  Medicine  for  August  19,  Hui- 
zinga  advised  the  use  of  compressed  air  at  30 
pounds  pressure  to  dilate  and  clean  the  Eusta- 
chian tube  where  there  is  a  large  perforation  in 
the  drum.  This  air  is  medicated  with  menthol 
iodin  and  creosote,  and  when  the  high  pressure 
has  been  allowed  to  pass  through  a  catheter  to 
the  Eustachian  tube  and  middle  ear  for  about  20 
minutes  every  day  he  claims  good  results. 

DEAF  MUTISM  AND  PTOMAINE  POISONING. 

In  Medical  Record,  August  19,  1905,  W.  S. 
Bryant  relates  two  cases  in  which  difficulty  in 
walking,  deafness  and  speech  disorders  were  ap- 
parently caused  by  food  poisoning. 


PROGRESS    IN  OBSTERICS  AND  GYNECOLOGY. 


BY  CHAS.  JEWETT,  M.D. 


INTRAPERITONEAL  RUPTURE  OF  THE  BLADDER 
DURING  LABOR. 

T.  R.  Grimsdale  (Jnl.  Obstet.  and  Gyn.  of  the 
British  Empire,  May,  1905).  The  patient  was  a 
primigravida.  She  was  delivered  by  forceps  after 
being  about  four  days  in  labor.  She  had  passed 
no  urine  for  two  days  before  delivery.  The  ab- 
domen was  somewhat  distended.  On  the  follow- 
ing morning  the  patient  was  found  in  collapse, 
the  abdomen  still  more  distended,  and  below  the 
umbilicus  it  was  dull  on  percussion  and  was 
fluctuant.    The  face  was  pale  and  anxious,  the 


respiration  36  and  almost  wholly  thoracic.  Ten 
ounces  of  bloody  urine  were  obtained  by  catheter. 
Later  the  catheter  which  had  been  left  in  the 
bladder  delivered  clear  urine.  The  woman  was 
evidently  suffering  from  rupture  of  the  bladder. 

She  was  removed  to  a  hospital  and  the  abdomen 
opened.  A  large  quantity  of  blood-stained  urine 
escaped  on  incision  of  the  peritoneum.  An  open- 
ing was  found  in  the  bladder  large  enough  to 
admit  a  closed  Spencer  Wells  forceps.  The  tis- 
sues around  the  opening  were  bruised.  The 
bruised  tissue  was  excised  and  the  rent  sutured. 
The  peritoneum  was  cleansed  and  the  abdomen 
closed.    Recovery  was  uneventful. 

The  rupture  was  believed  to  have  occurred 
during  the  first  stage  of  labor.  A  point  of  special 
interest  in  the  case  was  the  entire  absence  of  in- 
flammation of  the  peritoneum. 

CESAREAN  HYSTERECTOMY  FOR  CONCEALED  ACCI- 
DENTAL HEMORRHAGE. 

J.  H.  Targelt  (Jnl.  Obstet.  and  Gyn.  of  the 
British  Empire,  May,  1905),  reports  the  follow- 
ing case :  The  woman  was  34  years  of  age,  and 
a  multigravida  at  the  sixth  rhonth  of  gestation. 
Antepartal  hemorrhage  had  occurred  in  two  pre- 
ceding pregnancies.  A  few  hours  before  admis- 
sion to  the  hospital  the  patient  was  seized  with  a 
sharp  pain  in  the  abdomen  and  soon  became  faint. 
The  os  uteri  admitted  two  fingers  and  some  ex- 
ternal hemorrhage  occurred.  Opium  was  given, 
the  membranes  ruptured  and  a  leg  brought  down. 
A  little  later  the  patient  became  pulseless.  She 
was  removed  to  the  hospital  after  firmly  tampon- 
ing the  vagina.  The  woman  was  now  very  pale, 
the  pulse  140,  soft  and  compressible,  the  uterus 
tense,  hard,  tender  and  reaching  to  the  ensiform. 
The  cervix  was  undilatable.  The  uterus  was  evi- 
dently becoming  larger.  Immediate  delivery  by 
ordinan-  means  was  deemed  impracticable.  While 
delivery  by  vaginal  Caesarean  section  would  have 
easily  been  possible  the  operator  was  deterred  by 
the  danger  of  bleeding  from  the  incision  as  well 
as  of  post  partal  hemorrhage  in  the  paralyzed 
condition  of  the  uterine  muscle.  It  was  quickly 
decided  therefore  to  perform  Cesarean  hysterec- 
tomy. The  patient  recovered  slowly  with  some 
fever  due  to  infection  before  admission  to  the 
hospital.  Convalescence  was  complicated  by  a 
small  parametric  abscess  and  by  double  phleg- 
masia alba  dolens.  While  conservative  Cesarean 
section  or  vaginal  Cesarean  section  might  have 
been  successful  it  was  believed  that  the  danger 
from  infection  would  have  been  much  greater  had 
the  uterus  been  left. 
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TREATMENT  OF  OVARIAN  CYSTS  COMPLICATING 
PREGNANCY  AND  LABOR. 

Diihrssen  (Deutsch.  Med.  Woch.)  advocates 
operation  by  the  vagina  for  most  cases  of  ovarian 
cyst  likely  to  complicate  delivery.  He  has  re- 
sorted to  this  method  with  satisfaction  in  several 
cases.  He  proceeds  as  follows :  A  posterior, 
median,  longitudinal,  vaginal  incision  is  made 
without  drawing  down  the  cervix.  The  margins 
of  the  wound  are  secured  by  four  compression 
forceps.  After  opening  the  cul-de-sac,  a  Doyen's 
mirror  is  passed  through  the  wound,  illuminating 
the  lower  pole  of  the  cyst.  The  cyst  is  punctured 
and  drained.  It  is  then  brought  down  through 
the  vagina  by  the  aid  of  catch  forceps  and  the 
pedicle  securely  ligated.  The  stump  is  allowed  to 
recede  and  the  wound  is  nearly  closed  in  layers, 
a  small  gauze  drain  being  left.  Diihrssen 
grants  that  the  pedicle  may  not  be  accessible 
or  may  tear.  In  such  an  emergency  abdominal 
section  may  be  performed.  The  latter  route  must 
be  elected  primarily  in  infected  cysts.  Cysts 
which  do  not  prolapse  below  the  presenting  fcetal 
,  pole  do  not  require  operation  during  pregnancy, 
unless  growing  rapidly  or  causing  symptoms. 
Myomata  he  deals  with  in  like  manner. 

[In  the  reviewer's  experience  ovariotomy  by  the 
vagina  during  pregnancy  is  more  frequently  fol- 
lowed by  abortion  than  is  the  abdominal  opera- 
tion. This  is  doubtless  due  to  the  greater  irrita- 
tion sustained  by  the  nerve  plexuses  which  control 
uterine  contractions  owing  to  the  strong  traction 
frequently  required  to  reach  the  pedicle  in  colpo- 
celiotomy.] 

PYONEPHROSIS  COMPLICATING  PREGNANCY. 

Fournier  (L'  Obstetrique,  March,  1905),  pub- 
lishes two  cases.  In  the  first  ventro-fixation  of 
the  uterus  had  been  performed  for  troublesome 
retro-displacement.  The  right  ureter  was  com- 
pressed and  both  ureter  and  kidney  infected. 
There  were  high  temperature  and  pyuria.  Prem- 
ature birth  occurred  at  the  seventh  month.  Ne- 
phrotomy for  drainage  was  declined. 

In  the  second  case  severe  pyelo-nephritis  de- 
veloped. The  temperature  was  very  high  and 
streptococci  were  found  in  the  urine.  The  kid- 
ney, which  was  much  enlarged,  was  incised  and 
drained.  Immediate  subsidence  of  the  acute 
symptoms  followed.  The  woman  was  delivered 
near  term  of  a  healthy  child.  Fournier  justly  ob- 
serves that  in  pregnancy  complicated  with  pus 
kidney  drainage  and  not  induction  of  labor  is  the 
proper  treatment. 


REPEATED  TUBAL  AND  COINCIDENT  UTERO-GESTA- 
TION. 

Scheffer  (Monatsschrift  f.  Geb.  u.  Gyn.,  April, 
1905).  The  woman  had  skipped  one  menstrual 
period,  the  last  menses  having  occurred  five  weeks 
before  examination.  Left  tubal  gestation  was  di- 
agnosticated. Tubal  abortion  followed  a  few 
days  later.  One  month  after  the  termination  of 
the  ectopic  pregnancy  the  left  tube  was  removed. 
At  operation  the  uterus  was  found  gravid,  but  the 
ovum  was  expelled  on  the  twelfth  day  thereafter. 
Recovery  was  otherwise  uninterrupted. 

Two  years  before,  a  right  salpingectomy  had 
been  performed  for  tubal  pregnancy.  In  the  dis- 
cussion of  this  case  before  a  society  the  question 
was  raised  whether  the  sound  tube  should  be  re- 
moved when  operating  for  extra-uterine  preg- 
nancy. This  was  generally  condemned  for  the 
reason  that  a  subsequent  pregnancy  was  much 
more  likely  to  occur  in  the  uterus  than  in  the  re- 
maining tube.  More  than  45  cases  were  cited  in 
which  utero-gestation  had  followed  the  removal 
of  one  tube  for  Fallopian  pregnancy. 


A  three-night  performance  for  the  benefit  of 
the  German  Hospital  was  given  at  the  Majestic 
Theatre  October  31st,  November  1st  and  2d. 
Last  year  the  Aid  Society  of  the  German  Hospi- 
tal Association,  under  the  auspices  of  which  as 
on  this  occasion,  a  similar  performance  was 
given,  turned  over  $5,000  to  the  institution.  It 
is  expected  that  the  returns  this  year  will  consid- 
erably exceed  that  amount. 

The  Sanitarium  for  Hebrew  Children  at  Rock- 
away  Park  plans  to  add  a  large  addition  to  its 
present  building.  The  work  doing  by  this  insti- 
tution for  the  poor  children  of  the  lower  East 
side  in  Manhattan  makes  a  contemplation  of  this 
step  necessary ;  $25,000  will  be  raised  by  April 
1,  1906.  of  which  $10,000  has  been  promised  by 
Mr.  Jacob  Schiff. 

Mr.  Albert  T.  Huntington  has  been  elected 
President  of  the  Associated  Libraries  of  Long 
Island. 

For  the  information  of  those  who  desire  to 
direct  patients  to  dealers  from  whom  certified 
milk  may  be  ordered  the  following  list  is  ap- 
pended : 

Alexander  Campbell  Milk  Company,  802  Ful- 
ton Street ;  H.  S.  Chardavoyne,  406  Court 
Street ;  Diamond  Dairy  Company,  Carlton  Ave- 
nue and  Pacific  Street;  W.  M.  Evans,  250  Hewes 
Street  and  265  Reid  Avenue ;  Isaac  W.  Rush- 
more,  100  Atlantic  Avenue;  Taylor-Plate  Milk 
Company,  202  Fifth  Avenue ;  The  Empire  State 
Dairy  Milk  Company.  502  Broadway. 
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BROOKLYN-NEW  YORK,  NOVEMBER.  1905. 


VENTILATION  OF  BROOKLYN  SUBWAYS. 

It  is  unfortunate  for  the  subway  now  in  course 
of  construction  in  this  borough  that  a  solution  of 
the  problem  of  the  ventilation  of  the  subway  now 
in  operation  in  New  York  has  not  yet  been 
reached.  It  is  unfortunate  because,  in  the  pres- 
ent state  of  knowledge  of  the  subject,  it  is  hardly 
to  be  expected  that  the  introduction  of  a  system 
of  ventilation  of  the  structure  now  building  can 
at  the  present  time  be  undertaken,  since  without 
any  preceding  experiments  in  sucessful  ventila- 
tion of  subways,  no  practical  system  is  available. 
This  need  may  be  met  in  time  for  introduction 
into  the  newer  structure  in  course  of  building 
provided  the  application  of  a  system  of  ventilation 
to  the  subway  in  operation  is  not  too  long  delayed. 

The  need  for  some  additional  oxygenation  of 
the  air  of  the  old  subway  was  abundantly  demon- 
strated last  summer,  and  the  call  for  it  will  be 
more  loudly  heard  on  each  recurrence  of  our 
heated  season  until  it  is  heeded.  A  system  must 
ultimately  be  installed.  Could  this  be  begun  in 
Brooklyn  during  the  course  of  construction  of 
the  subway  now  building  it  might  be  added  at 
little  or  no  extra  cost ;  while  on  the  other  hand, 
the  introduction  of  flues  and  air  shafts,  or  what- 
ever mechanical  devices  are  employed  in  a  struc- 
ture of  such  solidity  as  these  viaducts  must  neces- 
sarily be,  must  be  attended  by  large  additional 
cost,  which  may  of  itself  delay  for  a  time  their 
introduction  when  the  subway  is  once  otherwise 
completed. 

Those  who  had  occasion  to  travel  in  the  Man- 
hattan subway  during  the  past  summer  will  not 
soon  forget  the  physical  depression  which  the 


experience  entailed,  by  reason  of  its  devitalized 
and  heated  atmosphere.  The  long  under-river 
run  from  the  Battery  to  Joralemon  Street  which 
will  form  the  connecting  link  between  the  subways 
of  the  boroughs,  will  allow  no  exits  or  surface 
ventilation  and  will  certainly  tend  to  even  greater 
vitiation  of  the  atmosphere  in  the  downtown  sec- 
tions. 

The  subways  of  London  and  Paris,  which  to  a 
certain  extent  have  served  as  models  for  ours, 
have  never  required,  or  at  least  have  never  been 
provided  with,  currents  of  air  other  than  those 
naturally  produced  at  the  exits  and  entrances  for 
passengers.  Furthermore,  the  London  "tube" 
has  until  lately  made  use  of  steam  engines  instead 
of  electric  motors  for  propelling  trains. 

It  would  therefore  seem  that  the  physical  de- 
pression experienced  by  travelers  in  our  subway 
during  the  summer  months  is  most  of  all  due  to 
the  greater  heat  of  our  climate  during  that  season 
as  compared  with  that  of  the  Old  World  cities  in 
which  subways  are  operated. 

The  problem  which  still  awaits  solution  may 
perhaps  be  met  by  an  abundant  supply  of  fresh 
air  through  inlets  especially  devoted  to  the  pur- 
pose, by  artificial  cooling  of  the  subways  during 
the  summer  months  or  by  artificial  cleansing  and 
reoxygenation  of  the  atmosphere  within  the  sub- 
way itself. 


CONSOLIDATION   OF  THE  NEW   YORK  STATE 
MEDICAL  SOCIETY  AND   THE  NEW  YORK 
MEDICAL  ASSOCIATION. 


It  has  been  officially  announced  that  consolida- 
tion of  the  two  great  medical  bodies  of  the  State 
has  at  last  been  accomplished.  Every  one 
is  satisfied  with  the  arrangement  and  no  voice 
expressing  other  than  pleasure  in  the  long  con- 
templated change  has  been  heard.  It  is  believed 
that  the  power  of  a  united  body  will  be  much 
greater  than  the  two  separate  organizations  even 
when  the  two  were  agreed  upon  any  special 
measure.  The  signs  are  auspicious  for  the  suc- 
cess of  the  consolidated  New  York  State  Medical 
Society. 


A  CHAIR  OF  MILITARY  HYIGIENE  AT  WEST  POINT. 


As  noted  in  another  column  of  the  Journal, 
the  Government  has  provided  an  entirely  new  de- 
partment at  West  Point  in  the  establishment  of  a 
chair  of  Military  Hygiene.  This  order  from  the 
War  Department,  it  is  quite  evident,  is  a  conces- 
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sion  to,  and  recognition  of,  the  remarkable  results 
achieved  by  the  Japanese  surgeons  in  the  Russo- 
Japanese  War.  This  radical  action  contains  a  bit 
of  humor,  more  evident,  no  doubt,  to  the  doctor 
than  to  the  layman.  The  report  bears  the  stamp 
of  authority.  "The  object  is  to  instruct  the 
cadets  in  medicine  and  surgery  to  the  ex- 
tent of  imparting  knowledge  of  the  care  of 
troops  from  a  hygienic  standpoint  and  also 
in  the  use  of  medicine  for  the  more  common 
ailments  likely  to  happen  in  small  commands. 
There  is  no  intention  of  graduating  cadets  for  the 
medical  department  of  the  Army  in  creating  the 
new  department  of  study."  We  trust  that  the 
duties  of  the  cadets  in  their  other  departments 
of  study  will  not  suffer  by  reason  of  the  added 
course  in  question.  But  we  can  scarcely  hope 
that  the  respect  of  the  West  Point  cadets  for 
medical  science  can  be  seriously  .deepened  by  a 
side  study  which,  it  would  seem,  must  be  of 
necessity,  rather  superficial,  by  reason  of  the  no- 
tably severe  courses  already  laid  down  at  West 
Point  for  our  future  generals  and  commanders 
of  the  Army.  We  wish  that  the  opposite  view 
of  the  question  were  possible. 

It  might  be  claimed  by  an  opponent  that  a 
thorough  course  of  first-aid-to-the-injured,  thor- 
oughly cultivated  by  a  future  general  of  troops, 
would  logically  lead  him  to  exercise  every  reason- 
able precaution  in  an  endeavor  to  deploy  his 
command  out  of  reach  of  the  firing  line  of  the 
enemy.  On  the  other  hand,  it  would  be  ridicu- 
lous to  expect  to  make  of  a  cadet  in  a  single 
course  of  study  a  thoroughly  efficient  worker 
with  the  microscope  and  test-tube. 

We  would  respectfully  call  the  attention  of  the 
Department  to  the  fact  that  the  Japanese  gen- 
erals made  of  their  surgeons  useful  allies 
and  it  was  the  splendid  work  of  these  in 
preventing  diseases  and  employing  dexterous 
surgery  in  field-work  we  heard  so  much.  The 
order  from  a  commander  or  general  of  the 
United  States  Army  to  prevent  communicable 
diseases  in  the  field  is  at  present,  we  believe,  just 
as  fully  capable  of  being  filled  by  our  surgeons 
as  were  those  from  the  Japanese  commanders — 
the  latter  not  trained,  it  may  be  observed  in  mili- 
tary hygiene. 

Nor  do  we  think  the  United  States  Army 
cadet  needs  training  in  the  knowledge  as  to  what 
the  present-day,  well-educated  surgeon  is  capable 
of.  Certainly  it  occurs  to  no  one  that  the  Jap- 
anese surgeon,  who,  to  the  credit  of  his  nation, 
has  obtained  his  present  skill  largely  at  the  hands 


of  his  American  and  European  confreres,  pos- 
sesses arts  of  which  the  latter  are  ignorant. 

The  reason  that  the  American  and  English 
army  surgeon  is  not  called  upon  to  perform  the 
tasks  of  selecting  proper  food-stuffs  for  the  army 
in  the  field  and  in  preventing  diseases  by  the 
application  of  well-known  principles  of  isolation 
and  disinfection,  to  a  greater  extent  than  is  at 
present  the  case,  seems  to  be  that  in  England  the 
army  is  saddled  by  a  huge  monster  of  conserv- 
atism ;  while  in  our  own  army,  which  inherits 
the  traditions  of  the  mother  country,  the  monster 
is  but  a  grade  less  huge.  This  great  impediment 
to  the  strength  of  the  British  Army  was  partly 
unseated  during  the  South  African  War.  We 
will  be  fortunate  if,  by  the  time  the  United  States 
is  called  upon  to  meet  again  a  foe  in  arms,  the 
impediment  of  conservatism  in  our  army  is  com- 
pletely cast  off ;  though  this  we  truly  believe  it 
will  be. 

Perhaps  no  one  thing  could  do  so  much  to 
readjust  the  present  army  ideals  to  the  utilization 
of  modern  scientific  sanitary  methods  for  pre- 
serving the  health  of  armies  in  the  field  as  the 
appointment  of  a  Secretary  of  National  Hygiene, 
who  shall  be  a  physician,  to  the  President's  cab- 
inet. Such  an  adviser  in  the  position  indicated 
might  easily  have  prevented  the  very  thing  which 
may  likely  prove  impractical  and  to  which  the 
heading  of  this  reading  refers.  He  might  aid  in 
giving  the  surgeon  higher  standing  in  the  Army, 
but  what  would  be  more  important,  he  would 
certainly  make  the  surgeon  a  more  useful  member 
of  it. 

National  pure-food  legislation  and  pure-drug 
legislation,  both  of  which  concern  directly  the 
efficiency  of  an  army,  are  questions  concerning 
which  the  governmental  body  of  any  nation 
might  well  be  better  fitted  to  influence  by  virtue 
of  having,  as  one  of  its  members,  a  physician. 


CORRESPONDENCE. 


CHEAP  AND  ECONOMICAL  SICK-ROOM 
REFRIGERATOR. 

Brooklyn  Medical  Journal: 

Having  a  case  of  typhoid  fever  in  my  family 
we  were  greatly  inconvenienced  in  going  from 
the  second  story  to  the  basement  floor  every  two 
hours  for  iced  milk  kept  in  the  refrigerator. 

To  remedy  this  I  bought  an  ordinary  iron 
galvanized  slop  pail,  with  a  fairly  tight-fitting 
cover,  around  which  I  wound  some  one-inch  hair 
felt,  kept  in  place  by  wire. 

I  found  that  a  piece  of  ice  about  eight  inches 
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square  broken  in  half  dozen  pieces,  with  a  small 
handful  of  salt  would  last  twelve  hours  and 
keep  the  temperature  of  the  milk  from  28  to  40 
degrees  Fahr. 

This  homely  room-refrigerator  cost  40  cents, 
and  after  its  use  as  a  refrigerator  is  over,  can  be 
utilized  in  the  household. 

William  A.  DeLong,  M.  D. 

Brooklyn,  August  23,  1905. 


OBITUARY 

ROBERT  ORMISTON,  M.D 

The  last  but  one  of  the  active  members  of  the 
Medical  Society,  County  of  Kings,  has  been 
called  to  rest.  He  was  one  of  the  two  hundred 
and  fourteen  who  became  members  of  the  Soci- 
ety during  the  years  from  March,  1822,  to  De- 
cember, 1865,  the  remaining  member  being  John 
G.  Johnson,  M.D.,  who  has  been  an  active  mem- 
ber since  1 86 1. 


ROBERT  ORMISTON,  M.D. 

I  )r.  Ormiston  was  bom  in  1832  at  Rassie,  St. 
Lawrence  County,  New  York.  His  father,  also 
Robert,  was  a  native  of  the  same  place.  The 
marriage  of  Dr.  Ormiston  to  Miss  Susie  Rich- 
ardson Tooker  was  all  that  could  be  desired.  The 
children  that  blessed  this  union  were  Robert  Mc- 
<  iregar  and  Theodore  Henry  Ormiston. 


The  doctor's  early  education  was  received  in 
the  Ox-Bow  Schools  of  this  State.  He  began  the 
study  of  medicine  under  the  direction  of  Dr. 
Franklin  B.  Hough,  and  attended  lectures  at  the 
Geneva  Medical  College,  graduating  M.D.  from 
the  medical  department  of  the  University  of 
Pennsylvania  in  1858.  He  entered  upon  the  prac- 
tice of  medicine  in  this  city,  remaining  until  his 
death,  which  occurred  at  Stamford,  N.  Y.,  the 
19th  of  September,  1905. 

Dr.  Ormiston  was  Surgeon  of  the  13th  Regi- 
ment during  the  war  from  1861  to  1865,  physician 
to  the  Brooklyn  Dispensary  in  1872,  and  to  the 
Brooklyn  Hospital  from  1870-75,  and  consulting 
physician  from  1875  to  to  1905;  he  was  a  mem- 
ber of  the  Brooklyn  Pathological  Society,  and 
from  1861  to  1905  a  member  of  the  Medical  Soci- 
ety, County  of  Kings. 

He  was  also  a  trustee  of  Packer  Institute,  a 
member  of  the  Hamilton  and  Rambrandt  Clubs 
and  Christ  P.  E.  Church. 

William  Schroeder,  M.D., 

Chairman  of  the  History  Committee. 


MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD  HYDE,  M.D. 


It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  pth  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 


Dr.  Jerome  B.  Thomas,  L.  I.  C.  H.,  '92,  and 
in  charge  of  the  Civil  Service  Sanatorium  at  Ben- 
quet,  Philippine  Islands,  is  in  town.  He  will  re- 
main him  for  over  a  month. 

Dr.  James  A.  Somers  has  removed  to  96  Greene 
Avenue. 

Because  of  the  record  he  has  made  in  New 
Orleans  in  stamping  out  yellow  fever  a  move- 
ment is  taking  form  to  have  Dr.  J.  H.  White 
permanently  stationed  at  that  city  as  a  military 
adviser  to  the  authorities. 

Announcement  that  $5,000  to  endow  free  beds 
at  the  Suydenham  Hospital  has  been  given  by  M. 
Guggenheim's  Sons  has  been  made  by  the  hos- 
pital directors.  Mrs.  Isaac  Guggenheim  gave 
$700  for  further  improvements  in  the  maternity 
ward,  and  the  Shuberts  offered  free  use  of  the 
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Lyric  Theatre  for  a  benefit  performance  for  the 
hospital  on  November  26. 

The  new  Washington  Heights  Hospital,  which 
was  informally  opened  on.  August  I,  was  formally 
dedicated  October  nth.  Edward  Lauterbach 
made  the  dedicatory  address.  The  hospital  is 
using  the  old  Hosea  B.  Perkins  house  at  Broad- 
way and  179th  Street  until  the  new  building  is 
erected. 

The  question  whether  the  proposed  sanatorium 
for  the  treatment  of  tuberculous  patients  at  75 
Henry  Street  is  a  menace  to  the  public  health 
was  again  up  for  trial  before  Supreme  Court 
Justice  Marean  in  the  equity  term  of  the  Supreme 
Court,  but,  upon  the  request  of  the  Corporation 
Counsel,  it  was  put  off  for  the  term  and  will  not 
be  tried  until  next  month. 

An  order  has  been  issued  by  the  War  Depart- 
ment creating  a  department  of  military  hygiene 
in  the  military  academy  at  West  Point.  The  ob- 
ject is  to  instruct  the  cadets  in  medicine  and  sur- 
gery to  the  extent  of  imparting  knowledge  of 
the  care  of  troops  from  a  hygienic  standpoint,  and 
also  in  the  use  of  medicine  for  the  more  common 
ailments  likely  to  happen  in  small  commands. 
There  is  no  intention  of  graduating  cadets  for 
the  medical  department  of  the  army  in  creating 
this  new  department  of  study. 

Dr.  Marcus  Fitsherbert  Wheatland,  a  colored 
physician  of  Newport,  R.  I.,  is  recognized  as  New 
England's  leading  specialist  in  electro-therapeutics 
and  the  X-ray.    In  early  life  he  was  a  shoemaker. 

The  Williamsburg  Hospital  continuing  the  pol- 
icy of  expansion  it  has  begun  for  the  betterment 
of  its  service,  has  added  to  its  faculty  Dr. 
Glentworth  R.  Butler,  of  Gates  Avenue.  Dr. 
Butler  is  the  author  of  "Diagnostics  of  Internal 
Medicine,"  which  is  an  authority  in  the  medical 
profession  throughout  the  country. 

Parliament  will  be  asked  to  offer  a  $200,000 
prize  for  a  cure  for  consumption.  The  project 
has  the  approval  of  the  government,  and  there- 
fore its  adoption  is  assured.  This  is  the  out- 
growth of  the  discussions  at  the  Tuberculosis  Con- 
gress. It  is  expected  that  the  prize  will  stimulate 
research  in  lime  for  the  result  to  be  announced 
at  the  next  Tuberculosis  Congress,  which  is  to 
be  held  in  Washington  in  1906. 

Dr.  William  H.  Diefenbach  read  a  paper  re- 
cently before  the  Homeopathic  Society  of  the 
County  of  New  York  on  "New  Methods  of  Ap- 
plying Radium  Salts  Therapeutically."  His 
method  consists  of  dipping  celluloid  or  hard  rub- 
ber rods  into  solutions  of  radium  salts  and  then 
inserting  the  rods  into  incisions  made  in  cancer- 


ous growths.  He  believes  that  he  can  cure  selected 
cases  but  acknowledges  that  some  cases,  when 
there  is  much  involvement,  are  hopeless. 

On  October  18th  the  new  Nurses'  Home  of  the 
Kingston  Avenue  Hospital  was  formally  opened. 
The  affair  was  the  occasion  of  a  public  reception 
tendered  by  the  Board  of  Health  through  Com- 
missioner Darlington. 

In  the  province  of  Ghilan,  Persia,  a  hospital 
has  been  recently  opened  which  will  compare 
favorably  with  similar  institutions  in  this  and 
European  countries.  It  was  built  under  the  direc- 
tion of  the  fourth  son  of  the  Shah,  who  is  Gover- 
nor-General of  the  province,  and  who  contributed 
nine  thousand  dollars  out  of  his  private  means 
for  the  construction  of  the  hospital.  It  is  situated 
in  a  healthy  locality,  and  has  seven  wards,  each 
of  which  will  accommodate  fifteen  patients.  It 
also  has  a  consulting  room,  operating  room,  and 
all  the  other  appointments  of  a  modern  hospital. 
The  furniture  for  the  place  was  brought  from 
Russia. 

The  State  Board  of  Charities  has  pending  be- 
fore it  applications  of  the  Beth  Jacob  Joseph  Hos- 
pital, St.  Gregory's  Free  Emergency  Accident 
Hospital  and  ambulance  station,  Carmel  Hospital 
and  Dispensary,  East  Side  Hospital  Association 
and  the  Zion  Hospital  Association  for  permission 
to  incorporate  and  operate  on  the  lower  East  Side 
of  New  York  City. 

The  Board  to-day  passed  a  resolution  declaring 
that  while  there  is  an  apparent  need  for  the  ex- 
tension of  suitable  hospital  facilities  in  that  dis- 
trict it  would  seem  probable  that  the  incorpora- 
tion of  so  many  institutions  would  lead  to  a  con- 
fusion of  effort  and  be  productive  of  other  unde- 
sirable results.  Secretary  Hebbard  was  directed 
to  communicate  with  the  proposed  incorporators 
and  to  suggest  that  they  confer  with  each  other 
with  a  view  of  extending  the  facilities  of  the  hos- 
pitals already  operating  in  the  district  in  question 
or  of  uniting  in  one  hospital  corporation. 

Prof.  Behring,  of  Paris,  who  discovered  the 
serum  treatment  for  diphtheria  and  who  is  one  of 
the  most  famous  of  the  Pasteur  Institute  experts, 
informs  the  Matin  that  he  intends  to  proclaim 
next  August  a  method  which  he  has  discovered 
of  curing  tuberculosis.  He  says  that  the  method 
involves  the  use  of  neither  serum  nor  vaccine, 
but  that  it  is  a  preventive  as  well  as  a  curative 
remedy.  He  will  hold  the  secret  some  time,  as 
he  did  in  the  case  of  his  diphtheria  serum. 

He  will  explain  the  method  to  Drs.  Roux  and 
Mentchikoff  and  leave  the  application  of  it  to 
medical  practitioners  without  revealing  the  nature 


442 


BROOKLYN  MEDICAL  JOURNAL. 


November,  1905 


of  the  remedy,  because  he  thinks  he  has  a  right 
to  reserve  temporarily  the  profits  of  the  discovery 
to  enable  him  to  prosecute  other  researches. 

Prof.  Behring  promises  to  make  a  preliminary 
announcement  to  the  Tuberculosis  Congress. 


BOOK  REVIEWS. 


The  Diagnostics  of  Internal  Medicine:  A  Clinical 
Treatise  upon  the  Recognized  Principles  of  Medical 
Diagnosis.  Prepared  for  the  use  of  Students  and 
Practitioners.  By  Glentworth  Reeve  Butler,  Sc.D., 
M.D.  Second  revised  edition.  N.  Y.  and  Lond.,  D. 
Appleton  &  Co.,  1905.  xxxiv,  1168  pp.,  5  col.  pi.  8°. 
Price:   Cloth,  $6.00. 

Favorable  reviews  and  large  sales  have  so  markedly 
shown  the  good  opinion  of  this  work  that  it  is  unnec- 
essary for  us  to  add  anything  to  our  first  comments  on 
its  merits.  To  meet  the  large  demand  for  the  work,  the 
publishers  have  been  compelled  to  make  a  number  of 
reprintings,  and  the  author  now  offers  a  second  edition, 
the  result  of  careful  revision,  with  valuable  additions 
and  alterations.  A  new  section  on  diseases  of  the  mind, 
by  Dr.  William  A.  White,  Superintendent  of  the  Gov- 
ernment Hospital  for  the  Insane,  Washington,  D.C., 
and  one  on  the  medical  X-ray  diagnosis  by  Dr.  Paul 
M.  Pilcher.  Assistant  Surgeon  to  the  Methodist  Epis- 
copal Hospital,  have  been  added.  Careful  revision  has 
brought  the  remainder  of  the  work  up  to  date.  We 
again  congratulate  the  author  on  his  brilliant  achieve- 
ment, and  the  profession  of  this  city  that  such  an 
enduring  monument  to  science  and  learning  has  been 
raised  by  one  of  their  fellows. 

A  Manual  of  Diseases  of  the  Eye.  For  Students 
and  General  Practitioners.  By  Clarence  A.  Veasey, 
A.M.,  M.D.  Phila.  and  N.  Y,  Lea  Bros.  &  Co.,  1903. 
Col.  front.,  412  pp.,  9  col.  pi.    12  mo.    Price :  Cloth, 

$2.00. 

Veasey's  Manual  will  prove  to  be  a  valuable  addition 
to  a  doctor's  library. 

In  a  book  of  such  general  excellence,  it  is  difficult  to 
discriminate  and  say  what  part  is  the  best. 

However,  if  such  an  attempt  were  to  be  made,  doubt- 
less the  chapter  on  diseases  of  the  cornea  would  be  con- 
sidered the  most  complete. 

James  W.  Ingalls. 

A  Manual  of  Diseases  of  the  Nose  and  Throat.  By 
Cornelius  Godfrey  Coakley,  A.M.,  M.D.  Third  edi- 
tion, revised  and  enlarged.  N.  Y.  and  Phila.,  Lea 
Bros.  &  Co.,  1905.  Col.  front.,  6,  17-594  PP-,  4  col.  pi., 
8  vo.    Price :  Cloth,  $2.75. 

This  book  has  the  advantages,  but  it  also  has  the 
faults,  of  text-books  designed  to  cover  a  large  field 
within  a  small  compass.  Marvelously  condensed,  the 
less  common  disorders  receive  less  attention  than  they 
deserve.  We  would  here  state  our  belief  that  the  fact 
of  a  disease  being  rare  does  not  justify  its  being 
slighted,  yet  this  almost  invariably  happens  when  the 
author  is  limited  to  a  small  book.  In  Dr.  Coakley's 
manual  one  might  thus  criticise  the  chapter  dealing  with 
acute  septic  inflammation  of  the  larynx,  a  disease  met 
with  perhaps  more  frequently  by  the  general  practi- 
tioner than  by  the  specialist.  In  the  surgical  treatment 
of  diseases  the  author  has  wisely  selected  for  descrip- 
tion those  methods  only,  which  in  his  judgment  and 
experience  offer  the  best  and  quickest  results.  The 
result  is  a  compact  little  manual,  packed  from  cover  to 
cover  with  meat  for  the  rhinological  and  laryngological 
student.  W.  C.  B. 

Medical  Laboratory  Methods  and  Tests.  By  Herbert 
French.  M.A..  M.D.  (Oxon.),  M.R.C.P.  (Lond.). 
Chic,  W.  T.  Keener  &  Co.,  1904.  viii,  152  pp.,  16  mo. 
Price :  Boards,  $1.50. 


A  very  good  little  book,  almost  too  condensed,  but 
containing  a  very  satisfactory  amount  of  information 
without  verbiage.  Some  omissions  are  noted,  e.g.,  the 
Boas-Oppler  bacillus  is  not  mentioned.  The  originals 
of  the  cuts  appear  to  be  home  made.  The  results  are 
not  encouraging.  G.  R.  B. 

Pneumonia  and  Pneumo-Coccus  Infections.  By 
Robert  B.  Preble,  A.B.,  M.D.  Chic,  Cloyd  J.  Head 
&  Co.,  1905.   211  pp.,  12  mo.    Price:  Cloth,  $1.00. 

This  book  is  an  interesting  monograph  on  an  engross- 
ing subject;  one  of  the  best  from  an  American  which 
has  yet  appeared.  It  shows  considerable  research,  as 
well  as  an  extensive  personal  experience,  and  can  be 
commended  to  those  who  are  especially  interested  in 
the  disease  of  which  it  treats.  The  absence  of  an  index 
is  hardly  compensated  for  by  the  table  of  contents. 

G.  R.  B. 

The  Physician's  Visiting  List  (Lindsay  &  Blakis- 
ton's).  For  1905.  Phila.,  P.  B.  Blakiston's  Son  &  Co., 
(c.  1904).  24  pp.,  901,  16  mo.  Price:  Flexible 
leather,  $1.00. 

"  Good  wine  needs  no  bush,"  and  this  visiting  list  has 
been  well  and  favorably  known  for  many  years. 

G.  R.  B. 

A  Compend  of  Medical  Latin  Designed  Expressly 
for  Elementary  Training  of  Medical  Students. 
By  W.  T.  St.  Clair,  A.M.  Second  edition.  Phila., 
P.  Blakiston's  Son  &  Co.,  1904.  v-viii,  9-131  pp. 
12  mo.    Price:  Cloth,  $1.00. 

An  excellent  little  book,  simplifying  the  subject  as 
much  as  is  possible.  There  is  no  better  handbook  of 
the  kind  than  this.  G.  R.  B. 

Diseases  of  the  Heart  :  A  Clinical  Text-book  for  the 
Use  of  Students  and  Practitioners  of  Medicine.  By 
Edmund  Henry  Colbeck.  Second  edition,  revised 
and  enlarged.  Chic,  W.  T.  Keener  &  Co.,  1905. 
Front.,  11,  vii-xvi,  350  pp.,  8  vo.    Price:  Cloth,  $2.50. 

This  is  one  of  the  best  small  treatises  on  diseases  of 
the  heart  which  has  yet  come  to  notice.  It  shows  a 
wide  and  careful  study  of  the  subject,  and  much  good 
sense  and  a  knowledge  of  the  relative  value  of  things 
in  omitting  the  detailed  discussions  of  trivial  points 
which  are  apt  to  make  monographic  books  so  uselessly 
encyclopaedic  This  volume  is  worthy  of  distinct  com- 
mendation. G.  R.  B. 

The  Medical  Examination  for  Life  Insurance  and 
its  Associated  Clinical  Methods,  with  Chapters 
on  the  Insurance  of  Substandard  Lives  and  Acci- 
dent Insurance.  By  Charles  Lyman  Greene,  M.D. 
Second  edition,  revised  and  enlarged.  Phila.,  P. 
Blakiston's  Son  &  Co.,  1905.  11,  vii-xvi,  9-466  pp. 
8  vo.    Price :  Cloth,  $4.00. 

It  is  a  pleasure  to  welcome  the  second  edition  of  this 
useful  book.  It  contains  an  amount  of  information, 
more  or  ess  directly  cognate  to  the  subject  of  insur- 
ance, which  renders  it  valuable  not  only  to  the  examiner 
but  also  to  the  practicing  physician.  G.  R.  B. 

Transactions  of  the  American  Rontgen  Ray  Society. 
Fifth  Annual  Meeting,  St.  Louis,  Mo.,  September  9, 
10,  12,  13,  1904.  Phila.,  A.  H.  Sickler  Co.,  1905. 
183  pp.,  8  vo. 

The  existence  of  an  apparently  flourishing  society 
devoted  to  the  study  of  the  Rontgen  ray  in  its  medical 
applications  is  evidence  of  the  wide  use  of  this  agent. 
A  somewhat  hasty  examination  of  the  papers  and  dis- 
cussions of  the  society  reveals  considerable  differences 
of  opinion  regarding  technic  and  results — differences 
to  be  expected  in  the  early  years  of  the  use  of  a  com- 
paratively novel  force.  To  try  all  things  and  hold  to 
that  which  is  good  is  the  function  of  the  investigator 
in  diagnosis  and  therapeutics.  Hence  one  welcomes  all 
^uch  work  as  is  recorded  in  this  volume.        G.  R.  B. 
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Examination  of  the  Urine.  A  manual  for  students 
and  practitioners.  By  G.  A.  De  Santos  Saxe,  M.D. 
Phila.,  N.  Y.  and  Lond.,  W.  B.  Saunders  &  Co., 

1904.  Col.  front.,  11.,  7-391  pp.,  12  mo.  Price:  Flex- 
ible leather,  $1.50. 

A  well-written,  concise,  and  practical  manual,  de- 
scribing in  sufficient  detail  the  various  procedures  in  the 
clinical  examination  of  the  urine.  The  diagnostic 
significance  of  the  result  of  an  urinalysis  has  been  satis- 
factorily presented.  G.  R.  B. 

A  Text-Book  of  Medical  Chemistry  and  Toxicology. 
By  James  W.  Holland,  A.M.,  M.D.  Phil,  and  London, 
W.  B.  Saunders  &  Co.,  1905.  11,  11-592  pp.,  4  1.,  8  pi. 
8vo.    Price:   Cloth,  $3.00. 

The  appearance  of  a  new  text-book  on  the  subject  of 
Medical  Chemistry  in  the  field  already  containing  so 
many,  must  have  some  just  claim  for  recognition. 

We  find  this  claim  in  this  book  in  the  notion  of  the 
author  that  a  large  part  of  medical  chemistry  consists 
of  a  knowledge  of  the  toxicology  of  substances  known 
to  be  poisonous  in  excessive  doses.  This  idea  runs 
through  the  whole  book,  and  indeed  the  author  states 
in  his  preface  that  "much  of  the  text  relating  to  the 
toxicology  of  mineral  corrosives  and  irritants  has 
already  appeared  in  the  chapter,  by  the  same  author,  in 
Legal  Medicine  and  Toxicology,  by  Peterson  and 
Haines." 

While  it  must  be  admitted  that  toxicology  is  an  im- 
portant subject,  there  is  ground  for  doubt  as  to  the 
wisdom  of  compelling  the  medical  student  to  devote  a 
large  part  of  his  laboratory  experience  in  chemistry  to 
tedious  toxicological  operations  that  he  will  never  have 
an  opportunity  to  use,  unless  he  becomes  a  professional 
chemist.  It  would  seem  that  the  training  of  medical 
students  should  be  in  matters  he  expects  to  use  in  his 
chosen  profession.  The  book  is  well  written  and  prob- 
ably covers  just  the  subjects  Professor  Holland  teaches 
his  students.  It  is  clear,  concise,  accurate  and  up  to 
date. 

The  New  Knowledge:  A  Popular  Account  of  the 
New  Physics  and  the  New  Chemistry  in  Their 
Relation  to  the  New  Theory  of  Matter.  By  Rob- 
ert Kennedy  Duncan.    N.  Y.,  A.  S.  Barnes  &  Co., 

1905.  11,  vii-xviii,  pp.  11,  263  pp.  8vo.  Price:  Cloth, 
$2.00. 

This  book  presents  an  account  of  some  of  the  more 
recent  discoveries  in  physical  chemistry,  radio-activity 
and  allied  subjects  in  language  easily  understood  by 
any  one  who  has  some  knowledge  of  chemistry  and 
physics.  It  also  presents  the  deductions  that  have  been 
drawn  from  these  experiments  leading  up  to  the  con- 
clusion that  there  is  no  such  thing  as  matter.  That 
what  we  have  heretofore  regarded  as  matter  is  simply 
the  manifestation  of  units  of  negative  electricity,  sur- 
rounded by  the  omnipresent  ether  of  space. 

Mass  is  only  a  negative  electron  in  motion,  carrying 
with  it  a  portion  of  the  ether  in  which  it  is  bathed, 
and  this  combination  is  known  as  a  capsule.  These 
capsules  congregating  into  groups  constitute  the  atoms 
of  the  chemical  elements,  and  therefore  all  the  ele- 
ments, as  we  have  known  them,  are  composed  of  vari- 
able groups  of  these  corpuscles  of  electricity  plus  ether. 
Any  one  who  wishes  to  follow  the  steps  by  which  many 
of  the  foremost  physicists  are  led  to  these  astonishing 
conclusions  is  advised  to  read  this  book. 

E.  H.  B. 

A  Text-Book  of  Practical  Therapeutics,  with  Spe- 
cial Reference  to  the  Application  of  Remedial 
Measures  to  Disease  and  Their  Employment  Upon 
a  Rational  Basts.  By  Hobart  Amory  Hare.  M.D., 
B.Sc.  Tenth  Edition,  Enlarged,  Thoroughly  Revised 
and  Largely  Re-zvritten.  Phil,  and  N.  Y,  Lea  Bros. 
&  Co.,  1904.    xi,  17-908  pp.   8  vo.    Price:  $4.00. 

It  is  sufficient  merely  to  chronicle  the  fact  that  the 
tenth  edition  of  Hare's  Therapeutics  is  on  the  market. 
It  is  probably  the  most  universally  popular  and  useful 
work  of  its  kind.  G.  R.  B. 


A  Text-Book  of  Clinical  Diagnosis  by  Laboratory 
Methods  :  For  the  Use  of  Students,  Practitioners, 
and  Laboratory  Workers.  By  L.  Napoleon  Boston, 
A.M.,  M.D.  Phil.,  N.  Y.,  Lond.,  W.  B.  Saunders  & 
Co.,  1904.  11,  7-549  pp.,  21,  10  pi.,  26  col.  pi.  8  vo. 
Price:   Cloth,  $4.00. 

Among  several  manuals  concerning  methods  of  lab- 
oratory work  in  relation  to  diagnosis  the  volume  under 
consideration  is  one  of  the  latest  and  best.  Care  seems 
to  have  been  taken  in  selecting  processes  which  can  be 
employed  in  the  small  personal  work-room  of  the  prac- 
ticing physician.  It  is  very  comprehensive  in  its  scope, 
and  the  latest  methods  of  the  clinical  laboratory  are 
fully  considered  and  described.  The  illustrations  are 
unusually  numerous  and  good.  It  is  a  practical  and 
useful  work.  G.  R.  B. 

Diet  in  Health  and  Disease.  By  Julius  Friedenwald, 
M.D.,  and  John  Riirah,  M.D.  Phil.,  N.  Y.,  Lond., 
W.  B.  Saunders  &  Co.,  1905.  11,  7-689  pp.  8  vo. 
Price :   Cloth,  $4.00. 

A  good  work  on  dietetics  is  always  welcome.  The 
giving  of  proper  and  detailed  directions  for  the  feeding 
of  a  patient,  when  based  upon  accurate  knowledge  of  the 
requirements,  constitutes  one  of  the  most  important 
duties  of  the  physician.  Unfortunately,  there  is  still 
much  diversity  of  opinion  in  regard  to  some  most  press- 
ing questions,  e.g.,  concerning  the  diet  in  typhoid  fever, 
acute  and  chronic  nephritis,  gout,  diabetes,  and  the  like. 
The  book  under  review  is  quite  sufficiently  catholic  to 
recognize  this  fact,  and  to  present  more  than  one  side  of 
such  questions.  It  evidences  a  wide  survey  of  the  liter- 
ature down  to  the  latest,  and  is  very  comprehensive  in 
scope.  There  need  be  no  hesitancy  in  commending  it  to 
the  attention  of  the  internist.  G.  R.  B. 

A  Treatise  on  Bright's  Disease  and  Diabetes,  with 
Special  Reference  to  Pathology  and  Therapeutics. 
By  James  Tyson,  M.D.    Second  Edition,  illustrated. 
Including  a  section  on  the  Ocular  Changes  in  Bright's 
Disease  and  in  Diabetes,  by  George  E.  de  Schweinitz, 
M.D.    Phil.,  P.  Blakiston's  Son  &  Co.,  1904.  xiv, 
17-381  pp.,  7  col.  pi.    8  vo.    Price:  Cloth,  $4.00. 
The  name  of  Tyson  has  been  for  so  many  years  asso- 
ciated with  the  study  of  disorders  involving  changes  in 
the  urine  that  the  work  under  consideration  seems  fa- 
miliar to  the  reader.    As  a  matter  of  fact,  the  first  edi- 
tion appeared  in  1881.    In  its  present  state  it  has  been 
largely  re-written  and  considerably  increased  in  size.  It 
thereby  forms  a  very  satisfactory  presentation  of  to- 
day's knowledge  regarding  two  very  important  diseases. 

G.  R.  B. 

Practical  Dietetics.  By  A.  L.  Benedict,  A.M.,  M.D. 
Chic,  G.  P.  Engelhard  &  Co.,  1904.  383  pp.  12  mo. 
Price:   Buckram,  $1.50. 

This  readable  and  useful  volume  of  moderate  size,  is 
a  welcome  contribution  to  a  very  important  subject.  It 
is  practical  rather  than  encyclopaedic,  and  contains  much 
valuable  material  for  every-day  purposes.     G.  R.  B. 

Mechanical  Vibration  and  Its  Therapeutic  Appli- 
cation.   By  M.  L.  H.  Arnold  Snow,  M.D.    N.  Y., 
Scientific  Authors'  Pub.  Co.,  1904.    11,  ix-xviii,  297 
pp.,  9  pi.  8  vo.    Price :    Cloth,  $2.50. 
Mechanical  vibration  as  a  therapeutic  agent  can  be 
likened  with  the  use  of  electricity  in  that  its  satisfied 
users  are  quite  as  enthusiastic  in  its  praise  as  are  its 
detractors  in  dispraise.    If  one  wishes  to  test  the  value 
of  mechanical  vibration  in  the  treatment  of  various 
ailments  no  better  guide  for  its  methods  and  indications 
can  be  found  than  that  written  by  Dr.  Snow.    For  lack 
of  experience  no  judgment  is  ventured  here.    G.  R.  B. 

A  Manual  of  Personal  Hygiene.  Proper  living  upon 
a  physiologic  basis.  By  American  authors.  Edited  by 
Walter  L.  Pyle,  A.M.,  M.D.  Second  Edition,  Revised 
and  Enlarged.  Phil.,  N.  Y.,  Lond.,  W.  B.  Saunders 
&  Co.,  1904.  iii-xiv,  3-441  pp.  8  vo.  Price:  Silk, 
$1-50. 

This  is  an  admirable  work.  It  is  written  simply, 
clearly,  and  with  wisdom.  It  is  exactly  the  sort  of  book 
that  the  physician  can  safely  commend  to  his  clientele'. 

G.  R.  B. 
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First  Aid  in  Illness  and  Injury  :  Comprised  in  a 
Series  of  Chapters  on  the  Human  Machine,  Its  Struc- 
ture, its  Implements  of  Repair,  and  the  Accidents  and 
Emergencies  to  which  it  is  Liable.  By  James  Evelyn 
Pilcher,  M.D.,  L.H.D.  Ninth  Edition  Revised.  N.  Y., 
C.  Scribner's  Sons,  1905.  Front.,  xiv  pp.,  11,  356  pp. 
16  mo.    Price  :  Leather,  $2.00. 

There  is  no  work  on  first  aid  that  is  better  known  or 
held  in  higher  esteem  than  that  by  Dr.  Pilcher.  It  is 
the  first  aid  text-book  of  the  Army  and  Navy,  and  each 
new  edition  finds  its  introduction  into  our  schools  and 
colleges  made  easy  by  its  predecessors.  It  is  based  upon 
the  assumption  that  the  importance  of  a  general  knowl- 
edge of  the  steps  to  be  taken  in  the  event  of  accident, 
in  order  to  prevent  serious  consequences,  is  everywhere 
recognized ;  and  it  proceeds  to  direct  the  reader  how 
best  to  conduct  himself  in  the  presence  of  such  condi- 
tions. In  this  book  the  subject  has  been  stripped  as  far 
as  possible  of  technicality;  subjects  requiring  medical 
experience  for  their  application  are  not  dwelt  upon, 
and  a  distinction  is  made  between  essential  points  and 
details,  the  important  facts  being  stated  in  large  type  and 
the  accessory  points  in  small  type. 

It  has  evidently  been  the  author's  aim  not  only  to 
produce  a  text-book  for  first  aid  classes,  but  also  to  pro- 
vide a  manual  for  quick  reference  in  emergencies. 

It  is  a  noteworthy  fact  that  a  strong  sentiment  is  de- 
veloping in  favor  of  first  aid  instruction  in  schools  and 
colleges.  Dr.  Pilcher's  book  founds  this  teaching  upon 
a  basis  of  anatomy  and  physiology.  It  is  preeminently 
the  best  work  upon  this  subject  yet  published,  and  is  the 
only  work  which  is  adapted  to  all  of  the  requirements  of 
military  instruction.  J.  P.  Warbasse. 

Manual  of  Operative  Surgery.  By  John  Fairbairn 
Binnie,  A.M.,  CM.  (Aberdeen).  Second  Edition,  Re- 
vised and  Enlarged.  Phil.,  P.  Blakiston's  Son  &  Co., 
1905.  x,  655  pp.  12  mo.  Price:  Flexible  Leather, 
$300. 

This  book  omits,  as  far  as  possible,  a  description  of 
the  ordinary  surgical  procedures  given  in  text-books  on 
general  surgery.  Thus  the  author  omits  such  subjects 
as  amputations  and  ligations  which  occupy  so  much 
space  in  books  on  surgical  treatment.  Such  portions  of 
genito-urinary  and  rectal  surgery  as  are  fully  treated  in 
the  common  text-books  on  those  subjects  are  passed 
over.  The  author  has  endeavored  to  be  practical,  and 
has  described  operations  as  they  appear  upon  the  living 
subject. 

Very  concisely  does  he  dispose  of  the  subject  of  bib- 
liography of  surgical  operations  by  referring  the  reader 
to  the  catalog  of  the  Surgeon-General's  Library. 

The  author  takes  up  consecutively  operations  upon  the 
head  and  neck,  thorax,  abdomen,  the  genito-urinary 
system,  the  extremities,  and  the  spine.  The  last  part 
of  the  book  is  given  to  such  special  subjects  as  acute 
abscess,  drainage,  the  nerves,  principles  of  plastic  sur- 
gery, and  ligatures  and  sutures. 

Dr.  Binnie  has  contributed  to  the  literature  of  sur- 
gery a  book  which  possesses  great  merit.  It  is  up-to- 
date,  eminently  practical,  and  well  illustrated. 

J.  P.  Warbasse. 

Malformations  of  the  Genital  Organs  of  Woman. 
By  Ch.  Debierre.  Translated  by  J.  Henry  C.  Simes, 
M.D.  Phil.,  P.  Blakiston's  Son  &  Co.,  1905.  xiv,  182 
pp.    8vo.    Price :   Cloth,  $1.50. 

The  reading  mater  in  this  little  volume  is  not  new. 
Nearly  every  gynecological  text-work  has  its  duplicate. 
With  the  exception  of  the  lay  tales  of  Bussy-Rabutin, 
all  the  anatomy  and  the  examples  of  teratology  which 
the  author  cites,  are  past  history.  The  book  fills  us  with 
stories  of  monsters,  and  as  we  read,  our  curiosity  is 
excited,  but  we  fail  to  discover  or  interpret  anything  of 
practical  or  scientific  interest  more  than  is  already  elu- 
cidated in  our  own  gynecological  reference  books. 

Clarence  R.  Hyde. 

Gynecology  Medical  and  Surgical  Outlines  for  Stu- 
dents and  Practitioners.  By  Henry  J.  Garrigues, 
A.M.,  M.D.  Phil.,  Lond.,  J  B.  Lippincott  Co.,  1905. 
11.,  vii-xxiii,  461  pp.    8vo.    Price :  Cloth,  $3.50. 


This  work  should  not  be  confounded  with  a  work  on 
similar  lines  written  by  the  same  author  some  years  ago. 
Dr.  Garrigues  devotes  most  of  his  attention  in  this  vol- 
ume to  medical  gynecology.  He  states  that  his  book  is 
particularly  for  medical  students  and  general  practition- 
ers. Therefore,  all  the  minor  gynecological  operations 
which  the  general  practitioner  is  likely  to  undertake  are 
described  in  detail.  It  makes  an  excellent  text-book,  as 
it  omits  the  detailed  description  of  major  operations 
which  is  of  so  little  use  to  medical  students.  Gyneco- 
logical treatment  is  accurately  described  and  the  student 
is  made  familiar  with  all  the  necessary  instruments,  di- 
agnostic aids  and  other  adjuncts  of  such  work.  The  ex- 
tremely low  price,  $3.00,  brings  this  work  within  reach 
of  every  medical  student  and  general  practitioner  desir- 
ing an  excellent  text-book.  Clarence  R.  Hyde. 

The  Diagnosis  of  Diseases  of  Women.  A  treatise  for 
students  and  practitioners.  By  Palmer  Findley,  B.S., 
M.D.  Second  edition,  revised  and  enlarged.  Phil., 
N.Y.,  Lea  Brothers  &  Co.,  1905.  xvii,  17-588  pp.,  1  1., 
25  ph,  34  col.  pi.    8vo.    Price :   Cloth,  $4.75. 

The  author  believes  a  thorough  knowledge  of  path- 
ology is  requisite  to  make  a  diagnosis.  Therefore,  par- 
ticular stress  is  placed  upon  microscopical  diagnoses, 
blood  and  bacteriological  examinations. 

There  is  so  little  new  of  late  in  the  gynecological 
field  that  every  new  text-book  seems  unnecessary.  But 
there  is  much  yet  which  we  do  not  know.  We  have  yet 
to  learn  what  is  the  phenomenon  of  menstruation,  the 
cause  of  many  ovarian  diseases,  especially  cystic  de- 
generation, the  origin  of  which  is  a  mooted  question, 
and  the  why  and  wherefore  of  tumors.  Gynecologists 
who  possess  a  profound  knowledge  of  pathology  in  all 
its  branches,  as  Dr.  Findley,  could  well  devote  their 
time  to  such  problems,  the  elucidation  of  which  may 
mean  a  radical  departure  in  gynecological  treatment, 
both  medical  and  surgical. 

The  author  has  written,  however,  a  most  interesting 
work,  which  is  intended  purely  for  advanced  students. 
The  chapter  on  chorioepithelioma  malignum,-  better 
known  as  deciduoma  malignum,  is  a  small  classic  by 
itself.  One  chapter  on  special  diagnosis,  that  of  uterine 
pregnancy,  seems  somewhat  out  of  place  in  a  book  de- 
voted especially  to  diseases  of  women. 

The  book  is  beautifully  illustrated  with  abundant 
drawings  and  photogravures,  also  many  colored  plates. 

Clarence  R.  Hyde. 

A  Text-Book  of  Obstetrics.  By  Adam  H  Wright. 
N.Y.,  D.  Appleton  &  Co.,  1905.  xvii,  591  pp.,  1  col. 
pi.    8vo.    Price:   Cloth,  $4.50. 

The  most  conspicuous  feature  of  Dr.  Wright's  ob- 
stetrics is  its  semi-popular  style  with  little  attempt  at 
scientific  precision.  While  it  is  doubtless  a  valuable 
aid  to  the  author  in  his  work  as  a  teacher  it  can  scarcely 
be  found  of  great  value  to  the  practitioner  as  an  author- 
itative treatise  on  the  subject-  So  far  as  they  go  its 
teachings  are  in  the  main  in  accordance  with  the  gen- 
erally accepted  views.'  Yet  brief  as  they  are  they  might 
have  been  presented  in  much  less  space. 

While  the  typography  is  excellent,  many  of  the  illus- 
trations are  poorly  executed  and  often  fail  in  their  pur- 
pose. This  is  especially  true  of  the  chapter  on  forceps 
delivery.  Through  inadvertence,  no  doubt,  some  of  the 
borrowed  illustrations  are  not  credited  to  their  original 
sources. 

The  usefulness  of  such  a  work  must  necessarily  be 
limited. 

Maternitas  :  A  Book  Concerning  the  Care  of  the 
Prospective  Mother  and  Her  Child.  By  Charles  E. 
Paddock,  M.D.  Chic.,,  C.  J.  Head  &  Co.,  1905.  189 
pp.    8vo.    Price:  Cloth,  $1,25. 

This  is  a  well-written  booklet  replete  with  good  ad- 
vice for  mothers.  Part  first  covers  the  period  of  preg- 
nancy, confinement  and  post-partal  convalescence.  Part 
second  treats  of  the  care  and  feeding  of  the  new  born 
child. 

The  busy  practitioner  will  find  the  book  useful  as  a 
safe  guide  to  be  placed  in  the  hands  of  prospective 
mothers. 
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MORE  RAPID  CORRECTION   OF   LATERAL  CURVA- 
TURE OF  THE  SPINE. 


BY  WALTER  TRUSLOW,  M.D. 

For  clinical  purposes,  scoliosis  or  lateral  curva- 
ture of  the  spine  may  be  divided  into  these  three 
groups  depending  upon  the  duration  and  sever- 
ity of  the  deformity : 

I.  Those  one-sided  body  leanings  and  spinal 
deviations  due  to  muscular  weakness  only  and 
such  as  can  be  corrected  voluntarily. 

II.  Those  in  which  structural  changes  are  pres- 
ent but  not  fixed.    (Fig.  I.) 

III.  Those  in  which  structural  deformities  are 
quite  fixed. 

The  treatment  of  lateral  curvature  will  vary 
with  the  degree  of  the  deformity,  but  we  may  lay 
down  the  principle  that  there  is  no  stage  in  the 
progress  of  the  condition  which  is  not  benefited 
by  systematic  general  exercise  and  special  muscu- 
lar training.  It  is,  however,  the  author's  belief 
that  this  muscular  training  may  be  aided  and  the 
treatment  period  materially  curtailed  by  intermit- 
ting with  the  use  of  correcting  plaster  of  Paris 
jackets  when  structural  changes  have  commenced. 
This  paper  describes  a  method  which  it  is  believed 
combines  comparative  comfort  to  the  patient  with 
efficiency. 

In  deformities  of  the  first  degree,  or  those  due 
to  muscular  weakness  only,  I  believe  that  exer- 
cise and  the  proper  establishment,  in  the  patient's 
daily  routine,  of  hygienic  living,  with  all  that  that 
implies,  are  alone  called  for.  From  the  first  sign 
of  habitual  body-lean  or  spinal  deviation  to  one 
side  more  than  the  other,  systematic,  persistent 
and  vigorous  physical  training  must  be  under- 
taken and  carried  out  for  a  number  of  months 
under  the  physician's  personal  care  and  then  for  a 
still  longer  period  at  some  well-established  gym- 
nasium, the  patient  coming  at  stated  intervals  to 
the  doctor  for  re-examination  and  suggestion. 

The  patient  should  undergo  such  treatment 
until  the  boy  or  girl  is  much  stronger  than  his 
average  fellow. 

With  those  patients  in  whom  structural  changes 
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have  commenced,  we  have  these  to  overcome,  as 
well  as  to  establish  the  muscular  tone.  Certain 
pullings  and  liftings  by  the  operator,  especially 
when  assisted  by  intelligent  effort  on  the  part  of 
the  patient,  tend  to  stretch  contracted  muscles  and 
ligaments.  Machines  also,  some  simple  and  some 
elaborate,  have  been  devised  to  overcome  resist- 
ance. They  are  used  perhaps  daily  or  every  other 
day  for  a  few  minutes  at  a  time.  If  persisted  in 
they  will  do  much.  However,  within  a  few  min- 
utes after  the  removal  of  this  outside  support, 
whether  that  supplied  by  the  operator  or  by  a 
machine,  the  patient  will  "slump"  back  into  the 
faulty  position.  Although  he  can  more  easily  pull 
himself  back  to  a  posture  approaching  the  sym- 
metrical one,  he  is  nevertheless  carrying  himself 
for  the  greater  part  of  his  waking  hours  either 
hanging,  as  it  were,  from  his  weakened  muscles 
and  ligaments  and  thereby  increasing  their  atonic 
stretching,  or  is  resting  unduly  on  the  sides  of  the 
bodies  of  the  vertebrae,  and  thus  making  them 
more  wedge-shaped,  or  both  of  these  conditions 
are  present. 

We  have  therefore  three  mechanical  factors  in 
this  second  class  of  lateral  curvature — factors 
which  are  constantly  operative,  and  which  tend 
rapidly  toward  the  third  class  in  which  the  fixa- 
tions are  much  more  permanent.    I  refer  to 

( i  )  the  muscular  and  ligamentous  contrac- 
tions on  the  one  hand, 

(2)  the  muscular  and  ligamentous  stretchings 
and  later  atonic  relaxations  on  the  other,  and 

(3)  the  beginning  wedge  formation  of  the 
bodies  of  the  supporting  vertebrae  and  interfibro- 
cartilage. 

In  congenital  club-foot,  we  encounter  ex- 
actly these  mechanical  factors.  Our  treatment 
by "  stretching  the  contracted  muscles  little  by 
little  and  holding  that  little  for  a  week  or  so  at  a 
time  in  plaster  of  Paris  dressings  until  finally 
we  have  over-corrected  the  faulty  position  and 
nature  has  readjusted  the  abnormal  structures,  is 
very  satisfactory  in  the  various  forms  of  talipes. 
Professor  Lorenz  has  shown  the  application 
of  the  principle  in  the  correction  of  congenital 
dislocation  of  the  hip. 

Why  do  we  not  apply  this  treatment  to  lateral 
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curvature  of  the  spine?  In  the  first  place  it  is 
much  more  difficult,  and  again  the  abuse  of  the 
plaster  jacket,  for  scoliosis  has  been  so  great  that 
we  naturally  incline  to  discard  it  altogether.  But 
in  this  I  believe  we  lose  a  valuable  corrective 
agent. 

When  the  elder  Sayre  applied  the  first  plaster 


Fig.  I.  a.  Typical  case,  with  right  dorsal  and  left  lumbar 
deviation  and  with  leaning  of  body  to  the  right,  b.  Adhesive 
plaster  tracings  of  the  vertebral  spines. 


jacket,  he  suspended  the  patient  vertically  from 
the  jury-mast  with  head  harness,  the  strain  com- 
ing upon  the  head  and  neck  and  the  arms.  Dr. 
Sayre  used  graphically  to  describe  his  anxious 
watching  for  untoward  cerebral  and  other  nerve 
symptoms  during  many  hours  of  that  first  day. 
Although  having  the  advantage  of  knowing  that 
this  method  has  been  successfully  used  thousands 
of  times  since,  I  wonder  if  we  did  not  experience 
a  little  of  that  anxiety  over  our  first  plaster 
jacket.  It  is  to  avoid  the  fright  and  real  discom- 
fort and  often  pain  and  to  obviate  the  consequent 
sense  of  hurry  on  the  part  of  the  operator,  as  well 
as  to  accomplish  greater  correction  of  the  deform- 
ity, that  the  horizontal  is  substituted  for  the  verti- 
cal position  while  applying  the  jacket.  This 
method  requires  more  paraphernalia  than  the 
older  one,  but  the  condition  to  be  corrected  is 
complicated  and,  1  believe,  deserves  the  greater 
preparation. 

A  gas-pipe  frame,  seven  feet  by  two  feet,  with 
a  fixed  smaller  frame,  two  feet  by  eighteen  inches, 
extending  at  right  angles  from  one  end,  is  laid 
horizontally  at  convenient  height  upon  two  car- 
penter's horses  ( Fig.  2 ) .  The  gas-pipe  bar  at 
the  end  of  the  large  frame  opposite  the  right- 
angled  extension,  has  six  or  eight  strong  pegs  on 
which  to  support  one  end  of  a  hammock,  and  is 
so  placed  in  the  joints  of  the  frame  that  it  can  re- 
volve. A  turn-screw  and  a  retention  pin,  at  one 
end,  make  this  rotating  bar  adjustable.  Along 
the  middle  of  the  large  frame  is  stretched  a  stout 
canvas  hammock,  six  or  eight  inches  wide,  accord- 


Fig.  II.    The  Frame,  with  hammock  and  long  webbing  bands  applied. 
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ing  to  the  size  of  the  patient,  one  end  to  pegs  on 
the  immovable  end  of  the  frame,  the  other  to 
pegs  on  the  rotating  end.  Two  pieces  of  stout 
webbing  bands  are  stretched  from  the  cross-bar 
of  the  right  angled  extension  to  the  revolving  bar 
of  the  large  frame.  These  pieces  of  webbing  are 
added  for  the  better  retraction  of  the  shoulders, 
and  are  separated  from  each  other  at  the  meas- 
ured distance  between  the  patient's  shoulder 
joints.  If  the  patient  is  heavy,  a  transverse  belt- 
ing is  stretched  between  the  sides  of  the  large 
frame,  underneath  the  long  canvas  hammock  and 
at  about  the  place  where  the  upper  third  of  the 
thighs  will  rest.  A  few  turns  of  the  revolving 
bar  will  make  the  canvas  and  the  webbing  tight 
and  the  adjusting  pin  will  hold  them  so. 

The  patient,  properly  prepared  with  stockinette 
shirting,  the  long  pieces  of  flannel  bandaging  for 
"scratchejr"  inserted  and  exposed  bony  points 
suitably  padded,  is  now  placed  prone  upon  the 
canvas  and  webbing  hammocks,  with  hands  tem- 
porarily grasping  the  extension  cross-bar.  There 
will  be  a  little  sag  in  both  hammocks,  but  they 
will  be  equalized  and  the  extra  height  of  the 
fixed  end  of  the  webbing  will  still  hold  the 
shoulders  back  (Fig.  3). 

The  longitudinal  and  lateral  correcting  forces 
are  applied  in  the  following  order  (Fig.  4)  : 
First,  a  rope  or  bandage  anchors  the  feet  to  the 
lower  bar.  Then  the  familiar  head-extension 
apparatus  with  ropes  and  pulleys  draws  head, 
neck  and  arms  (the  hands  now  resting  on  the 
cross-bar  of  this  apparatus)  gently  toward  the 
high  cross-bar  of  the  frame.  The  lateral  traction 
straps  are  now  applied.  If  we  are  dealing  with 
the  most  common  form  of  scoliosis,  namely,  a 
right  dorsal  and  left  lumbar  double  curve,  with 
general  sway  of  the  trunk  to  the  right  (Fig.  1), 
a  strong  strap  is  passed  around  the  pelvis,  just 
below  the  level  of  the  trochanters,  and  around  the 
long  bar  at  the  left  side  of  the  frame.  This  is 
made  simply  snug  and  it  will  act  as  counter-trac- 
tion to  the  strong  pull  which  is  to  be  made  on  the 
left  side  of  the  waist.  The  traction  band  for  this 
is  made  of  a  piece  of  strong  webbing  to  which 
has  been  sewed  a  broad  and  fairly  thick  pad  of 
piano  felting.  The  pad  is  placed  over  that  por- 
tion of  the  patient's  left  side  which  corresponds 
with  the  greatest  lower  deviation  of  the  spine.  A 
moderate  pull  is  made  on  this  webbing  to  draw 
the  lower  spine  toward  the  right,  and  the  ends  of 
the  band  are  secured  about  the  right  side  of  the 
frame.  It  may  now  be  found  that  enough  elonga- 
tion of  the  spine  has  occurred  to  make  it  possible 


to  take  in  a  little  slack  on  the  head-extension  ap- 
aratus.  A  similarly  padded  webbing  band  is  now 
applied  to  the  right  side  of  the  chest  a  little  below 
the  level  of  the  right  side  spinal  deviation  and 
pulled  and  tied  to  the  left  side  of  the  frame.  The 
pad  is  placed  just  below  the  situation  of  the  great- 
est right  side  deviation,  because  one  end  of  the 
traction  band  pulls  directly  sidewise  while  the 
other,  that  which  would  otherwise  press  upon  the 
breasts  of  an  adolescent  girl,  is  made  to  pass  di- 
agonally between  the  breasts  and  pulls  partly 
headward.  This  also  increases  the  longitudinal 
pull  advantageously.  Perhaps  another  taking  in 
of  slack  may  now  be  possible  at  the  head-pulling 
apparatus,  although  any  discomfort  here  is  un- 
necessary. One  should  avoid  too  great  correc- 
tion with  the  first  jacket,  or  the  stretched  muscles 
would  cause  the  patient  pain  afterward.  One 


Fig.  III.    Patient  in  position  with  traction  forces  applied  Seen 
from  above. 
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should  should  draw  on  the  lateral  traction  straps 
to  just  short  of  the  patient's  present  discomfort. 

The  patient  now  lies  in  comparative  comfort 
and  the  operator  may  with  deliberation  apply 
the  plaster  of  Paris  bandages.  As  one  wishes  to 
combine  the  greatest  strength  with  the  least  of 
weight  in  the  jacket,  the  material  for  the  band- 
ages should  be  of  the  best.  It  is  well  to  have 
ready  also  shoulder-retraction  straps,  fastened 
to  pieces  of  tin  in  such  a  way  that  the  latter  may 
be  incorporated  into  the  last  few  turns  of  the 
plaster,  one  under  and  just  back  of  each  arm- 
pit. A  similar  piece  of  tin,  supporting  webbing 
and  buckles  is  incorporated  at  the  back  of  the 
jacket.    (Fig.  5.) 

The  plaster  bandages  are  applied  snugly  to  the 


The  patient  now  lies  on  the  table  entirely  free 
from  the  frame  which  may  therefore  be  placed 
at  one  side. 

There  is  nothing  unusual  in  the  trimming  of 
the  plaster  jacket  except  that  the  use  of  shoulder- 
retracting  straps  makes  it  possible  to  hold  the 
shoulders  well  up  and  back,  and  yet  to  cut  out 
the  upper  front  of  the  jacket  to  about  the  level 
of  the  nipples  to  afford  fuller  chest  expansion. 
(Fig.  5-) 

When  the  jacket  has  firmly  set  the  patient 
stands  up  and  the  shoulders  are  drawn  well  back 
by  the  shoulder-retracting  straps,  which  are  then 
buckled.  If  the  tractions  have  been  properly  ap- 
plied, a  marked  improvement  will  be  observed  in 
the  carriage  of  the  trunk  in  relation  to  the  hips. 


patient's  figure  from  the  trochanters  to  the  arm- 
pits. The  encircling  rolls  include  the  canvas  and 
the  webbing  hammocks  and  those  portions  of  the 
traction  straps  and  pads  which  lie  close  to  the 
stockinette  covering  the  patient.  When  the  ends 
of  the  traction  straps  are  reached,  the  edges  of 
the  bandages  are  brought  close  to  and  then  passed 
by  them.  Care  is  taken  to  make  as  little  bulging 
here  as  possible.  When  the  plaster  has  nearly 
set,  the  ends  of  these  lateral  traetion  straps  are 
cut  away  close  to  the  jacket,  and  the  small  holes 
covered  by  a  turn  or  two  of  plaster  bandages. 

The  entire  frame,  including  the  prone-sus- 
pended patient,  may  now  be  lifted  from  the  sup- 
ports to  a  long  table.  The  head  and  foot  traction 
gears  arc  removed  and  the  canvas  and  webbing 
hammocks  drawn  from  beneath  the  plaster  jacket, 
the  lower  ends  of  each  having  been  first  freed 
from  the  frame  by  unwinding  the  revolving  bar. 


Especially  will  it  be  noted  that  the  slump  to  one 
side — usually  to  the  right — has  been  in  great 
measure,  overcome.  (Compare  Fig.  1  and  Fig. 
3.)  The  carriage  of  head  and  shoulders  also 
should  be  distinctly  better. 

The  physician  will  judge  his  patient  in  the 
matter,  but  it  is  usually  well  to  provide  for  the 
administration  of  some  form  of  anodyne  for  the 
first  night,  as  there  will  have  been  stretching  of 
muscles  which  may  cause  temporary  discomfort. 

If  this  jacket  has  set  evenly  and  strongly,  it 
may  be  worn  for  three  or  four  weeks,  especially 
if  the  patient  goes  through  some  daily  arm  and 
leg  and  breathing  exercises  to  keep  in  good  con- 
dition. Other  jackets  are  applied  in  the  same 
way.  In  changing  from  one  jacket  to  another 
the  patient  should  not  be  allowed  to  stand  or  even 
to  sit  up,  although  he  should  then  have  the  ad- 
vantage of  thorough  soap  and  water  and  alcohol 
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and  water  bathing.  At  each  succeeding  appli- 
cation of  plaster  of  Paris,  more  and  more  cor- 
rection is  sought  by  greater  tension  upon  the  trac- 
tion straps.  The  author  has  not  yet  used  more 
than  four  consecutive  plaster  jackets  on  a  given 
patient,  but  believes  that  he  could  get  greater 
correction  by  using  more  or  in  some  cases  by  in- 
termitting with  the  use  of  brace  and  exercises, 
returning  to  plaster  of  Paris  after  a  few 
months.  The  latter  procedure  is  often  of  distinct 
advantage  as  the  return  to  exercise  improves  the 
general  tone  of  the  patient,  just  as  the  cessation 
of  hard  exercise  and  temporary  rest  in  the  plas- 
ter of  Paris  jacket  has  frequently  been  observed 
to  benefit  the  general  condition. 

Just  before  applying  the  last  jacket,  meas- 
urements are  taken  for  the  brace,  for  there  must 
be  no  sudden  removal  of  the  support. 


Fig.  V.  The  jacket  applied,  a  Seen  from  the  side,  noting  the 
retraction  of  the  shoulders,  b.  Seen  from  behind,  noting  the 
incorporation  of  the  supports  for  shoulder  retraction  straps, 
c.  Seen  from  the  front,  noting  the  low  cut  to  allow  thoracic 
breathing. 


A  modification  of  the  Knight  special  brace, 
with  careful  attention  to  the  details  of  shoulder 
straps  and  of  laced  traction  bands,  has  been  found 


useful.  For  a  year  or  two,  at  least,  this  brace  or 
its  successors  should  be  used,  and  not  removed 
except  for  bathing  and  for  exercise. 

Too  much  emphasis  cannot  be  laid  upon  the 
importance  of  keeping  up  as  much  exercise  as 
possible,  while  wearing  the  plaster  jackets,  and, 
on  the  substitution  of  the  brace,  of  resuming  vig- 
orous gymnastics.  The  traction  pullings  and 
plaster  of  Paris  holdings  will  have  overcome 
structural  changes  to  just  such  an  extent  as,  in 
the  doctor's  judgment,  it  has  been  wise  to  go; 
but  weak  muscles  have  not  become  stronger,  al- 
though they  will  more  quickly  recover  their  tone 
because  of  the  rest,  and  they  must  be  developed. 

In  conclusion,  the  author  is  at  present  unable 
to  give  a  final  report  as  to  results  of  treatment, 
as  he  is  now  caring  for  eight  or  ten  patients  who 
are  at  various  stages  of  the  treatment,  no  one  of 
whom  he  considers  cured.  But  the  results,  so  far, 
have  been  so  satisfactory  in  causing  distinct  im- 
provement that  it  seems  worth  while  to  present 
the  method  now  in  the  hope  that  others  may  use 
and  improve  on  it.  The  corrections  gained  have 
remained  to  just  the  extent  that  the  patients  have 
been  willing  to  follow  up  the  vigorous  exercise. 

It  is  an  open  question  whether  or  not  it  is  ad- 
visable to  try  to  overcome  the  deformities  of  ex- 
treme scoliosis,  especially  when  there  seems  to  be 
evidence  that  ankylosis  between  vertebrae  has 
partly  compensated  for  the  loss  of  muscular  and 
ligamentoi's  support.*  The  development  of  the 
upper  chest  by  breathing  exercises  will  usually 
relieve  the  dyspnoea  of  these  conditions. 

summary  : 

1.  Systematic  physical  training  is  the  main 
therapeutic  agent  in  the  correction  of  lateral 
curvature  of  the  spine. 

2.  Structural  changes  cannot  be  overcome  by 
muscular  effort  alone. 

3.  Plaster  of  Paris  jackets,  applied  under  con- 
ditions of  progressive  longitudinal  and  lateral 
traction  and  frequently  renewed,  will  rapidly 
overcome  muscular  contraction,  and  are  advan- 
tageously employed  in  suitable  cases  of  moderate 
severity. 

4.  This  treatment  must  be  promptly  followed 
by  the  use  of  a  brace  and  vigorous  physical  train- 
ing. 

142  Clinton  Street. 

*  Since  writing  this  paper  the  author  finds  that  Lovett,  of 
Hoston,  has  used  and  reported  a  similar,  but  more  radical 
method  of  correcting  the  structural  deformities  of  lateral  curva- 
ture of  the  spine.  Dr.  Lovett  reports  considerable  improve- 
ment even  in  cases  of  fixej  deformity. 
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PERFORATION  OF  THE  GALL  BLADDER. 


BY  RUSSELL  S.  FOWLER,  M.D. 

Attending  Surgeon.  German  and  Methodist-Episcopal  Hospitals, 
Brooklyn-New  York. 

Perforatiox  OF  THE  GALL  BLADDER  MAY  FOL- 
LOW AX  INJURY  TO  THE  YTSCUS  DUE  TO  FORCE 
FROM  WITHOUT. 

Such  wounds  and  ruptures  ma}-  coexist  with 
lesions  of  the  hepatic  parenchyma,  and,  when 
these  latter  have  required  immediate  laparotomy, 
one  finds  in  the  abdomen,  mixed  with  blood,  a 
large  quantity  of  bile.  Generally  speaking  the 
abdomen  should  never  be  closed  in  traumatic  ab- 
dominal cases  without  a  thorough  examination 
of  the  inferior  surface  of  the  fiver. 

Trausmatisms  of  the  biliary  passages  alone 
have  rarely  been  subjected  to  immediate  inter- 
vention :  Ferrier  and  Auvray  quote  only  two 
cases  (Kehr  and  Dalton),  both  followed  by  rapid 
recovery.  The  first  was  a  wound  made  by  a  ball 
from  a  revolver.  Kehr  found  the  gall  bladder 
wounded  at  its  fundus  and  he  closed  the  aper- 
ture by  a  double  row  of  sutures.  The  patient  of 
Dalton's  had  received  a  stab  wound.  The  intes- 
tines were  prolapsed  through  the  abdominal 
wound.  The  gall  bladder  was  perforated  near 
the  fundus,  the  aperture  being  2  cm.  in  diameter. 
This  was  sutured,  and  an  iodoform  gauze  drain- 
age used.  On  the  second  day  thet  gauze  was 
removed.  The  wound  united  without  leakage  of 
bile. 

Perforatioxs  are  more  commoxly  due  to 
ax  ulcer  of  the  mucous  membraxe  which 
fixally  attacks  the  extire  thickxess  of 
the  gall  bladder  wall.  Such  an  ulcer  is  due 
to  traumatism  inflicted  by  a  gall  stone  or  to 
pressure  from  an  empyema  of  the  gall  bladder. 
The  ulcer  may  be  an  acute  affair  but  is  more 
likely  to  have  been  present  for  some  time.  The 
size  of  the  perforation  varies  from  a  pin  hole  to 
a  quarter  of  an  inch  in  diameter.  Larger  per- 
forations have  been  met  with  but  are  rare.  A 
very  small  perforation  and  slow  leakage  is  the 
rule.  The  clinical  course  pursued  is  well  exem- 
plified in  the  following  cases  in  which  I  made  a 
diagnosis  of  peritonitis,  but  operation  was  re- 
fused: 

R.  (B.  H.,  No.  1888),  male,  aged  60.  Two 


years  before  the  present  attack  there  had  oc- 
curred severe  cramping,  colicky,  abdominal  pains, 
with  nausea  and  vomiting.  These  lasted  some 
days  and  were  thought  to  be  due  to  over-indul- 
gence in  clam  chowder  and  buttermilk.  He  re- 
covered completely  and  had  no  further  trouble 
until  October  1,  1898.  Shortly  after  a  supper  of 
cucumbers,  chops  and  beer  he  experienced  a 
severe  pain  in  the  epigastrium.  He  vomited,  but 
this  did  not  relieve  the  pain,  which  was  so  severe 
that  he  could  neither  eat  nor  sleep.  There  was 
occasional  vomiting  of  bile.  There  was  neither 
passage  of  feces  nor  gas.  These  symptoms  con- 
tinued for  three  days  when  he  was  brought  to 
the  hospital.  Examination  showed  the  abdomen 
somewhat  but  not  markedly  distended.  The  recti- 
muscles  were  not  markedly  rigid,  but  the  entire 
abdominal  wall  showed  some  tension.  There 
was  diffuse  tenderness,  more  marked  on  the  right 
side  to  the  outer  side  of  the  caput  coli.  The  pa- 
tient was  suffering  moderate  pain.  The  face  was 
anxious :  the  skin  damp  and  clammy.  Tempera- 
ture 99.2 :  F.,  pulse  125,  respirations  37.  A 
diagnosis  of  perforative  peritonitis  was  made, 
but  operation  was  refused.  A  few  hours  after 
admission  the  temperature  became  subnormal. 
Twenty-four  hours  later  he  died.  An  autopsy 
showed  the  peritoneal  cavity  filled  with  bile, 
slight  adhesion,  and  evidence  of  diffuse  perito- 
nitis. There  was  a  small  ulcer  near  the  neck  of 
the  gall  bladder.  This  ulcer  had  an  indurated 
margin,  and  in  its  floor  was  found  a  small  per- 
foration about  one-eighth  of  an  inch  in  diameter. 
There  were  three  small  hard  stones  in  the  gall 
bladder. 

Rupture  of  the  gall  bladder  occurrixg  as 
a  result  of  injury  to  a  gall  bladder  xot  the 
seat  of  disease  is  xot  as  fatal  as  rupture 
occurrixg  as  a  result  of  en  jury  in  a  diseased 
gall  bladder.  This  view  is  supported  by  the 
case  of  a  child  aged  six  years  (M.  E.  H,  No. 
1406),*  who,  four  weeks  before  admission,  was 
run  over  by  a  light  wagon,  the  wheels  passing 
diagonally  over  the  body  across  the  right  hypo- 
chondriac and  left  inguinal  regions.  This  was 
followed  by  an  acute  peritonitis,  more  marked 
in  the  right  hypochondrium.  After  ten  days 
the  peritonitis  began  to  subside  and  coincident- 
ally  there  appeared  a  tumor  in  the  right  hypo- 
chrondrium.  Fever  was  absent,  loss  of  appetite 
continued,  the  stools  were  very  light  in  color, 
there  was  considerable  distension  with  gas  and 


"Read  in  part  before  the  Verein  Dentscher  iEnte  von 
Brooklyn.  March  17.  1904. 


*  I  am  permitted  to  report  this  case  and  case  M.  E.  H.  No  1055 
through  the  courtesy  of  Dr.  Lewis  S.  Pitcher  under  whose  care 
the  case  -was. 
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continued  and  rapid  loss  of  flesh  and  strength. 
On  admission  to  the  hospital  the  abdomen  was 
greatly  distended,  there  was  tenderness  over  the 
right  hypochondrium  and  a  distinct  tumor  could 
be  felt  there.  Aspirations  of  this  tumor  resulted 
in  tbe  withdrawal  of  71  ounces  of  bile.  Urinary 
examination  showed  the  presence  of  bile.  Nine 
days  later  the  abdomen  was  as  large  as  before 
and  59  ounces  of  bile  were  withdrawn  by  aspira- 
tion. Feb.  bovis  gr.  v,  t.i.d.  was  given.  There 
was  some  gain  in  flesh  and  strength  but  the  ab- 
domen again  became  distended.  The  stools  were 
somewhat  darker  in  color.  The  appetite  became 
excessive.  A  third  aspiration  was  done  and  90 
ounces  of  pure  bile  were  withdrawn.  After  this 
there  was  a  rapid  re-accumulation  of  bile  in  the 
sac  and  it  was  thought  that  the  filled  sac  occluded 
the  common  bile  duct  by  pressure  when  a  cer- 
tain tension  had  been  reached. 

Therefore  an  incision  was  made  at  the  site  of 
the  previous  aspirations.  Following  this  there 
was  a  constant  discharge  of  large  quantities  of 
bile.  The  stools  remained  light  colored.  The 
child's  temperament  changed  from  peevishness 
to  good  nature.  About  three  weeks  following 
the  incision  the  stools  became  darker  in  color  and 
the  discharge  of  bile  through  the  fistula  lessened. 
Two  weeks  later  the  fistula  had  closed,  the  stools 
were  normal  in  color,  and  the  patient  had  gained 
greatly  in  weight.  This  case  proves  that  the 
peritoneum  will  tolerate  the  presence  of  a  large 
amount  of  pure  bile,  i  e.,  bile  not  contaminated 
with  bacteria ;  that  the  peritoneum  will  absorb  a 
certain  amount  of  bile,  as  shown  by  its  presence 
in  the  urine ;  that  even  a  larger  amount  of  bile 
thrown  into  the  peritoneal  cavity  while  free  at 
first  will  in  time  become  encysted. 

Contrast  this  history  with  that  of  a  perforat- 
ing ulcer  in  a  gall  bladder,  containing  calculi. 
A  male  76  years  of  age  (B.  H.,  8257)  gave  a 
history  of  abdominal  distress  with  jaundice  two 
months  before  the  present  sickness.  Two  days 
before  admission  to  the  hospital  he  was  seized 
with  severe  colicky  pain  in  the  abdomen  princi- 
pally on  the  right  side.  This  pain  had  become 
constant.  He  vomited  once.  He  had  one 
constipated  movement.  On  examination  there 
was  slight  distension,  slight  rigidity  in  the  right 
upper  quadrant  of  the  abdomen,  tenderness  over 
the  same  area.  The  bowels  could  not  be  moved 
by  enemata.  Shortly  after  admission  he  vomited 
some  coffee  ground  material.  Temperature 
99. 3°,  pulse  122,  respirations  32.  The  ice  coil 
somewhat  relieved  his  pain.  There  evidently  was 
a  paralysis  of  peristalsis  due  to  a  perforative 


peritonitis.  Owing  to  the  lack  of  intensity  of  the 
symptoms  perforation  of  the  bowel  could  be  ex- 
cluded. The  symptoms  pointed  to  a  perforation 
of  the  gall  bladder  or  ducts,  and  a  small  perfora- 
tion at  that.  Operation  (by  Dr.  George  R.  Fow- 
ler) disclosed  a  pin-hole  perforation  of  the  gall 
bladder.  The  peritoneum  was  coated  here  and 
there  with  lymph  and  bile  was  found  in  all  parts 
of  the  cavity,  but  not  in  any  great  amount.  A 
piece  of  the  gall  bladder  containing  the  perfora- 
tion was  excised.  Three  stones  were  removed, 
two  from  the  gall  bladder  and  one  from  the 
common  duct.  A  rubber  drainage  tube  was  in- 
serted into  the  gall  bladder.  The  peritoneal 
cavity  was  washed  out  and  drained.  The  patient 
recovered  well  from  the  operation,  the  bowels 
moved  and  he  partook  of  some  nourishment  and 
progressed  favorably  for  two  days.  On  the 
third  day  his  breathing  became  very  oppressed 
and  his  pulse  almost  imperceptible.  In  spite  of 
stimulation  he  failed  to  rally  and  died  at  the  end 
of  the  third  day. 

The  first  marked  symptom  of  gall  bladder 
disease  may  be  perforation  and  consequent 
peritonitis. 

A  man  aged  56  years  (M.  E.  H.  2755)  had 
suffered  with  vague  abdominal  pains  with  ma- 
laise for  several  days.  Vomiting,  distension,  con- 
stipation, and  great  tenderness  in  the  region  of 
the  liver  developed.  The  peritoneal  cavity  was 
entered  through  *a  right  rectus  incision  (operator, 
Dr.  George  R.  Fowler)  and  a  large  amount  of 
what  seemed  to  be  pure  bile  found  free  in  the 
peritoneal  cavity.  There  was  an  opening  of  a 
considerable  size  in  the  gall  bladder.  This  was 
sutured,  the  peritoneal  cavity  washed  out  and  the 
abdominal  wound  closed.  The  patient  did  not 
rally  and  died  in  eight  hours.  There  was  no 
autopsy. 

A  similar  case  occurred  at  the  German  Hos- 
pital (G.  H.  No.  2027)  (Operator,  Russell  S. 
Fowler).  A.  R.,  male,  aged  35.  Had  never  had 
any  sickness  until  four  days  before  admission, 
when  he  was  seized  with  severe  pain  in  the  right 
side,  radiating  to  the  right  shoulder.  The  bowels 
failed  to  move,  and  he  vomited  several  times  on 
the  second  and  third  day.  On  the  morning  of 
admission  the  pain  suddenly  disappeared  and  he 
remained  fairly  comfortable  for  several  hours, 
when  diffuse  pains  over  the  abdomen  developed. 
Examination  showed  a  rigid  and  tender  abdomen 
with  the  tenderness  most  marked  in  the  right 
iliac  fossa.  Attention  is  called  to  the  fact  that  in 
several  cases  reported  in  this  paper  the  greatest 
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tenderness  was  developed  in  the  region  of  the 
caput  coli.  Temperature  104.4  F->  pulse  120, 
respirations  28.  A  diagnosis  of  perforation  of  the 
gall  bladder  was  made.  Laparotomy  disclosed 
a  large  amount  of  bile-stained  fluid  in  the  peri- 
toneal cavity.  There  was  a  large  ragged  per- 
foration in  the  gall  bladder.  The  gall  bladder 
was  thickened  and  contracted  and  very  adherent 
to  the  liver.  It  contained  one  round  rough  stone 
about  an  inch  in  circumference.  The  abdominal 
cavity  was  washed  out,  the  gall  bladder  drained 
with  a  rubber  tube  and  gauze  was  packed  around 
the  tube.  The  patient  failed  to  rally  and  died 
two  hours  later. 

A  third  somewhat  similar  case  is  as  follows : 
E.  K.,  female,  aged  46  (G.  H.  No.  2924)  (oper- 
ator, Russell  S.  Fowler)  was  well  until  three 
weeks  before  admission,  when  she  was  seized 
with  sudden  pain  over  the  entire  abdomen,  ac- 
companied with  vomiting.  The  vomiting  was 
continuous,  and  she  became  much  emaciated. 
The  bowels  were  constipated  until  ten  days  be- 
fore admission,  when  she  had  diarrhea.  On 
admission,  abdomen  somewhat  distended,  not 
markedly  rigid,  diffusely  tender.  Temperature 
102.60  F.,  pulse  148,  respirations  40.  A  diag- 
nosis of  perforation  of  the  gall  bladder  was  made. 
Laparotomy  disclosed  free  bile  strained  fluid  in 
the  peritoneal  cavity.  The  gall  bladder  was 
atrophied  and  its  walls  much  thickened.  It  was 
covered  with  plastic  exudate,  but  there  were  no 
adhesions.  There  was  a  perforation  near  the 
fundus  and  a  small  gall  stone  was  lodged  in  the 
opening.  This  was  removed,  as  well  as  a  larger 
stone  in  the  gall  bladder  and  a  second  small  stone 
in  a  diverticulum  of  the  gall  bladder.  There  were 
several  smaller  stones  in  the  gall  bladder.  The 
cystic  duct  was  tied  off  with  braided  catgut  and 
the  gall  bladder  cut  away  with  the  thermo- 
cautery. The  wound  was  packed  and  drained 
with  iodoform  gauze  led  out  through  the  upper 
wound  angle.  The  case  developed  a  septic  pneu- 
monia and  died  three  days  following  operation. 

Before  perforation  occurs  the  gall  blad- 
der MAY  BECOME  ADHERENT  TO  THE  ABDOMINAL 
WALL,  AS  WELL  AS  TO  THE  SURROUNDING  STRUC- 
TURES. THE  PERFORATION  MAY  BE  SO  WELL 
WALLED  OFF  THAT  ONLY  A  SLIGHT  LEAKAGE  OC- 
CURS AND  THE  GENERAL  PERITONEAL  CAVITY  BE 
NOT  INVADED.  INFECTION  TAKES  PLACE  AND  AN 
ABSCESS  FORMS  WHICH  HAS  A  TENDENCY  TO 
POINT  IN  THE  ABDOMINAL  WALL. 

The  following  history  shows  this  clearly.  (M. 
E.  Hospital,  No.  515)  (operator,  Dr.  George  R. 


Fowler).  The  patient  was  a  female,  aged  42 
years.  No  history  of  biliary  colic.  Complained 
of  dull  pain  in  back  and  below  the  free  border  of 
ribs  on  the  right  side.  There  was  found  an  ab- 
cess  of  the  abdominal  wall  over  the  site  of  the 
gall  bladder.  On  incision,  there  escaped  a  small 
quantity  of  pus  and  several  gall  stones.  More 
stones  escaped  subsequently,  making  eleven  in 
all.  The  abscess  was  entirely  extra  peritoneal. 
Finally  the  cavity  was  dissected  out,  and  com- 
plete healing  ensued.  No  connection  could  be 
established  at  the  time  of  the  operation  between 
the  gall  bladder  and  the  abscess  cavity,  though 
such  a  connection  must  have  existed  at  some  pre- 
vious time.  This  case  also  teaches  us  that  it  is 
possible  for  a  gall  bladder  to  perforate,  to  dis- 
charge a  part  if  not  all  of  its  contained  gall  stones 
into  an  abscess  cavity  caused  by  the  escape  of  in- 
fection material  from  the  gall  bladder,  and  then 
for  the  opening  in  the  gall  bladder  to  heal. 

A  somewhat  similar  case  (M.  E.  H.,  No.  1,055) 
(operator,  Dr.  Lewis  S.  Pilcher)was  one  in  which 
four  months  before  admission  to  the  hospital  the 
patient,  a  male  of  forty-two  years,  had  an  abscess 
overlying  the  gall  bladder.  This  had  been  evacu- 
ated and  resulted  in  a  sinus  in,  but  not  through, 
the  abdominal  wall.  Preceding  the  abscess  there 
had  been  symptoms  of  hepatic  disturbances  for 
about  one  year.  All  these  symptoms  subsided 
previous  to  the  formation  of  the  abscess.  The 
sinus  was  curetted  and  healing  resulted.  Xo 
stones  had  been  passed  through  the  sinus. 

Perforation  of  the  gall  bladder  may  oc- 
cur, DUE  TO  ULCERATION,  FOLLOWING  EMPYEMA 
OF  THE  GALL  BLADDER.  THIS  MAY  RESULT  IN 
ABSCESS  IN  THE  NEIGHBORHOOD  OF  THE  GALL  BLAD- 
DER, WITH  SECONDARY  ABSCESS  IN  THE  ABDOMINAL 
WALL.    THE  OPENING  IN  THE  GALL  BLADDER  MAY 

persist.  There  may  be  no  stone  present.  In 
the  case  of  a  female,  66  years  old  (M.  E.  H., 
No.  7,008)  (operator,  Dr.  George  R.  Fowler) 
there  was  a  history  of  stomach  disturbance  eight 
months  before  entering  the  hospital.  Some  time 
before  admission  a  mass  in  the  right  iliac  region 
was  noted.  This  had  become  painful  and  tender. 
There  was  a  loss  of  flesh  and  strength.  The  mass 
in  the  right  iliac  region  was  opened  and  con- 
siderable pus  evacuated.  The  interior  was  found 
to  communicate  with  a  second  abscess  cavity  be- 
tween the  cecum  and  the  lateral  abdominal  wall. 
Free  drainage  was  established.  Examination  of 
the  discharge  disclosed  the  presence  of  bile.  At 
a  second  operation  the  sinus  tract  was  dissected 
out.   It  was  found  to  have  its  origin  at  the  fundus 
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of  the  gall  bladder  with  the  interior  of  which  it 
communicated.  The  sinus  tract  was  removed 
and  the  opening'  in  the  gall  bladder  closed  with 
Lembert  sutures.  Recovery  was  prompt  and  un- 
complicated. 

Perforation  of  the  gall  bladder  into  the 
colon.  The  gall  bladder  may  become  ad- 
herent to  the  colon.  Perforation  into  the 
colon  may  occur  at  the  adherent  point.  a 
female,  aged  60  (German  Hospital,  No.  5,829) 
(operator.  Dr.  Russell  S.  Fowler),  gave  a  history 
of  pain  and  discomfort  in  the  upper  part  of  the 
abdomen  for  three  years.  There  were  occasional 
attacks  of  nausea.  Three  weeks  before  admission 
she  had  an  attack  of  very  sharp  pain  in  the  right 
side  just  below  the  free  border  of  the  ribs.  This 
was  accompanied  with  nausea  and  vomiting. 
She  became  jaundiced  and  had  a  great  deal  of 
itching  of  the  skin.  She  had  had  attacks  of  this 
character  before,  but  never  so  severe.  When  I 
saw  her  first  she  was  somewhat  jaundiced,  con- 
junctivas yellow.  There  was  slight  fever.  She 
appeared  well  nourished.  There  was  pain  and 
tenderness  in  the  region  of  the  gall  bladder  and 
slight  muscular  rigidity.  There  was  no  enlarge- 
ment of  the  liver  or  gall  bladder.  Slight  fever. 
Dr.  Wuest,  who  had  watched  her  for  several 
days  and  through  whose  courtesy  I  was  called  in, 
told  me  that  the  jaundice  had  been  less  for  the 
past  few  days  and  that  bile  was  now  appearing  in 
the  stools.  She  had  a  leucocytosis  of  23,000, 
80  per  cent  polynuclear.  A  provisional  diagnosis 
was  made  of  a  gall  stone  in  the  common  duct, 
which  had  probably  passed.  The  leucocytosis,  of 
course,  pointed  to  a  suppurative  inflammation  of 
the  wall  of  the  gall  bladder  itself.  The  next  day 
the  pain  becoming  more  severe  it  was  decided 
to  operate  at  once.  Operation  disclosed  the  gall 
bladder  surrounded  by  a  mass  of  adhesions. 
These  were  separated  and  a  recent  opening  into 
the  colon  and  into  the  gall  bladder  disclosed. 
There  was  a  stone  lodged  in  the  gall  bladder 
opening.  The  mucous  membrane  of  the  colon 
had  not  yet  been  perforated.  The  greater  part 
of  the  gall  bladder  was  removed.  It  contained 
five  medium-sized  stones.  The  cut  edges  of  the 
gall  bladder  and  the  mucous  lining  of  the  stump 
were  touched  with  the  thermo-cautery,  also  the 
bleeding  surface  of  the  liver.  The  opening  in 
the  colon  was  closed  by  two  purse-string  sutures 
and  a  piece  of  omentum  sewed  over  to  reinforce 
the  purse  strings.    A  rubber  tube  was  placed  in 


the  cystic  duct  and  held  in  place  with  three 
chromic  gut  sutures.  Gauze  was  packed  against 
the  raw  surface  of  the  liver.  Except  at  the  up- 
per part  where  the  tube  and  gauze  emerged,  the 
wound  was  closed  with  sutures  of  silk-worm  gut. 
The  patient  reacted  poorly.  There  was  consid- 
erable oozing  from  the  wound  for  the  first  48 
hours.  There  was  a  plentiful  flow  of  bile  from 
the  tube.  On  the  fifth  day  the  pulse  became  very 
weak  and  twenty-four  hours  later  the  patient  died 
from  what  appeared  to  be  a  gradual  wearing  out 
of  the  heart  muscle.  She  had  no  fever  at  any 
time  after  the  operation  nor  any  symptom  of  in- 
fection.   An  autopsy  was  not  allowed. 

Cholecystitis  with  adhesion  to  the  du- 
odenum AND  SUBSEQUENT  PERFORATION  INTO  THE 
DUODENUM. 

J.  De  B.,  male,  47  years  of  age  (B.  PI.  No. 
734)  (operator,  Dr.  George  R.  Fowler),  was  ad- 
mitted May  14,  1897.  As  long  as  he  could  re- 
member he  had  suffered  from  indigestion  and 
constipation.  Two  months  before  admission  he 
was  seized  with  sudden  cramping  pains  in  the 
region  of  the  gall  bladder.  These  recurred  at  in- 
tervals for  six  weeks  when  they  subsided  some- 
what. The  feces  were  normal  in  color  and  he 
was  not  jaundiced.  On  admission,  temperature 
normal,  pulse  100,  respiration  25  ;  no  jaundice  ; 
had  cramp-like  pains  in  lower  abdominal  region, 
also  tenderness  greatest  over  McBurny's  point ; 
abdominal  muscles  on  right  side  tense.  He  was 
kept  under  observation  for  five  days,  during  which 
time  he  ran  an  irregular  temperature,  highest  101 
F.  On  the  sixth  day  he  was  operated  upon  and 
the  following  condition  disclosed.  The  colon  and 
omentum  were  adherent  to  the  stomach  and  gall 
bladder.  When  the  adhesions  were  separated  it 
was  found  that  there  was  a  communication  be- 
tween neck  of  the  gad  bladder  and  the  duodenum 
at  a  point  three  inches  from  the  pylorus.  This 
communicating  tract  was  partly  laid  open  in 
separating  the  adherent  colon,  and  it  became  nec- 
essary to  close  the  opening  in  the  duodenum  and 
the  gall  bladder.  This  was  done  with  Lembert 
sutures.  There  was  considerable  oozing.  There 
were  some  enlarged  retro-peritoneal  glands.  One 
of  these  was  removed  and  was  found  to  be  in 
the  condition  of  cheesy  degeneration.  The  bile 
duct  was  normal,  the  gall  bladder  itself  enlarged 
and  thickened.  The  wound  was  packed  and 
drained.  The  patient  did  not  react  from  the 
shock  of  the  operation  and  died  in  a  few  hours. 
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The  gall  bladder  may  perforate  into  the 
small  intestine,  a  large  stone  may  escape, 
the  adhesions  between  the  gall  bladder  and 
intestine  may  stretch  and  atrophy  so  that 
very  little  trace  of  the  former  inflamma- 
tory adhesions  remain.  the  stone  so  passed 
may  remain  in  the  small  intestine  and 
later  cause  intestinal  obstruction. 

L.  D.,  female,  aged  54  (G.  H.  No.  2483) 
(operator,  Russell  S.  Fowler),  gave  a  history  of 
acute  cramp-like  pains  in  the  upper  abdomen 
some  thirty  years  before.  She  was  sick  for  about 
a  week  at  that  time.  Never  sick  since  until  the 
present  illness  which  began  one  week  before  ad- 
mission. The  bowels  had  not  moved  during  this 
time,  and  she  vomited  at  first  bile,  later,  the  con- 
tents of  the  small  intestine.  On  admission  she 
was  much  distended ;  temperature  99,  pulse  95, 
respirations  24.  The  pulse  was  of  poor  quality. 
There  was  a  fecal  vomiting.  Median  laparotomy 
disclosed  a  gall  stone  impacted  in  the  lower  ilium. 
The  gut  was  incised  and  the  stone  removed.  The 
stone,  oblong  in  shape,  measured  in  its  largest 
circumference  4^  inches,  in  its  smallest  3^4 
inches.  The  opening  in  the  gut  was  closed  with 
Lembert  sutures.  An  examination  of  the  gall 
bladder  showed  only  some  fine  adhesions  to  the 
duodenum.  The  patient  failed  to  rally  and  death 
occurred  twenty  hours  after  the  operation. 

Suppurative  cholecystitis  with  gangrene 
of  the  gall  bladder  and  impending  perfora- 
TION. 

It  sometimes  happens  that  operation  is  done 
just  as  the  gall  bladder  is  about  to  perforate.  Fe- 
male, aged  31  (G.  H.,  No.  5606)  (operator,  Rus- 
sell S.  Fowler),  previous  history  negative,  except 
for  a  few  days  of  slight  discomfort  in  the  region  of 
the  gall  bladder  three  months  before  the  present 
illness.  On  August  25,  1904,  the  case  was  seen 
in  consultation  with  Dr.  Moss.  Six  days  before 
the  patient  had  been  seized  with  severe  cramping 
abdominal  pains.  This  pain  had  grown  pro- 
giessively  worse.  Temperature  ioo°,  F.  to  1030, 
pulse  110  to  130,  and  several  severe  chills  in  the 
last  24  hours  had  marked  the  course  of  the  dis- 
ease. Examination  showed  extreme  tenderness 
over  the  liver  and  gall  bladder,  rigidity  of  the 
upper  portion  of  the  right  rectus.  The  patient 
had  a  profoundly  septic  look  and  was  quite  apa- 
thetic. There  was  no  jaundice.  Liver  dullness 
increased.  Some  tympanites.  Diffuse  abdominal 
tenderness.  A  diagnosis  was  made  of  stone  in 
the  cystic  duct  with  empyema  of  the  gall  bladder 


and  beginning  necrosis  of  the  gall  bladder  wall. 
A  high  leucocyte  count  further  strengthened  the 
diagnosis.  The  patient  was  removed  to  the  Ger- 
man Hospital  and  immediate  laparotomy  per- 
formed. The  operation  findings  were  those  of 
the  clinical  diagnosis.  The  gall  bladder  con- 
tained five  ounces  of  pus.  In  the  cystic  duct  was 
one  small  rough  stone  (}i  inch  by  Yi  inch  wide). 
Other  ducts  normal.  The  gall  bladder  was  soft, 
friable  and  neurotic  at  the  fundus.  There  were 
numerous  recent  adhesions. 

Except  for  its  attachment  to  the  liver  the  gall 
bladder  was  easily  removed.  Hemorrhage  from 
the  congested  liver  was  checked  by  the  thermo- 
cautery. On  account  of  the  softened  condition  of 
the  cystic  duct  no  ligature  was  placed  thereon. 
A  Miculicz  drain  was  packed  against  the  stump 
of  the  cystic  duct  and  the  raw  surface  of  the 
liver.  Except  for  the  emergence  of  this  drain 
the  wound  was  closed  with  crossed  silk-worm 
gut  sutures.  The  drain  was  removed  on  the 
third  day.  The  wound  healed  in  three  weeks. 
There  was  no  leakage  of  bile  at  any  time.  Con- 
dition 7  months  after  operation :  A  broad  scar  at 
site  of  operation ;  slight  tenderness  on  deep  pres- 
sure due  to  adhesion  to  the  colon.  General 
health  excellent. 

A  similar  case,  though  not  so  fortunate  in  its 
final  result  was  P.  F.,  female,  aged  60  (G.  H., 
No.  5,527)  (operator,  Russell  S.  Fowler).  Nine 
years  before,  patient  noticed  a  swelling  in  the 
region  of  the  gall  bladder.  This  gradually  in- 
creased in  size,  but  caused  no>  inconvenience  until 
five  days  before  admission,  when  severe  pains 
began.  This  was  accompanied  by  vomiting  of 
bile.  Examination  showed  a  gall  bladder  en- 
larged to  the  size  of  two  fists  and  exquisitely 
tender.  Pulse,  temperature  and  respirations  nor- 
mal. Laparotomy  disclosed  a  gall  bladder  on  the 
point  of  perforation.  There  were  no  adhesions 
and  the  gangrene  at  the  gall  bladder  apex  was 
solely  due  to  the  extreme  distension  of  the  viscus. 
There  was  also  an  area  of  impending  gangrene 
near  the  neck  of  the  gall  bladder.  The  gall 
bladder  was  fastened  to  the  peritoneum  and 
opened.  A  large  quantity  of  muco-purulent  ma- 
terial escaped.  A  small  gall  stone  was  removed 
from  the  cystic  duct.  The  gall  bladder  was 
packed  with  iodoform  gauze.  The  patient  did 
well,  and  on  the  tenth  day  following  the  gall 
bladder  was  removed.  For  two  days  after  the 
second  operation  everything  was  normal,  but  at 
the  end  of  the  second  day  pneumonia  intervened, 
and  two  days  later  the  patient  died. 
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Suppurative  cholecystitis,  gangrene  of 
the  gall  bladder  perforation. 

as  a  result  of  suppurative  cholecystitis 
a  gangrenous  process  may  involve  the  en- 
tire mucous  membrane  of  the  gall  bladder, 
while  the  fibrous  structures  are  involved 
in  the  gangrenous  process  at  one  point 

ONLY.  At  THIS  POINT  PERFORATION  MAY 
OCCUR. 

E.  H.  (B.  H.,  No.  9374),  female,  aged  62;  had 
suffered  for  years  from  attacks  of  severe  epi- 
gastric pain,  accompanied  by  nausea  and  vomit- 
ing. Never  any  jaundice  or  clay  colored  stools. 
Six  days  before  admission  she  was  suddenly 
seized  with  a  particularly  severe  attack  of  epi- 
gastric pain  accompanied  by  vomiting.  The  pain 
and  vomiting  persisted  and  increased  in  severity 
up  to  the  time  of  admission  to  the  hospital. 
There  had  been  an  irregular  temperature.  Ex- 
amination showed  slight  distension,  rigidity  of 
both  recti,  more  especially  the  right.  Slight  gen- 
eral abdominal  tenderness.  More  marked  ten- 
derness in  the  right  hypochondrium.  No 
tumor  could  be  made  out.  Marked  leucocytosis. 
A  diagnosis  was  made  of  impending  perforation 
of  the  gall  bladder  with  slight  leakage.  Opera- 
tion (operator.  Dr.  Russell  S.  Fowler)  showed  a 
perforation  of  the  gall  bladder  just  below  the 
fundus..  There  were  but  slight  adhesions.  In  and 
around  the  gall  bladder  were  some  five  ounces  of 
very  offensive  pus.  The  gall  bladder  also  con- 
tained one-half  ounce  of  soft  cholestrin  material. 
The  mucous  membrane  was  gangrenous.  The 
gangrenous  mucous  membrane  was  removed. 
Part  of  the  gall  bladder  was  resected,  only 
enough  being  left  to  stitch  a  rubber  drainage 
tube  to.  This  was  surrounded  with  iodoform 
gauze.  The  surroundings  were  disinfected  and 
the  wound  closed,  except  at  the  site  of  emergence 
of  the  drain.  Recovery  was  uneventful  with  the 
exception  of  an  attack  of  cystitis,  which  respond- 
ed to  treatment. 


A  CLINICAL  REVIEW  OF  SOME  RECENT  CASES  OF 
TUBAL  PREGNANCY.* 


BY  S.  J.  MC  NAMARA,  A.M.,  M.D. 

Gynecologist  to  Kings  County  Hospital.  Obstetrician, 
St.  Mary's  Female  Hospital. 

Of  the  many  varied  pathological  conditions  to 
which  womankind  is  heir  to,  none  seem  to  equal 
in  suddenness  and  gravity,  nor  call  for  more  de- 

*Read  before  the  Brooklyn  Gynecological  Society,  October 
6th,  1905. 


cisive  action  by  her  medical  adviser  than  tubal 
pregnancy.  Nor  is  delay  or  error  ever  fraught 
with  severe  punishment  unless  artificially  re- 
lieved. A  tubal  pregnancy  always  terminates 
fatally  to  the  child  and  is  frequently  fatal  to 
mother.  I  shall  endeavor  to  present  briefly  the 
histories  of  four  recent'cases  of  tubal  pregnancy, 
together  with  a  few  remarks  of  the  different  con- 
ditions and  pathological  reports.  I  shall  not  en- 
deavor to  do  more,  but  shall  leave  the  rest  for 
the  discussion  that  may  follow. 

CASE  NO.  I  :     INTERSTITIAL  TUBAL  PREGNANCY. 

Ada  Jackson,  27  years,  U.  S.,  married.  Admit- 
ted to  hospital  August  5,  1905 ;  discharged  Sept. 
5,  1905.  Menstruation  regular  from  the  age  of 
16  until  first  pregnancy,  in  April,  1905.  Patient 
says  she  had  abortion  in  June  and  has  been  flow- 
ing continuously  since,  on  account  of  which  flow 
she  sought  treatment.  Slight  pain  on  lower  right 
side  of  abdomen.  Examination :  Vagina  normal 
nullipara,  cervix  softened  and  patulous.  Blood 
coming  from  cervix.  Bimanual  examination 
shows  a  uterus  of  peculiar  shape,  irregular  in 
outline  and  lying  obliquely  in  pelvis ;  marked 
tenderness.  Operation,  August  12 :  Pelvis 
organs  much  distorted  and  bound  together  by  ad- 
hesions ;  prevaginal  hysterectomy ;  considerable 
bleeding  from  raw  surfaces.  Intravenous  saline 
infusion  of  4  pints.  Abdomen  filled  with  hot 
saline.  Duration  of  operation  one  hour  and  a 
half.  Abdomen  closed  in  usual  manner.  Patient 
made  a  good  recovery. 

This  case  had  undergone  primary  rupture. 
Gestation  was  probably  at  an  end,  and  what  the 
outcome  would  be  was  a  matter  of  conjecture, 
but,  in  my  opinion,  would  probably  result  in  an 
abscess  due  to  infection  from  the  uterine  mucosa, 
rather  than  to  remaining  as  lithopaedion. 
Amount  of  adhesions  would  lead  me  to  suspect 
some  inflammatory  action  already  begun. 

The  pathogical  report  is  as  follows :  Specimen 
sent  seems  to  be  a  supra-cervical  hysterectomy 
adnexa  attached.  Multiple  adhesions  between 
tube  and  ovary  of  right  side,  adhesions  of  a  lesser 
degree  between  tube  and  ovary  of  left  side. 
Uterine  body  about  normal  in  size.  Mucosa 
thickened  and  very  vascular;  more  pronounced 
in  region  of  right  cornu.  Right  .cornu  of  uterus 
about  il/2  inches  in  diameter.  External  surface 
smooth  and  cyanotic.  Upon  section,  cut  sur- 
face resembles  the  external  surface  of  a  normal 
placenta.     Towards   the   fimbriates  extremity. 
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tube  seems  to  be  thickened.  In  center  of  mass, 
tissue  presented  a  paler  and  smoother  appearance 
than  that  externally  and  also  contained  about  5 
minims  of  serosanguinous  fluid.  Odor  normal. 
No  calcification. 

MICROSCOPICAL  EXAMINATION". 

Tissue  taken  from  right  cornu  is  normal  pla- 
cental tissue,  exhibiting  very  slight  degeneration. 
— Dr.  Joseph,  Resident  Pathologist. 

Interstitial  pregnancy  is  distinguished  from 
the  common  forms  by  the  position  of  the  round 
ligament  on  the  outer  side  of  the  sac,  where  the 
uterine  tube  is  also  found.  The  uterus  is  en- 
larged and  intimately  connected  with  the  inner 
side  of  the  tumor,  of  which  it  appears  to  form 
an  organic  part.  An  interstitial  pregnancy  may 
also  become  intraligamentary. — Kelly. 

The  interstitial  form  of  tubal  pregnancy  is  of 
very  infrequent  occurrence.  Martin  found  one 
in  seventy-seven  (77)  cases.  Kelly  in  his  work 
says  he  has  never  observed  an  example  of  inter- 
stitial pregnancy.  Almost  all  cases  of  tubal  preg- 
nancy occur  either  in  the  isthmus  or  ampulla  and 
rarely  at  the  fimbriated  end. 

As  abdominal  pregnancy  is  a  -pathological 
myth  and  an  ovarian  pregnancy  a  gynecological 
rarity  let  the  terms  extra-uterine  and  ectopic  be 
supplanted  for  the  more  definite  one  of  tubal 
pregnancy. 

Case  No.  2.  Mrs.  Mary  Taylor  (M.  T.),  42 
years';  born  in  Ohio ;  married  ;  7  children,  young- 
est 7  years.  History  of  syphilis.  Five  miscar- 
riages since  last  birth.  Last  miscarriage  3  years 
ago,  since  which  time  menses  have  been  regular 
up  to  May,  when  she  was  sick  twice  in  the  month. 
Flowed  5  days  in  June.  Present  flow  began  one 
month  ago.  Patient  believed  she  was  having  a 
miscarriage.  Pain  began  onl\  after  How  had 
continued  one  week.  Bearing  down  pains  neces- 
sitating her  to  go  to  bed  for  a  while,  getting  up 
and  going  back  to  bed  as  the  pain  got  well  or 
grew  worse.  Had  one  attack  of  severe  pain, 
which  attacked  her  suddenly  while  in  the  hallway 
of  her  home.  Not  positive  as  to  time  of  this  attack 
of  pain. 

Examination  revealed  a  mass  on  right  side,  ex- 
tending to  crest  of  ileum,  tender,  some  elevation 
of  temperature;  under  anesthesia  an  incision  in 
cul-de-sac  revealed  blood  clots.  The  following 
day,  abdominal  section  showed  abdomen  to  be 
filled  with  blood,  mostly  clots,  some  well  or- 
ganized. After  getting  rid  of  clots  we  found 
this  specimen  of  tubal  abortion  on  the  right  side, 
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excision  of  tube  and  ovary.  Patient  made  a  good 
recovery,  somewhat  protracted  by  suppuration  of 
chromic  gut  sutures  used  in  the  fascia  of  the  ab- 
dominal walls. 

Case  No.  3.  J.  A.,  27  years,  U.  S. ;  menses  at 
14 :  married  7  years,  but  not  living  with  husband. 
Had  3  consecutive  miscarriages,  finally  giving 
birth  to  a  child  at  term,  now  5  years  old.  Menses 
regular  up  to  last  April.  Skipped  one  period  in 
April  or  May  (not  certain  which).  Menses 
finally  coming  on  as  a  flooding  which  has  con- 
tinued ever  since,  now  over  four  (4)  months. 
Some  nausea  since  April  2.  Denies  any  oppor- 
tunity for  pregnancy  since  latter  part  of  March, 
at  which  time  she  met  her  husband  in  an  attempt 
at  reconciliation. 

Examination  shows  vagina  extremely  sensitive. 
Rectum  equally  so.  Under  chloroform,  a  well- 
defined  mass  about  size  of  small  orange  could  be 
felt  in  right  broad  ligament,  uterus  not  enlarged, 
Ulceration  of  rectal  mucous, membrane  accounted 
for  extreme  sensitiveness. 

Owing  to  patient's  history  and  her  positive 
denial  of  any  pregnancy  other  than  one  of  5 
months'  gestation  a  diagnosis  was  not  made,  but 
operation  advised  and  performed  two  (2)  days 
later.  On  opening  the  abdomen  the  right  tube 
was  found  enlarged  and  adherent  to  ovary  and 
uterus,  resembling  somewhat  the  condition  found 
in  pyosalpinx.  Tube  and  ovary  removed  ;  no  clots 
or  free  blood  in  peritoneal  cavity.  After  the 
operation  an  examination  of  the  specimen  reveal- 
ed a  little  joker  in  the  distended  tube.  He  was 
immersed  in  a  fair  amount  of  liquor  ammi  which 
escaped  on  incision.  Patient  made  an  excellent 
recovery.  Temperature  not  going  above  99  de- 
grees and  pulse  reaching  100  only  on  one  occa- 
sion. 

The  difference  between  the  patient's  statement 
and  the  pathological  facts  is  great.  And  still  the 
skipped  period  in  May  (or  April),  flooding  after- 
wards and  flowing  since,  are  evidences  that  some- 
thing happened  at  that  time,  and  yet  the  pathol- 
ogist will  tell  us  that  this  is  a  six  to  eight  weeks 
foetus. 

How  can  we  reconcile  these  opposing  state- 
ments? In  the  possibility  of  legal  complication 
ensuing,  is  the  study  of  the  foetus  situated  extra- 
uterine sufficiently  well  understood  to  be  proper- 
lv  defined  and  controvert  the  patient's  statement? 

It  is  often  impossible  to  determine  how  far 
tubal  pregnancy  has  progressed,  either  from  the 
history  or  from  the  products  of  conception.  The 
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size  of  the  sac  not  corresponding  to  the  period 
of  gestation,  it  may  grow  rapidly  or  it  may  re- 
main small. 

Case  No.  4.  Seen  in  consultation  with  Dr.  E. 
H.  Mayne.  Mrs.  LeB.,  38  years ;  mother  of  sev- 
eral chilidren  Taken  on  a  Monday  with  some 
pain  and  slight  flowing  after  having  skipped  one 
period.  Symptoms  improved  next  day,  but  in- 
creased pain  and  shock  by  Saturday  made  opera- 
tion urgent.  Bimanual  examination  painful  and 
difficult  and  showed  no  gross  pathological  condi- 
tion ;  uterus  not  enlarged ;  cervix  soft.  Exam- 
ination of  the  specimen  taken  at  the  operation  on 
Sunday  following  the  attack  shows  how  difficult 
it  is  to  diagnose  a  tubal  abortion  or  a  ruptured 
tube  in  an  early  pregnancy. 

I  exhibit  this  specimen  with  a  tentative  diag- 
nosis of  double-tubal  pregnancy.  The  pathol- 
ogist has  not  yet  reported  on  it  and  as  the 
microscopical  findings  are  necessary  to  conclu- 
sively prove  our  diagnosis  we  must  await  his 
opinion.  This  case  exhibits  one  of  the  most  dan- 
gerous varieties  of  tubal  pregnancy,  as  pelvic  ex- 
amination does  not  show  its  true  pathological 
condition,  the  distention  of  tube  being  smaller, 
while  the  hemorrhage  may  be  great.  If  the  blood 
is  fluid  and  free  in  the  abdominal  cavity  it  may 
not  be  possible  to  feel  it,  and  at  best  all  one  can 
feel  is  a  mass  of  somewhat  indefinite  outlines  and 
peculiar  consistency. 

In  reviewing  the  histories  of  these  few  cases 
one  is  struck  with  the  diversity  of  the  outset  of 
the  disease.  One  symptom  that  stands  out  more 
prominently  than  others  is  that  most  of  these 
patients  thought  they  were  having  an  ordinary 
miscarriage.  The  uterus  was  not  enlarged  in 
most  of  the  cases,  nor  was  the  cervix  softened 
in  all. 

It  will  be  generally  agreed  that  the  diagnosis 
of  tubal  pregnancy  can  be  positively  made  upon 
the  basis  of  the  following  signs : 

1.  Cessation  of  menses  for  one  or  more  periods. 
2.  Some  enlargement  of  uterus.  3.  The  forma- 
tion of  a  cystic  tumor  lateral  to  uterus.  4.  The 
expulsion  of  a  membrane  resembling  a  cast  from 
the  uterus.    5.  Usually  pains  in  lower  abdomen. 

A  group  of  symptoms  found  in  no  other  condi- 
tion than  tubal  pregnancy. 

Add  to  these  symptoms  increased  pain,  shock 
and  often  the  formation  of  a  distinct  pelvic 
tumor,  and  we  are  able  to  call  the  condition  b\ 
no  other  name  than  ruptured  tubal  pregnancy. 


REPORT  OF  THE  COMMITTEE  APPOINTED  BY  THE 
COUNCIL  OF  THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS  TO  PROSECUTE 
ILLEGAL  PRACTITIONERS 
OF  MEDICINE.* 

Since  the  meeting  of  the  Council  in  June,  when 
the  matter  of  the  prosecution  of  illegal  practition- 
ers of  medicine  was  discussed,  your  committee 
has  not  felt  encouraged  to  begin  definite  action, 
because  of  the  small  amount  of  money  which  was 
obtained  in  response  to  the  appeal  sent  out  last 
spring. 

Such  meagre  returns  show  a  lack  of  interest, 
and  without  interest  on  the  part  of  the  members 
of  the  Society,  your  committee's  labors,  even  if 
begun,  would  soon  of  necessity  come  to  an  end. 

In  looking  into  the  subject  more  fully,  for  the 
purpose  of  acquiring  as  much  knowledge  as  pos- 
sible of  the  present  state  of  the  minds  of  medical 
men  and  laymen  in  regard  to  the  highly  interest- 
ing problem  of  quackery,  your  committee  finds 
that  there  is,  perhaps,  more  than  ever  before,  a 
diversity  of  opinion  regarding  the  reasons  for 
its  increase  and  the  best  methods  of  controlling 
it.  It  would  appear,  however,  that  much  the 
larger  number  of  those  who  have  given  the 
matter  more  or  less  thoughtful  consideration  are 
in  accord  with  the  views  expressed  by  Mr.  D.  F. 
Sicher  in  an  address  on  "Quackery"  before  the 
Yale  Biological  Club  and  published  in  the  Sep- 
tember number  of  the  Popular  Science  Monthly. 
Your  committee  begs  permission  to  present  a 
few  extracts  from  that  admirable  layman's  study 
of  a  layman's  grievance,  and  would  recommend 
the  perusal  of  the  article  by  every  doctor  of  medi- 
cine.   Mr.  Sicher  says,  among  other  things : 

"It  was  left  for  the  modern  era  to  furnish  thai 
strangest  chapter — of  an  enormous  spread  of 
quackery,  along  with  progress  in  scientific  medi- 
cine and  the  growth  of  education.  Berlin,  capital 
city  of  the  world's  least  hysterical  people,  reports 
an  increase  of  1,600  per  cent,  in  the  number  of 
resident  quacks  since  1874.  For  England  the 
roll-call  is  answered  by  The  British  Medico! 
Journal  thus:  'John  Bull,  for  all  his  boasted 
common  sense  and  hatred  of  humbug,  is  still 
more  quack-ridden  than  any  member  of  the 
human  family  except  his  cute  Cousin  Jonathan.' 
And  as  for  'cute  Cousin  Jonathan's'  America — 
Champe  S.  Andrews,  counsel  exclusively  retained 
by  the  Medical  Society  of  the  County  of  New 
York  to  expose  medical  frauds,  is  authority  for 
the  estimate  that  in  New  York  City  alone  there 
are.  against  six  thousand  regular  practitioners, 
twenty  thousand  quacks." 

*  Presented  to  the  Council,  Nov.  15th,  1905. 
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After  a  clever  exposition  of  his  views  of  the 
origin,  and  reasons  for  the  maintenance  of  quack- 
ery, he  says  further:  "If  confirmation  of  this 
diagnosis  is  desired,  it  may  be  sought  in  the  re- 
cent spread  of  quackery  and  its  especial  vogue  in 
America.  Paradoxical  as  it  sounds,  the  growth 
of  education,  while  compelling  the  quack  to  im- 
prove his  methods,  has  greatly  extended  his  field. 
Formerly  he  seldom  worked  farther  than  his 
voice  or  circular  might  carry ;  now,  every  literate 
is  a  potential  victim.  His  wares  are  displayed  in 
almost  every  piece  of  print  that  strikes  your  eye ; 
for  the  publisher  and  'the  press'  he  has  subsidized 
and  suborned. 

"*  *  *  *  Not  only  has  the  growth  of  educa- 
tion placed  a  megaphone  to  the  empiric's  lips,  but 
it  has  sensitized  the  public  to  his  call.  There  is 
a  wider  interest  in  hygiene  and  therapeutics ;  peo- 
ple think  more  about  their  health  and  more  read- 
ily take  alarm.  Similarly,  the  broadcast  discus- 
sion of  medical  problems,  in  response  to  the  in- 
terests of  an  educated  public,  creates  a  kind  of 
diathesis  to  imaginary  disease.  Then,  vaguely 
bound  up,  perhaps,  in  widespread  education  is 
the  modern  stress  of  life,  hysteria,  high  nervous 
tension  and  susceptibility  to  fads. 

"As  a  final  (undetached)  cause  we  must  recog- 
nize the  passion  for  untrammeled  personal  free- 
dom, so  characteristic  of  latter  days,  especially  in 
England  and  America.  It  is  that  attitude  which 
one  writer  savagely  describes  as  'jealously  safe- 
guarding to  every  citizen  the  sacred  right  of 
going  to  the  devil  in  his  own  way.'  Fearing  to 
dispense  undue  privileges  and  unjust  fetters, 
framers  and  executors  of  the  law,  notably  in  the 
United  States,  have  virtually  thrown  open  the 
delicate  art  of  healing  to  almost  any  person  too 
crack-brained  or  dishonest  to  earn  an  honorable 
living.  It  is  not  bare  accident  that  America  is 
at  once  the  'home  of  quackery'  and  the  'home  of 
the  free.'  " 

These,  therefore — growth  of  education  and  the 
modern  spirit  of  liberty — are  the  specific  forces 
behind  the  recent  spread  of  quackery ;  and  Amer- 
ica stands  as  arch-victim,  just  because  they  have 
been  at  their  strongest  here. 

"*  *  *  *  Even  from  the  foregoing  general- 
izations it  must  appear  that  quackery  is  a  seated 
evil,  which  the  community,  in  self-defense,  ought 
promptly  to  weed  out.  Yet  the  roots,  as  we  have 
seen,  spread  out  so  variously,  that  past  effort  has 
been  without  effect,  and  the  future  will  do  no 
better  unless  exceptional  measures  are  applied. 
In  this  case,  it  seems,  diagnosis  is  easier  than 


treatment,  for  the  social  physician  is  blocked  on 
every  side.  Surely,  the  requirements  should  be 
everywhere  approximately  as  high  as  the  better 
states  and  countries  have  set.  Yet  every  step 
towards  restriction  of  practice,  even  to  the  safety- 
point,  meets  with  wrangling  opposition.  The  cry 
of  paternalism  is  raised,  and  even  the  disinterest- 
ed see  in  such  measures  only  an  attempt  at  ex- 
tending the  alleged  'Medical  Trust.' 

"Quarantine  is  proper;  government  exposure 
of  food  adulteration  is  only  right ;  of  course,  the 
state  should  protect  its  citizens  against  fraudulent 
investment  schemes,  and  every  enforcement  of 
these  safeguards  calls  out  general  praise.  But  it 
is  ruinous  paternalism  to  save  the  unwary  public 
from  unconscious  alcoholism,  medical  extortion 
and  dangerous  malpractice.  *  *  *  *  Just  so 
long,  however,  as  this  repugnance  for  State  inter- 
ference with  medical  quackery  obtains,  it  is  folly 
to  seek  help  in  that  quarter. 

"*  *  *  *  Mr.  Andrews  reports  that  a 
well-nigh  insuperable  obstacle  to  his  vigorous 
work  is  the  difficulty  of  obtaining  witnesses ;  per- 
sons are  rather  diffident  about  exposing  frauds 
of  which  they  have  been  the  stupid  victims.  Be- 
sides, even  in  clear  cases  of  frauds,  it  is  often 
impossible  to  lay  hands  on  the  real  culprit ;  or,  if 
caught,  after  paying  his  fine  or  serving  his  sen- 
tence, the  quack  can  start  up  the  old  business  in 
another  section  under  another  name;  the  salutary 
restraints  of  public  opinion  play  no  part  with 
him.  After  all,  what  boots  it  to  crush  a  dozen 
or  even  fifty  out  of  the  unnumbered  swarm? 
The  press  will  not  emphasize  the  prosecutions, 
and  so  their  effect  is  lost." 

Legislation,  therefore,  can  only  be  secondary  to 
ventilation  and  the  education  of  public  opinion. 
But  how  educate  public  opinion,  when  its  edu- 
cator, the  press,  is  itself  irretrievably  allied  with 
the  forces  of  evil? 

First,  obviously  such  papers  as  have  not  prosti- 
tuted themselves  must  agitate ;  they  should  ex- 
pose their  brothers'  shame  and  the  people's  con- 
sequent losses.  Then  public-spirited  men  of  all 
professions  should  everywhere  organize — as  has 
just  been  done  in  Germany — a  systematic  cam- 
paign against  quackery.  Perhaps  the  school 
boards  may  be  free  also  to  level  a  blow.  I  know 
the  tendency  is  to  overcram  the  curriculum,  to 
attempt  to  arm  the  child  with  a  petty  smatter 
against  every  need  in  life ;  but  if  we  are  going  to 
teach  hygiene  at  all,  if  the  possible  consequences 
of  alcohol  and  tobacco  are  to  be  pointed  out,  why 
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not  lay  some  stress  on  a  curse  just  as  extensive 
and  no  less  harmful,  one  which  rests  on  no  nat- 
ural appetite,  but  on  ignorance  and  absence  of 
forewarning?  At  any  rate,  superintendents  of 
board  of  education  free  lectures  can  include  in 
their  admirable  courses  a  few  talks  on  quackery 
by  such  qualified  experts  as  Champe  S.  Andrews, 
Esq. 

Against  measures  of  this  sort  the  press  hardly 
dares  raise  its  voice,  and  effective  legislation  will 
soon  follow  as  the  expression  of  the  popular 
will." 

The  Medical  News  in  commenting  editorially 
upon  the  paper  from  which  quotations  have  just 
been  read,  says,  that  "now  that  a  wider  education 
is  in  a  small  measure  enabling  the  masses  to  rea- 
son instead  of  following  blindly,  it  would  appear 
that  there  is  less  hope  than  ever  of  dealing  the 
death  blow  to  quackery.  *  *  *  *  We,  as 
physicians,  have  for  the  most  part  resigned  our- 
selves to  hopeless  silence,  for  whenever  we  at- 
tempt to  raise  our  voices,  even  the  disinterested 
have  seen  an  attempt  at  extending  the  'Medical 
Trust.'  But  now  that  the  public  has  been  given 
rope  enough  there  is  a  possibility  that  they  may 
suddenly  realize  that  there  is  sufficient  with  which 
to  hang  itself.  *  *  *  *  In  Germany  the 
public-spirited  men  of  all  professions  have  organ- 
ized a  systematic  campaign  against  quackery.  Is 
it  possible  for  us  to  do  the  same?  Cannot  we  at 
least  endeavor  to  bring  the  matter  before  the 
public  school  authorities  as  a  subject  for  some  of 
the  free  lectures,  and  one  deserving  a  small  place 
in  the  curriculum  along  with  the  matter  devoted 
to  the  danger  of  alcohol  and  tobacco?  The  hope 
lies  in  the  layman  who  is  the  sufferer.  We  have 
known  for  centuries  that  he  has  been  duped  and 
defrauded,  but  he  has  thought  our  warnings  were 
made  purely  in  self-interest. 

"From  the  tenor  of  the  address  referred  to  and 
other  signs  of  the  times,  we  hope  that  the  worm 
is  nearly  ready  to  turn." 

In  a  conversation  which  a  member  of  your  com- 
mittee had  recently  with  a  scholarly  and  wise 
member  of  the  lay  side  of  this  community,  the 
latter  expressed  what  your  committee  finds  to  be 
a  somewhat  prevalent  opinion,  viz.,  that  in  the 
matter  of  the  prosecution  of  illegal  practitioners 
of  medicine  a  layman  should  be  the  plaintiff. 

There  is,  however,  still  another  class  in  both 
medical  and  lay  circles  which  holds  the  opinion 
that  even  in  the  present  condition  of  things  noth- 
ing but  good  could  come  from  a  vigorous  prose- 


cution by  medical  societies  of  quacks  and  fakirs, 
and  that,  too,  despite  the  somewhat  illuminating 
statement  made  recently  by  Mr.  James  Taylor 
Lewis,  counsel  for  the  New  York  State  Medical 
Association,  that  "from  1887  to  1905  there  have 
been  conducted  in  the  State  of  New  York,  and 
especially  in  the  County  of  New  York,  more  or 
less  continuous  efforts  against  these  non-medical 
persons  in  the  hope  of  driving  from  the  State  the 
medical  mountebanks  of  various  varieties,  but,  in 
my  judgment,  there  exist  in  our  midst  as  many 
of  these  criminals  as  were  found  when  the  work 
began." 

Be  that  as  it  may,  your  committee  has  seem- 
ingly no  choice  in  the  matter.  After  making  an 
effort  to  raise  money  for  the  purpose  and  failing 
to  arouse  enthusiasm  or  to  obtain  anything  like  a 
sufficient  sum  of  money,  the  members  of  your 
committee  are  of  one  mind  in  deeming  it  wise  to 
ask  for  the  discharge  of  the  committee  and  to 
recommend  that  the  moneys  obtained  from  the 
various  contributors  to  the  fund  be  returned  to 
them. 

Thomas  R.  French,  Chairman. 
James  P.  Warbasse, 
Henry  G.  Webster, 

Committee. 


REPORT  OF  THE  COMMITTEE  APPOINTED  BY  THE 
SECTION  ON  PEDRIATICS,  OF  THE  MEDICAL 
SOCIETY  OF  THE  COUNTY  OF  KINGS,  TO 
INVESTIGATE  AND  REPORT  UPON 
"  THE  MENTALLY  DEFICIENT 
CHILD." 

HISTORICAL  RETROSPECT. 

To  Sequin  and  his  telling  labor,  in  the  years 
preceding  and  following  1842,  we  believe  is 
due  the  credit  for  placing  the  mentally  deficient 
child  upon  a  new  and  higher  basis.  It  has  been 
the  history  of  most  great  steps  in  advance  along 
any  line,  that  they  are  the  results,  not  of  the  ef- 
forts of  any  one  man,  but  of  several  working  in- 
dependently about  the  same  time.  And  it  was  so 
in  this  case ;  quickly  following  the  publications  of 
Sequin,  came  those  of  two  other  investigators 
whose  efforts  had  been  in  the  same  direction; 
Saegert,  of  Germany,  and  Guggenbuhl,  of  Switz- 
erland. 

The  work  of  Guggenbuhl,  which  was  mostly 
directed  in  improving  the  condition  of  cretins, 
was  a  distinct  advance.  His  work  clearly  demon- 
strated the  very  close  relationship  and  interde- 
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pendence  of  the  physical  and  mental  states,  for 
by  removing  his  charges  from  the  shadowed  val- 
leys to  the  mountain  tops,  the  improvement  was 
marked  and  the  mental  improvement  kept  pace 
with  the  physical. 

Saegert's  labor  was  directed  more  to  the  im- 
provement of  the  mental  state,  through  instruc- 
tion, and  this  was  carried  out  along  the  same  lines 
as  his  work  in  the  education  of  deaf-mutes. 

Sequin  started  out  with  the  axiom  that  "the 
education  of  the  senses  must  precede  the  educa- 
tion of  the  mind."  He  argued  that  the  best  method 
of  instruction  for  those  with  an  imperfectly  de- 
veloped nervous  system  was  ( 1 )  to  exercise  the 
imperfect  organs  so  as  to  develop  their  func- 
tions; (2)  to  train  the  functions  so  as  to  develop 
the  organs. 

Guggenbuhl's  success  in  Switzerland  finally  led 
to  the  establishment  of  a  school  for  imbeciles  in 
England  in  1846.  This  was  the  pioneer  of  a 
great  system  which  is  now  being  built  up. 

Following  closely  upon  this  came  the  first  real 
move  in  the  United  States,  when  Massachusetts 
appointed  a  body  of  commissioners  to  inquire 
into  the  condition  of  idiots  in  that  commonwealth, 
and  suggest  means  for  their  immediate  relief. 

The  recommendations  of  this  body  led  to  the 
establishment  of  an  experimental  school  for 
feeble-minded  children. 

In  Xew  York  State,  an  experimental  school 
was  started,  in  185 1 ,  and  this  finally  became  the 
State  Asylum  at  Syracuse;  an  admirable  institu- 
tion with  an  inadequate  teaching  force. 

Ohio,  Connecticut,  Kentucky  and  Illinois  were 
all  early  in  the  field. 

( others  followed  in  time,  until  at  present  we 
have  a  conglomeration  of  State-aided  institutions, 
following  different  methods,  all  making  widely 
varying  classifications,  and  in  general  working 
as  much  out  of  harmony  with  each  other  as  it 
is  possible. 

Each  individual  superintendent  carries  out  his 
own  ideas,  or  more  generally  obeys  the  instruc- 
tions of  a  board  of  commissioners,  who  in  turn 
are  held  in  check  by  a  system  of  short-sighted 
economy. 

Much  of  the  value  of  the  work  is  lost  by  the 
lack  of  co-operation  between  institutions  carry- 
ing on  the  same  kind  of  work.  The  greater  need 
is  for  a  better  classification. 

THE  MENTALLY  ENFEEBLED  CHILD. 

It  is  necessary  to  state  right  here  that  the 
terms  used  to  designate  the  mentally  enfeebled 
child  are  too  general.    Up  to  this  point  we  have 


followed  the  general  usage  of  the  term,  and  in- 
cluded under  it  all  cases  of  mental  deficiency 
from  the  mildest  to  the  most  severe  types. 

The  paper  which  was  read  before  you  at  a 
previous  meeting,  and  which  resulted  in  the  ap- 
pointment of  this  committee,  made  a  somewhat 
more  distinct  classification.  Hereafter,  through- 
out this  report,  that  classification  will  be  used ; 
namely,  idiocy,  covering  all  of  the  lower  grades 
of  mental  deficiency;  imbecility,  including  all  of 
the  higher  grades.  The  term  "feeble  minded" 
or  "mentally  enfeebled"  will  include  all  such 
cases  as  present  to  us  an  amount  of  mental  de- 
ficiency, sufficient  to  disqualify  the  child  from  re- 
ceiving the  advantages  which  the  normal  child 
receives  from  the  usual  methods  of  education. 

The  question  might  arise  at  once,  is  there  a 
sufficient  number  of  children  coming  under  this 
latter  classification  to  warrant  special  care  and 
the  pursuance  of  special  methods  of  instruction? 

The  chairman  of  this  committee  has  made  a 
somewhat  extended  observation,  including  nearly 
two  thousand  children  of  school  age.  Of  these, 
six  per  cent,  were  mentally  deficient  or  dull.  Of 
the  six  per  cent,  the  requirement  of  special  means 
of  education  was  decidedly  indicated  in  more 
than  one-third. 

We  claim  for  this  observation  one  thing,  that 
it  shows  that  among  our  children  of  school  age 
there  are  enough  mentally  enfeebled  ones  to  de- 
mand special  attention  from  our  public  educators. 

These  figures  represent  only  an  observation  of 
the  mental  states.  The  physical  stigmas  were 
noted,  but  have  not  yet  been  classified.  They, 
however,  bear  a  very  close  relation  to  the  mental 
condition. 

If,  in  addition  to  those  cases  showing  a  mental 
deficiency,  we  take  recognition  of  those  children 
with  physical  deficiencies  also,  we  have  a  large 
per  cent,  of  school  children  who  need  special  care 
and  are  not  getting  it. 

.Mental  dullness  is  almost  always  associated 
with  these  physical  abnormalities,  and  the  re- 
verse is  also  true,  that  the  physical  abnormalities 
are  often  our  first  intimation  that  there  exists  a 
mental  defect. 

The  presence  of  physical  stigmata,  while  not 
essentially  an  evidence  of  mental  defect  (nor 
should  it  be  taken  as'  such)  should  lead  us  to 
suspect  it. 

A  systematic  observation  by  a  number  of  com- 
petent investigators  would  doubtless  reveal  con- 
ditions among  school  children  which  would  result 
in  more  rational  methods  of  instruction  and  care. 

True,  there  are  many  difficult  phases  of  such 
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an  observation.  If  it  had  for  its  object  the  sub- 
sequent separation  of  those  who  needed  special 
care  from  those  who  were  mentally  and  physi- 
cally equipped  to  follow  the  regular  course  of 
stud)-,  the  objection  of  parents  would  have  to  be 
dealt  with. 

But  the  difficulties  and  problems  would  be 
those  of  method  only. 

In  New  York  State,  to-day,  the  situation  is 
briefly  this.  Children  with  marked  physical  de- 
fects are  taken  care  of  in  institutions  which  have 
every  convenience  and  equipment  for  their  proper 
care  and  instruction.  If  blind,  or  a  deaf-mute, 
provision  is  amply  made  for  the  education  of  the 
child  along  the  line  of  its  possibilities,  and  such 
instruction  results  in  making  an  otherwise  de- 
pendent child,  independent  and  self-supporting. 

Those  suffering  from  serious  mental  defects 
are  safeguarded,  as  they  should  well  be,  by  a 
system  of  institutional  care  which  is  admirable. 

Legislation  has  led  to  the  greatest  care  being 
given  to  those  who  by  nature  have  been  deprived 
of  the  ability  to  care  for  themselves. 

The  treatment  given  by  this  State  to  the  insane, 
the  idiot  and  the  imbecile  is  a  credit  to  the  com- 
monwealth. The  prime  object  of  this  care  was 
the  general  improvement  of  the  surroundings 
and  conditions  of  this  class  of  mental  defectives 
and  their  removal  from  the  influence  of  those 
who  could  not  properly  care  for  them.  The 
result  has  been  not  alone  a  betterment  of  pre- 
viously existing  surroundings,  but  a  gradual  im- 
provement in  the  mental  conditions.  This  has 
been  especially  true  in  the  case  of  idiots. 

But  no  matter  what  the  degree  of  improve- 
ment, these  cases  are  essentially  always  a  burden 
upon  the  commonwealth.  The  vast  majority  will 
never  be  able  to  take  any  considerable  care  of 
themselves. 

On  the  other  hand,  there  exists  a  class  of 
cases  for  which  the  state  or  city  make  no  pro- 
vision. If  suitable  provision  was  made,  and  they 
received  the  attention  which  is  their  right,  there 
would  be  saved  to  the  State  a  large  number  of 
very  valuable  citizens.  We  refer  now  to  the  men- 
tally-enfeebled child. 

As  conditions  exist  to-day,  there  is  no  care 
given  to  them,  and  if  such  a  child  is  not  able  to 
keep  up  with  the  regular  school  curriculum,  he 
is  left  largely  to  himself  and  rapidly  degenerates. 

Such  a  child,  without  the  special  care  and  in- 
struction required  by  his  mental  capabilities,  be- 
comes a  menace  to  himself  and  to  society  by  his 
rapid  development  of  immoral  practices  and 
traits. 


As  a  rule,  these  children  are  considered  back- 
ward by  the  parents  and  receive  no  special  atten- 
tion until  they  become  of  school  age.  Then  being 
admitted  to  the  regular  school  instruction,  they 
are  recognized  by  the  teacher  as  unable  to  keep 
up  with  the  rest  of  the  class.  Their  mental  con- 
dition is  thus  forced  upon  them,  and  their  com- 
panions, recognizing  it,  make  it  a  matter  of 
constant  comment.  In  this  way  the  child  is 
unfavorably  influenced  and  the  disposition  to  dis- 
play the  baser  qualities  is  here  first  noticed  and 
fostered. 

The  later  result  is,  that  the  child  is  removed 
from  school,  and  the  old  saw  becomes  well  illus- 
trated, "Satan  finds  some  mischief  still  for  idle 
hands  to  do." 

These  children  are  midgets  in  intellect,  but 
become  giants  in  all  that  is  immoral.  So  the  con- 
dition goes  on  with  no  restraining  influence,  until 
the  criminal  instinct  is  so  manifest  that  restraint 
is  necessary. 

What  a  different  result  would  would  obtain  if 
we  were  to  follow  the  lead  of  Germany,  England 
and  Switzerland,  and  see  to  it  that  these  cases 
were  instructed  by  special  methods.  There 
should  be  some  system  devised  by  our  educa- 
tional bodies,  the  duty  of  which  it  is  to  attend  to 
these  matters  of  public  instruction,  by  which  the 
mentally  enfeebled  child  could  be  educated  ac- 
cording to  its  ability,  by  methods  suited  to  its 
special  requirement. 

It  may  as  well  be  stated  right  here  that  any 
method  which  has  for  its  aim  the  improvement 
of  the  mental  condition,  and  that  alone,  will  result 
in  failure.  The  improvement  of  the  physical  con- 
dition and  the  correction  of  such  abnormalities 
as  can  be  rectified  are  very  important  parts  of  the 
care  of  this  class  of  cases. 

It  is  the  right  of  every  American  child  that  he 
be  given  the  advantages  of  the  ordinary  public 
school  education.  In  case  that  right  is  not  appre- 
ciated compulsory  attendance  at  school  obtains. 

If  for  no  fault  of  either  child  or  parent,  but  by 
an  unfortunate  deprivation  by  nature,  the  child 
is  compelled  to  forego  this  privilege  and  right, 
why  should  not  the  commonwealth  see  to  it  that 
that  child  has  the  same  advantage  as  its  normal 
brother  ? 

Is  it  right  to  compel  attendance  of  the  normal 
child  and  at  the  same  time  bar  out  the  mentally- 
enfeebled  child,  simply  because  his  education 
would  mean  the  application  of  different  methods 
of  instruction  suited  to  him? 

These  are  questions  which  must  be  worked  out 
and  are  being  worked  out  in  other  countries  with 
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marked  success.  It  will  only  be  by  a  constant 
campaign  that  the  mentally-enfeebled  child  will 
receive  the  recognition  and  care  that  he  requires. 
We  trust  that  this  brief  report  will  result  in  some- 
thing more  than  simply  your 'enlightenment  upon 
this  much  neglected  subject  of  our  work.  What 
is  needed  is  action. 

LeGrand  Kerr,  M.D., 

Chairman. 
Elias  H.  Bartley,  M.D. 
Bernard  Fedde,  M.D. 


TRANSACTIONS  OF  SOCIETIES. 


THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  November  21,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

The  meeting  was  called  to  order  and  the  min- 
utes of  the  previous  meeting  read  and  approved. 
There  were  about  325  members  present. 

REPORT  OF  COUNCIL. 

The    following    candidates    for  membership 
have  been  accepted  by  the  Council : 
Charles  Eastmond,  382  Adelphi  St. 
Samuel  K.  Frost,  810  Washington  Ave. 
Horace  Greely,  147  Pacific  St. 
James  M.  Kerrigan,  488  Classon  Ave. 
John  C.  Merchant,  162  Engert  Ave. 
Alexander  Spingarn,  649  Willoughby  Ave. 

APPLICATIONS  FOR  MEMBERSHIP. 

Applications  have  been  received  from  the  fol- 
lowing : 

Theodore  L.  Bosseler,  370a  Monroe  St.,  L.  I. 
C.  H.,  1905. 

Proposed  by  F.  Siegel,  seconded  by  Member- 
ship Committee. 

Frederick  J.  Bruce,  246  Sixth  Ave.,  L.  I.  C. 
H.,  1887. 

Proposed  by  J.  B.  Bogart,  seconded  by  Mem- 
bership Committee. 

Horace  Greely,  147  Pacific  St.,  L.  I.  C.  H., 
1903. 

Proposed  by  John  A.  Lee.,  seconded  by  Mem- 
bership Committee. 

Moses  Kahn,  277  Graham  Ave.,  Bellevue, 
1903. 


Proposed  by  G.  R.  Kuhn,  seconded  by  J.  A. 
Lee. 

Charles  G.  Perkins,  881  St.  Johns  Place. 
Proposed  by  W.  B.  Chase,  seconded  by  Carroll 
Chase. 

Frederick  Schroeder,  Jr.,  22  St.  Marks  Ave.. 
L.  I.  C.  H.,  1905. 

Proposed  by  M.  F.  DeLorne,  seconded  by  E. 
H.  Bartley. 

Alexander  Spingarn,  649  Willoughby  Ave., 
P.  &  S.,  1 90 1. 

Proposed  by  Leon  Louria,  seconded  by  J.  W. 
Fleming. 

Martin  J.  Sgier,  1036  Myrtle  Ave. 
Proposed  by  M.  F.  DeLorne,  seconded  by  E. 
H.  Bartley. 

ELECTION  OF  NEW  MEMBERS. 

The  following  having  been  duly  proposed  and 
accepted  by  the  Council  were  declared  by  the 
President  elected  to  active  membership : 

George  Burkard,  187  Jefferson  Ave. 

Robert  Kingman,  16  Putnam  Ave. 

John  H.  .Long,  97  Halsey  St. 

Robert  L.  Moorehead,  German  Hospital. 

DECEASED  MEMBERS. 

The  Chairman  of  the  Historical  Committee  re- 
ported the  following  deaths : 

Joseph  B.  Jones,  M.D.,  P.  &  S.,  N.  Y.,  1855, 
member  1860-1876.    Died  October  9,  1905. 

Thomas  Addison  Jenkins,  A.  B.,  M.D.,  Belle- 
vue, 1897,  member  1900-T90T.  Died  October  11, 
1905. 

Henry  Noss,  Ph.G.,  M.D,  L.  I.  C.  H.,  1891, 
member  1891-1898.  Died  November  17,  1905, 
at  Verbank,  Dutchess  County,  New  York 

SCIENTIFIC  PROGRAM. 

1.  Paper:  The  Strenuous  Life  of  School  Chil- 
dren.   By  Win.  P.  Northrup,  M.D.,  New  York 

City. 

Discussed  by  Drs.  Gulick,  Ager  and  Kerr  and 
Mr.  Wm.  L.  Felter,  Principal,  Girls'  High 
School.   Closed  by  Dr.  Northrup. 

2.  Paper:  A  Plea  for  Rapid  Operative  Inter- 
ference in  Carcinoma  of  the  Stomach.  By  George 
R.  Fowler,  M.D. 

Discussed  by  Dr.  Joseph  D.  Bryant,  N.  Y.  City, 
and  Drs.  Fuhs  and  Westbrook.  Closed  by  Dr. 
Fowler. 

There  being  no  further  business  the  meeting 
adjourned. 

John  A.  Lee, 

Secretary. 
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THE  MEDICAL  SOCIETY  OF  THE 
COUNTY  OF  KINGS. 


Stated  Meeting,  October  17,  1905. 


The  President,  J.  W.  Fleming,  M.D.,  in  the 
Chair. 

PAPER  :    SURGERY  OF  THE  FEMALE  PELVIC  FLOOR, 
BY  CHARLES  JEWETT,  M.D. 

Discussion. 

Dr.  E.  B.  Cragin  said  that  nothing  is  more 
valuable  in  medicine  than  new  light  thrown  on 
an  old  subject,  and,  therefore,  he  thought,  we 
could  all  appreciate  the  value  of  the  paper  by  Dr. 
Jewett.  The  anatomy  and  pathology  had  been 
so  carefully  and  so  well  gone  into  by  him,  that 
the  speaker  could  only  express  himself  as  in  ac- 
cord with  the  views  of  the  writer  of  the  paper, 
and  what  little  he  had  to  say  would  be  along  prac- 
tical lines. 

Dr.  Cragin  thought  that  one  learns  more  by 
watching  the  failures  of  himself  and  others  than 
in  any  other  way,  and  it  seemed  to  him  we  could 
learn  a  good  deal  about  the  repair  of  the  pelvic 
floor  by  failures  of  our  own  and  of  others.  The 
first  point  he  wished  to  emphasize  as  a  point  of 
failure  is  a  lack  of  careful  observation  of  the 
injury  and  the  being  satisfied  with  an  external 
inspection.  It  seemed  to  him  that  the  reason  for 
this  lack  of  careful  observation  is  based  largely 
on  the  critical  views  of  the  laity.  One  appreciates 
when  he  has  a  laceration  of  the  perineum  that  he 
may  be  criticised  by  the  patient  or  the  friends 
of  the  patient,  and,  therefore,  it  is  only  human 
nature  to  find  everything  all  right  if  he  can.  It 
is  only  human  nature  to  inspect  the  perineum 
from  the  external  surface,  and  if  that  looks  all 
right  to  say  that  there  is  no  laceration  and  leave 
the  patient  alone.  He  may  be  congratulated  by 
the  friends  of  the  patient  at  the  time  for  not 
having  been  unfortunate  enough,  or  unskillful 
enough,  to  have  a  laceration  of  the  perineum, 
and  yet  that  is  just  the  friend  of  the  patient  who 
is  likely  to  criticise  him  still  more  months  or 
years  afterward  when  he  or  she  finds  that  there  is 
a  laceration  of  the  perineum  that  needs  repair, 
so  that  it  seemed  to  the  speaker  that  one  of  the 
lessons  we  can  learn  as  an  error  is  a  lack  of  care- 
ful inspection  of  the  internal  condition. 

Occasionally  you  will  hear  men  say  that  they 
never  have  lacerations  of  the  perineum.  He  al- 
ways felt  like  saying  to  these  men,  that  it  means 
one  of  two  things :  either  they  have  no  patients 


or  else  they  do  not  examine  their  patients  as  they 
should.  He  did  not  believe  that  any  man  or  any 
woman  is  able  to  practice  obstetrics  for  any 
length  of  time  without  occasionally  having  a 
laceration  of  the  pelvic  floor,  and  he  thought  it 
was  our  duty  not  only  to  acknowledge  it  our- 
selves, but  to  educate  the  public  to  the  fact,  that 
lacerations  are  apt  to  occur  occasionally  even  in 
the  best  hands ;  that  a  man  is  to  blame  not  that 
he  occasionally  has  a  laceration,  but  having  had 
it  that  he  does  not  repair  it. 

As  the  speaker  had  watched  the  results  of 
operations  on  the  perineum,  it  seemed  to  him 
that  another  fault,  and  a  very  strong  one,  in  the 
repair  of  injuries,  speaking  now  of  the  imme- 
diate operation,  is  the  lack  of  repair  at  the  upper 
angle  of  the  lesion.  He  was  sure  from  what  Dr. 
Jewett  had  said,  we  could  all  appreciate  that 
there  is  a  triangular  raw  surface  extending  up 
into  the  vagina,  either  on  one  side  or  on  both 
sides.  It  is  a  very  simple  matter  to  bring  to- 
gether the  base  of  this  raw  triangle  and  omit  the 
apex,  and  the  result  is  apt  to  be  this :  that  if  the 
base  only  is  brought  together  and  not  the  apex, 
after  the  injury  has  healed,  there  is  a  chance  for 
bulging  posteriorly  of  the  vaginal  wall,  or  at  the 
time  there  is  a  pocket  of  raw  area,  into  which 
the  lochia  may  accumulate  and  become  infected, 
so  that  one  of  the  errors  he  thought  we  could  all 
see  was  the  lack  of  repair  at  the  upper  angle  of 
the  tear.  One  of  the  most  important  things,  in 
his  judgment  is,  that  the  repair  of  the  tear  should 
begin  at  the  extreme  apex  and  then  should  be 
continued  down  to  the  base  of  the  triangle. 
These  are  the  two  faults  that  occurred  to  him 
as  most  often  met  with  by  those  repairing  lesions 
of  the  pelvic  floor  or  seeing  them  after  they  have 
been  repaired. 

In  regard  to  the  operation,  he  wished  to  ex- 
press himself  as  in  accord  with  the  views  enun- 
ciated by  Dr.  Jewett,  that  the  principle  of 
Emmet's  operation  in  the  repair  of  the  lateral 
tears  gives  the  most  satisfaction.  What  one 
wants  in  any  operation  is  the  restoration  of  the 
parts  to  as  near  the  original  condition  as  possible, 
and  in  most  of  these  immediate  inspections  and 
immediate  repairs  you  will  find  a  raw  triangle 
on  one  or  both  sides  of  the  median  line  of  the 
vagina,  saying  nothing  about  the  external  tear  of 
the  perineal  body,  and  if  we  are  to  restore  to  the 
original  condition  the  parts  that  have  now  been 
torn,  it  is  only  rational  that  these  triangles  on  one 
or  both  sides  of  the  vagina  should  be  closed. 

When  it  comes  to  the  secondary  operation,  Dr. 
Cragin  said  he  confessed  that  he  used  both  the 
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denudation  of  the  Emmet  operation  in  some  cases 
and  the  denudation  approximating  the  Hegar  in 
others.  If  there  is  a  distinct  sulci  on  either  side 
of  the  vagina  it  seemed  to  him  that  the  Emmet 
operation  gives  the  best  results.  On  the  other 
hand,  if  you  do  not  find  the  sulci  deep,  if  the 
tear  seems  to  be  more  median  than  bilateral  or 
unilateral,  the  Hegar  or  triangular  denudation 
has  served  him  well  in  many  cases,  but  where 
you  do  have  the  bilateral  tear  extending  high  up 
in  the  vagina,  he  believed  that  making  the  tri- 
angles as  they  appear  immediately  after  labor  is 
the  best  operation  ;  going  back  over  the  same 
ground,  restoring  the  condition  present  at  the 
time  of  injury,  and  then  repairing  the  injury  as 
you  would  do  if  seen  then. 

Dr.  R.  L.  Dickinson  said  that  only  the  clear- 
ness and  force  of  Dr.  Jewett's  writing  could  give 
so  graphic  an  idea  of  one  of  the  most  complicated 
parts  of  the  anatomy  of  the  body.  It  seemed  to 
him  from  long  teaching  of  pelvic  anatomy,  that 
it  is  only  in  three  dimensions  that  we  can  really 
work  out  and  study  (on  the  model  or  in  the  dis- 
secting room)  this  very  difficult  anatomical  rela- 
tion. Our  great  obstetric  designer  of  models 
took  a  cadaver  whose  perineum  had  not  been  in- 
jured, and  with  a  pair  of  scissors  slit  through  to 
the  sphincter  and  then  reproduced  this  as  a 
demonstration  of  a  perineal  injury.  The  incision 
fairly  represents  the  ordinary  idea  of  a  perineal 
injury,  yet  is  as  false  as  possible,  because  there  is 
no  such  thing  as  a  tear  in  the  median  line.  No 
muscle  tears  in  the  median  line.  No  tear  occurs 
straight ;  it  zigzags,  and  that  constitutes  the 
great  difficulty  in  the  union.  It  constitutes  the 
great  difficulty  in  finding  out  the  exact  relation  of 
the  anatomical  structures  months  or  years  later. 

There  are  three  times  for  operation :  the  imme- 
diate, the  operation  months  or  years  later,  and 
the  late  primary  operation.  He  had  learned 
more  about  pelvic  injuries  from  operating  on 
severe  injuries  a  few  days  after  the  injur}-  had 
occurred  than  at  any  other  time.  Then  there  is 
very  little  bleeding,  the  cedema  has  subsided  and 
the  structures  can  be  identified.  He  advocated 
this  time  of  operation  only  for  severe  cases.  In 
all  the  mild  cases,  the  lesser  tears  we  unite  at 
once,  but  with  a  woman  exhausted  after  a  severe 
labor  and  with  complete  lacerations  through  the 
sphincter,  we  have  a  troublesome  and  grave 
operation,  and  it  is  becoming  more  common  to 
wait  until  the  structures  are  easily  identified,  yet 
before  granulation  or  scar  tissue  has  distorted 
them.  Then  we  can  identify  every  structure. 
Here  is  a  certain  muscle.     Pull  muscle  end  to 
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muscle  end.  Here  is  fascia ;  pull  fascia  to  fascia. 
Here  is  hymen  edge,  on  the  right,  on  the  left. 
Here  is  fourchette,  on  the  right,  on  the  left.  We 
pull  the  divided  parts  together.  Then  we  can 
work  out  each  sulcus  up  which  the  tear  has  gone 
and  unite  the  edges  surely,  certainly. 

The  disadvantage  of  most  repair  operations  ex- 
cept those  of  Emmet,  is  that  the}-  make  a  show 
result,  a  good  skin  surface  that  appears  right 
from  the  outside,  but  do  not  give  a  perineal  body 
built  up  with  a  long  apex  to  the  perineal  pyra- 
mid, lying  close  up  to,  and  holding  up  the  an- 
terior vaginal  wall.  The  figure-of-eight  suture 
has  the  advantage  of  making  a  thick  body  of 
"perineum."  AH  the  sutures  need  not  be  of  that 
shape,  but  only  one  to  three.  These  may  be  of 
silkworm  gut — the  rest  of  chromic  gut. 

The  points  of  most  interest  are  the  practical 
points.  No  one  operation  can  fit  all  cases.  The 
Emmet  operation  is  suitable  for  a  majority,  but 
the  Emmet  operation  sometimes  leaves  a  some- 
what gaping  vulva.  Denudation  carried  far  up 
the  posterior  wall  will  certainly  do  better  for  the 
cases  that  have  a  large  rectocele  or  a  thin-walled 
septum  between  the  rectum  and  the  vagina.  It 
is  the  ancient  tears  which  are  often  the  most 
troublesome.  In  those  in  which  the  lateral  struc- 
tures have  atrophied,  we  cannot  claim  that  we 
can  restore  the  parts  to  their  original  condition. 
We  may  have  to  make  a  denudation  that  is  not 
the  original  shape  of  the  tear.  All  the  cases  in 
which  we  can  recognize  a  tear  up  the  sulcus 
should  be  repaired  by  sutures  up  the  sulcus,  but 
those  that  show  atrophied  tissues  may  have  to 
have  the  drawing  together  of  muscular  structures 
that  never  belonged  together,  as  Dr.  Jewett  has 
well  said. 

Dr.  G.  McNaughton  thought  that  we  ought 
all  to  feel  very  grateful  to  Dr.  Jewett  for  his 
splendid  anatomical  exposition.  That  poor  peri- 
neum had  been  written  about  in  a  great  many 
ways  by  a  great  many  different  people,  all  giving 
different  descriptions.  Dr.  Jewett's  review  proves 
that  it  is  an  exceedingly  complicated  structure, 
and  one  difficult  to  describe. 

The  speaker  entirely  agreed  with  Dr.  Cragin 
that  the  proper  time  to  take  care  of  these  in- 
juries is  at  the  time  when  they  occur.  One 
reason  why  thev  are  not  taken  care  of  was  men- 
tioned by  Dr.  Cragin,  and  another  is  the  condi- 
tion of  demoralization  that  occurs  in  the  obstetric 
room.  All  are  tired,  the  patient,  friends  and 
evervbodv.  We  do  not  have  sufficient  light  to 
inspect  the  parts,  and  unless  care  is  taken  to 
place  the  patient  where  light  can  be  had,  where 
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an  inspection  can  be  made,  we  do  not  see  these 
rents.  He  would  particularly  mention  the  fact 
that  the  perineum  or  the  lower  part  of  the  vagina 
is  not  the  only  part  that  is  injured.  Frequently, 
if  a  careful  inspection  is  made,  one  will  find  rents 
in  the  lateral  sides  and  in  front  sufficient  to  make 
considerable  hemorrhage.  These  rents  require 
as  careful  attention  as  those  in  the  posterior  wall. 
The  anterior  wall  is  more  difficult  to  restore  than 
the  posterior.  Therefore,  he  should  say,  that  we 
need  time,  light  and  careful  inspection  of  the 
parts,  and  simply  replace,  as  nearly  as  possible, 
the  relationship  which  they  bore  before  they  were 
torn  and  retain  them  with  suture.  He  thought  it 
makes  little  difference  which  suture  is  used  at 
this  time.  By  placing  a  suture  at  the  upper  angle 
of  the  tear  we  usually  stop  the  hemorrhage. 

Another  thing  that  is  omitted  by  most  men 
who  attend  obstetric  cases  is  a  proper  perineal 
support  after  the  birth  of  the  child.  We  see  oc- 
casionally a  sagging  pelvic  wall  where  there  has 
betn  no  rent  in  the  mucous  membrane.  These 
parts  have  been  over-stretched  until  if  the  patient 
was  in  the  upright  position,  it  would  simply  be 
a  condition  of  prolapse.  By  supporting  that  with 
a  perineal  pad  which  has  been  properly  built  up 
much  good  can  be  done  in  this  way,  and  better 
vaginal  drainage  is  secured. 

Another  reason  that  we  have  trouble  after  these 
lacerations  is  allowing  the  patient  to  get  up  too 
soon.  Some  obstetricians  allow  their  patients  to 
get  up  in  a  very  few  days  for  purposes  of 
urinating  with  the  result  of  producing  more 
strain  on  those  parts  than  they  are  capable  of 
bearing. 

He  was  not  willing  to  totally  condemn  the 
Hap  operation.  He  had  seen  some  excellent  ana- 
tomical results,  and  it  is  quickly  and  easily  done, 
and  it  is  not  altogether  to  be  tabooed.  Occasion- 
ally lie  uses  the  Hegar  operation. 

Dr.  C.  R.  Hyde  said  that  the  anatomical  part 
of  the  subject  had  received  every  consideration, 
and  he  would  confine  his  remarks  to  the  Emmet 
operation,  with  which  he  was  most  familiar.  He 
had  seen  the  Hegar  operation  done,  also*,  the  d'ait, 
but  he  had  never  seen  either  operation  repair  the 
posterior  wall.  He  had  seen  an  attempt  made  by 
the  Noble  operation  to  repair  a  tear  of  twenty 
years  duration,  and  with  no  results,  as  the  mus- 
cles were  so  atrophied  and  so  small  that  it  was 
impossible  to  get  a  suture  to  hold  them. 

He  had  had  an  opportunity  for  eighteen 
months  as  an  interne  to  watch  Emmet  at  his  work. 
Emmet  has  his  own  pecular  views.  In  the  first 
place  he  claimed  that  the  integrity  of  the  peri- 


neum depended  on  the  fascia.  He  also  claimed 
that  the  term  "perineal  operation"  was  incorrect, 
and  he  always  spoke  of  his  operation  as  a  repair 
of  a  laceration  of  the  posterior  wall,  because  he 
said  there  was  no  so-called  "perineal  body,"  but 
only  a  union  of  fasciae,  muscles  and  tendons. 

The  speaker  thought  the  Emmet  operation  an 
ideal  one.  It  does  what  no  other  operation  does, 
that  is,  after  completion  of  this  operation  it  brings 
the  posterior  wall  of  the  vagina  in  close  opposi- 
tion with  the  anterior  wall.  When  any  operation 
on  the  posterior  wall  is  done  and  this  opposition 
is  not  the  result,  the  operation  is  a  failure.  Any 
operator  on  the  completion  of  the  Emmet  opera- 
tion, if  he  will  take  his  crown  suture  and,  before 
tying,  tighten  it,  he  can  see  whether  the  posterior 
is  in  opposition  with  the  anterior  wall  and  whether 
the  result  desired  has  been  obtained.  The  Emmet 
operation  depends  on  the  angle  sutures.  If  they 
are  not  introduced  properly  one  will  not  get  the 
apposition  sought  for. 

The  speaker  did  not  agree  with  Dickinson  that 
the  Emmet  operation  leaves  a  gaping  introitus. 
If  properly  done  there  is  no  gaping  whatever. 
The  introduction  of  the  angle  sutures  is  the  im- 
portant part.  In  introducing  this  suture  on  the 
pelvic  side  it  should  take  a  deep  sweep,  to  anchor 
it,  as  it  were.  It  then  goes  down  to  the  bottom  of 
the  denuded  angle  a  little  forward  of  the  point  of 
entrance,  picks  up  the  deep  tissue  to  obviate  any 
dead  spaces,  and  on  emerging  on  the  crest  of  the 
rectocele  is  introduced  deep  enough  to  pick  up 
the  rectal  fascia.  The  sutures  are  introduced  in 
a  V-shaped  manner. 

Emmet  used  silver  wire  because  he  claimed 
there  was  an  antiseptic  action  in  the  wire,  and 
when  he  twisted  the  wire  he  could  see  if  the 
tissues  were  strangulated  or  not.  Personally  the 
speaker  used  chronic  or  plain  cat-gut.  He  be- 
lieved it  does  not  make  any  difference  whatever, 
but  lie  thought  interrupted  are  better  than  con- 
tinuous sutures. 

Kelly  advises  the  use  of  the  shepherd  crook 
tenaculum.  Personally  the  speaker  thought  if  we 
use  traction  strings,  one  through  the  crest  of  the 
rectocele  and  one  through  each  caruncle,  we  get 
rid  of  a  good  deal  of  junk  in  the  way  of  instru- 
ments and  our  view  is  not  occluded  by  the  pres- 
ence of  instruments  in  the  way. 

The  operation  repairs  the  posterior  wall.  He 
did  not  think  it  restores  the  posterior  wall.  He 
thought  there  is  no  operation  that  will  completely 
restore  the  posterior  wall. 

The  after-care  of  these  patients  is  the  same  as 
in  other  plastic  cases.    He  thought  it  is  well  to 
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spray  the  parts  with  a  mild  antiseptic,  solution 
after  each  urination.  The  sutures  can  be  removed 
on  the  seventh  to  tenth  day.  If  the  outside  su- 
tures have  cut  in  and  left  a  granulating  space, 
this  should  be  washed  with  a  mild  antiseptic  so- 
lution and  dusted  with  some  bland,  non-irritating 
powder. 

Dr.  F.  H.  Stuart  thought  the  point  made  in 
regard  to  the  examination  of  the  patient  post- 
partum of  greatest  importance.  It  is  impossible 
to  make  a  proper  examination  immediately  after 
delivery.  Oftentimes  the  light  is  poor,  always 
there  is  a  great  amount  of  blood  issuing  from 
cracks  and  fissures  from  the  uterus  and  from  the 
more  or  less  extensive  tears.  It  is  therefore  im- 
possible for  any  one  to  determine  the  exact  ex- 
tent of  the  injuries. 

Several  years  ago,  in  a  paper  published  in  the 
Philadelphia  Medical  Journal,  he  advocated  the 
procedure  of  only  stopping  hemorrhage  that 
seemed  to  be  from  extensive  lacerations  and  wait- 
ing until  the  following  or  second  day  to  examine 
and  repair  these  injuries.  He  thought  that  the 
damaged  condition  of  women  after  parturition 
arises  from  deficiencies  in  making  a  thorough  ex- 
amination as  to  the  exact  extent  of  injury  done  at 
the  time  of  parturition.  This  can  only  be  learned 
in  the  daylight  when  the  hemorrhage  has  ceased, 
the  oedema  and  the  secondary  swelling  has  in  a 
measure  subsided.  You  can  then  see  the  actual 
extent  of  the  injury,  and  that  is  the  best  time  to 
repair  it. 

He  thought  with  Dr.  McNaughton  that  very 
often  there  are  tears  of  the  lateral  and  anterior 
walls  quite  away  from  the  location  which  is 
usually  searched  for  injuries  during  parturition. 
He  was  in  favor  of  repairing  perineal  injuries 
from  two  to  four  days  after  delivery. 

Some  years  ago  he  saw  a  patient  who  was  ex- 
tensively lacerated.  The  patient  had  not  been 
thoroughly  examined  at  the  time  of  parturition, 
and  it  was  six  days  before  the  extent  of  the  in- 
jury was  discovered.  The  torn  surfaces  were 
freshened  by  rubbing  with  gauze,  then  brought 
together  by  sutures.  It  was  one  of  the  best  re- 
sults he  had  ever  seen. 

The  difficulty  is  as  Dr.  Cragin  had  intimated, 
we  are  afraid  to  see  much  damage.  This  sec- 
ondary operation,  however,  has  only  this  one 
objection — it  makes  a  real  surgical  operation  after 
the  patient  and  her  friends  have  supposed  that  the 
most  trying  part  of  the  ordeal  was  over.  He 
thought  that  if  the  matter  were  properly  pre- 
sented to  the  patient  and  friends  they  would  see 


that  it  was  the  part  of  wisdom  and  safety  to  do 
the  operation  afterward. 

Dr.  .  Jewett,  in  closing,  thanked  the  speakers 
for  their  endorsement  and  as  well  for  their  crit- 
icisms. He  wished  especially  to  thank  Dr.  Cragin 
for  his  participation  in  the  discussion.  He  said 
that  Dr.  Dickinson  had  made  one  remark  which 
might  convey  an  impression  which  he  did  not  in- 
tend. The  speaker  ventured  to  presume  that 
when  the  doctor  spoke  of  making  a  thick  per- 
ineum, he  meant  one  as  thick  as  the  original  one 
was.  It  is  a  common  mistake  to  assume  that  the 
operation  is  better  in  proportion  as  the  resulting 
perineal  mass  is  thicker.  Normally  the  thickness 
of  the  pelvic  floor  differs  in  different  women. 
We  are  indebted  to  the  doctor  for  valuable  con- 
tributions to  the  subject. 

That  the  obstetric  injuries  of  the  pelvic  floor 
are  complicated  and  obscure,  if  true  at  all,  is  true 
only  of  the  external  and  least  important  part  of 
the  laceration.  Even  here  the  only  essential  in- 
juries, so  far  as  support  is  concerned,  are  the 
rupture  of  the  transverse  perineal  muscles  and  of 
their  investing  fascia.  Tears  in  the  vaginal 
sulcus  are  always  in  the  same  place. 

Finally  he  might  say  that  he  had  not  meant 
to  convey  the  impression  that  an  operation  of  the 
sort  under  discussion  can  be  done  by  rule.  What 
he  wished  to  insist  upon  was  that  an  operation 
which  restores  the  parts  to  their  original  integrity 
must  conform  to  the  Emmet  type.  It  goes  with- 
out saying  that  judgment  may  be  used  to  make 
the  Emmet  operation  fit  the  individual  case. 


THE  BROOKLYN  GYNECOLOGICAL 
SOCIETY. 


Regular  Meeting,  October  6,  1905. 


The  President,  W.  J.  Corcoran,  M.D.,  in  the 
Chair. 


H.  C.  Keenan,  M.D.,  Editor. 


HYSTERECTOMY  FOR  PROCIDENTIA. 

Dr.  S.  J.  McNamara  presented  two  specimens 
of  uteri  removed  per  vagina  for  procidentia  in 
patients,  between  the  ages  of  50  and  60,  following 
which  the  vagina  was  sewed  to  the  broad  liga- 
ments. The  patients  convalesced  very  rapidly 
and  left  the  hospital  two  weeks  after  the  opera- 
tion. This  was  the  only  satisfactory  method  the 
speaker  had  found  to  deal  with  these  cases. 
Plastic  work  and  suspension  of  the  uterus  did  not 
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relieve  them.  Any  other  work  than  the  plan  out- 
lined requires  much  longer  detention  in  bed,  and 
these  old  people  do  not  do  too  well  under  these 
circumstances.  The  patients  referred  to  did  well 
after  leaving  the  hospital,  and  so  far  as  the 
speaker  knew,  these  cases  have  less  return  of 
symptoms  than  when  other  methods  have  been 
employed. 

In  reply  to  a  question  as  to  how  long  it  was 
since  the  operations  were  performed,  Dr.  Mc- 
Namara  replied  that  in  one  case  it  was  six  weeks 
and  in  the  other  five  weeks. 

Replying  further  to  a  question  as  to  the  man- 
ner in  which  he  kept  the  vagina  up  afterward  in 
order  to  prevent  prolapse  of  the  vaginal  wall,  the 
speaker  stated  that  he  takes  a  suture  on  each  side 
of  the  broad  ligament,  and  as  it  comes  down  at- 
taches it  to  the  vagina.  He  has  never  seen  any 
recurrences.  He  knew  this  practice  is  vigorous- 
ly opposed  by  a  good  many  men.  Faure,  while 
in  this  country,  operated  on  a  case  of  his  by  this 
method.  The  patient  has  done  well  and  has  had 
no  return  of  symptoms  after  a  year.  He  knew 
you  remove  an  organ,  the  "keystone  of  the  arch" 
as  some  express  it,  but  the  keystone  is  broken, 
and  he  did  not  see  that  it  serves  any  further  use. 

Dr.  Jewett  asked  if  the  doctor  sutured  the 
broad  ligaments  together  at  the  bases,  or  sutured 
the  utero-pelvic  ligament. 

Dr.  McNamara  answered  in  some  instances 
he  has  sewed  the  broad  ligaments  together;  the 
ligatures  have  been  taken  with  a  large  grasp  or 
in  the  broad  ligament  and  then  these  sutures  have 
been  tied  together.  He  has  not  been  able  to  ob- 
serve any  difference  whether  he  brought  the 
broad  ligaments  together  or  left  them  long.  He 
thought  the  more  important  is  the  suture  that 
catches  hold  of  the  broad  ligament  and  brings 
it  up.  Whether  the  broad  ligaments  should  be 
approximated  or  not  does  not  make  any  differ- 
ence, as  the  bladder  and  rectum  come  together 
and  make  as  good  support  as  the  broad  ligaments 
will. 

Answering  the  query  as  to  whether  there  was 
any  plastic  work  done  in  the  lower  portion  of  the 
vagina,  Dr.  McNamara  replied  that  in  some  cases 
he  has  done  it.  In  these  cases  he  had  not.  He 
thought  it  unwise  to  subject  old  people,  whose 
muscular  tissues  in  the  perineum  are  greatly 
wasted,  to  any  longer  operation  than  possible. 

Dr.  Chase  inquired  if  the  doctor  recommended 
extirpation  of  the  uterus  in  procidentia,  except 
in  women  who  have  passed  the  menopause  ? 

Dr.  McNamara  said  that  most  decidedly  he 
would  not  recommend  it  except  in  women  past 


the  menopause  and  those  who  have  to  be  about 
and  earn  a  livelihood. 

Dr.  McNaughton  asked  what  the  doctor 
would  do  if  there  was  a  cystocele  present,  and 
said  that  his  ideas  were  directly  opposite  to  those 
of  Dr.  McNamara.  It  seemed  to  him  that  the 
uterus  is  very  small,  in  many  of  these  cases  if 
you  hold  it  up  a  few  days  and  allow  the  conges- 
tion to  subside.  He  regarded  the  uterus  as  a  key- 
stone and  better  than  one  you  could  substitute, 
and  he  thought  it  should  be  fastened  to  the  ab- 
dominal wall.  There  is  no  further  use  for  the 
organ  and  it  can  be  fixed  in  the  abdominal  wall. 
So  long  as  the  abdominal  wall  will  hold,  it  will 
sustain  the  uterus.  He  thought  the  preferable 
operation  would  be  a  fixation  in  these  cases,  and, 
personally,  he  would  prefer  it.  Dr.  McNamara's 
experience  had  been  so  different  to  his  that  he 
should  like  to  see  his  method,  as  perhaps  there 
was  something  about  it  he  had  not  understood. 
Those  cases  the  speaker  had  seen  hysterectomized 
had  not  Been  satisfactory,  and  it  did  not  seem  a 
reasonable  operation  owing  to  the  laxity  of  the 
tissues  in  the  pelvic  floor.  The  uterus  can  be  held 
up  by  fixation.  It  requires  little  time  and  only 
a  small  incision.  The  convalesence  might  be  a 
little  longer,  but  he  would  prefer  it  so. 

Dr.  Corcoran  asked  Dr.  McNamara  how  long 
after  the  operation  he  had  seen  these  cases? 

Dr.  McNamara  replied  that,  with  the  excep- 
tion of  the  case  operated  on  by  Dr.  Faure,  he 
had  not  been  able  to  trace  any  of  these  cases. 

HYSTERECTOMY  FOR  CHRONIC  ENDOMETRITIS. 

Dr.  A.  R.  Matheson  exhibited  a  specimen  he 
obtained  from  a  patient  whom  he  had  operated 
on,  October  3d.  A  little  over  two  years  ago  her 
menstrual  period  was  protracted  much  longer 
than  usual.  After  her  health  became  consider- 
ably impaired,  she  consulted  him,  and  curettage 
gave  a  respite  of  about  six  months.  The  trouble 
again  recurred,  with  gradually  increasing  sever- 
ity, the  intervals  between  menstruation  became 
shorter  and  shorter,  and  a  second  curettage 
showed  papillomatous  excrescences  present, 
which  were  found  to  be  benign  in  character. 
This  curettage  gave  but  three  months  respite. 
The  flow  continued  for  three  or  four  months 
longer,  and  resisted  mechanical  and  medicinal 
treatment.  During  this  time  she  was  in  the 
country  and  in  the  care  of  the  local  physician. 
She  came  under  his  care  again  three  weeks  ago 
and  was  miserably  anemic ;  the  flow  was  con- 
tinuous, and  the  cervix  was  found  to  be  thickened 
and  indurated.  He  determined  that  hysterectomy 
was  necessary,  and  last  Tuesday  he  operated. 
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The  pathologist  informed  him  to-day  that  while 
he  has  not  completed  the  examination,  that  the 
uterus  is  undoubtedly  carcinomatous.  His  object 
in  presenting  this  specimen  was  to  raise  the  ques- 
tion whether  it  is  not  best  to  operate  early  after 
the  recurrence  of  those  papillomatous  growths, 
which  have  so  decided  a  tendency  to  become  car- 
cinomatous. 

Dr.  McNaughton  thought  from  the  appear- 
ance of  the  specimen  that  the  doctor  got  the  dis- 
ease quite  early.  It  seemed  to  him  hysterectomy 
was  indicated  on  account  of  the  hemorrhage, 
even  if  one  was  unable  to  find  malignant  disease. 

HYDROSALPINX. 

Dr.  A.  A.  Hussey  showed  a  specimen  of  hy- 
drosalpinx. The  patient  came  to  him  complain- 
ing of  sterility  lasting  over  a  period  of  seven 
years.  Her  trouble  dates  back  to  her  first  puer- 
perium,  when  she  was  confined  to  the  bed  for 
several  months  and  to  the  house  for  five  months. 
Since  then  she  has  been  in  ill  health.  She  has 
had  no  pain,  except  a  little  burning  in  the 
vagina.  Her  menstrual  periods  have  been  reg- 
ular, but  since  the  childbirth  the  flow  has  been 
profuse  and  extending  over  six  days. 

The  examination  previous  to  operation  re- 
vealed a  retroversion  of  the  first  degree,  with 
pro^psed  and  adherent  ovaries.  Nothing  else 
could  be  felt.  When  the  doctor  opened  the  ab- 
domen, the  tubes  and  ovaries  were  found  pro- 
lapsed and  adherent.  The  tube  on  the  right  side 
contained  a  considerable  quantity  of  fluid.  The 
tube  on  the  left  side  was  clubbed.  The  left  tube 
was  opened  at  the  free  end,  slit  up  the  back  for 
about  three  quarters  of  an  inch,  the  flaps  sewed 
back  on  themselves,  and  the  lower  edge  of  the 
opening  sewed  to  the  adjacent  border  of  the 
ovary.  The  right  tube  was  removed.  The 
speaker  wanted  an  expression  of  opinion  as  to 
the  probability  of  pregnancy  of  such  cases. 

Dr.  Jewett.  being  called  on  to  answer,  said 
that  as  far  as  his  experience  went,  the  proportion 
of  cases  in  which  pregnancy  occurs  after  such 
operations  is  very  small,  yet  it  does  occur. 
further  report  on  case  operated  upon  for 
cancer  of  rectum. 

Dr.  C.  Jewett  said  that  some  months  ago  he 
reported  to  the  Society  a  case  in  which  he  had 
resected  several  inches  of  the  rectum  for  cancer. 
One  of  the  speakers  took  an  unfavorable  view 
of  the  value  of  radical  operations  for  cancer  of 
the  pelvic  organs.  The  totalitv  of  results  is  not 
flatterine.  it  is  true,  yet  he  did  not  think  these 
women  shoidd  all  be  given  up  to  die.  The  par- 
ticbr  case  he  reported  is  an  illustration  of  what 


may  be  done.  Her  life  has  already  been  pro- 
longed a  good  many  months.  The  operation  was 
done  ten  months  ago,  and  her  physician  teils  him 
she  has  grown  quite  stout  and  is  now  in  excellent 
health  and  spirits. 

PROPHYLAXIS  OF  BLADDER  INFECTION. 

Dr.  C.  Jewett  called  attention  to  a  method 
which  had  served  him  well  for  preventing  blad- 
der infection  when  the  bladder  has  to  be  cathe- 
terized.  It  is  a  rare  thing  that  a  patient  is 
subjected  to  catheterization  for  many  days  with- 
out showing  some  evidence  of  bladder  infection. 
Xow  and  then  a  serious  cystitis  may  result,  par- 
ticularly after  labor,  owing  to  lowered  resistance 
and  bruising  of  the  bladder  walls,  and  the  more 
or  less  septic  surroundings ;  the  lochia  always 
contain  microbic  organisms  after  the  first  few 
days.  His  practice  is  to  give  urotropin. 
grains,  t.i.d..  so  long  as  the  catheter  is  in  use. 
He  has  not  seen  a  case  of  post-partum  or  post- 
operative bladder  infection  since  adopting  that 
plan.  posture  for  drainage. 

Dr.  C.  Jewett  narrated  a  case  in  which  drain- 
age was  being  carried  out  with  the  aid  of  a  modi- 
fied Fowler's  position.  The  operation  was  done 
a  few  days  ago  for  necrotic  ovarian  cyst  with 
twisted  pedicle.  The  solid  and  liquid  portions 
of  the  tumor  together  weighed  31  pounds. 
Owing  to  the  size  of  the  solid  mass  the  incision 
extended  from  the  symphysis  to  the  unbilicus. 
There  were  extensive  adhesions  to  the  parietal 
peritoneum,  to  omentum  and  to  large  intestine 
The  peritoneum  was  drained  through  the  vagina. 
For  several  hours  after  operation  the  temperature 
was  104.  It  then  fell  nearly  to  the  normal  rising 
somewhat  again  later.  After  the  first  24  hours 
the  patient  was  allowed  to  sit  upright  in  bed. 
whereupon  it  was  found  the  drainage  was  much 
improved.  It  became  distinctly  less  whenever 
the  patient  resumed  the  half  sitting  posture. 
The  speaker  thought  that  in  cases  requiring 
drainage  the  upright  position,  when  practicable, 
might  prove  more  effective  than  the  semirecum- 
bent. 

Replying  to  a  question  as  to  whether  the  up- 
right posture  had  anv  injurious  effect  on  the 
incision  in  the  abdominal  wall.  Dr.  Jewett  said 
that  so  far  it  had  not.  The  wound  was  securely 
held  bv  four  crossed  sutures  of  worm-gut  over 
bolsters  in  addition  to  the  layered  sutures. 
violent  rupture  of  a  non-gravid  uterus,  ab- 
dominal section,  recovery. 

Dr.  C.  Jewett. — The  usual  causes  of  death  in 
rupture  of  the  uterus  are  collapse,  hemorrhage, 
sepsis. 
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Collapse,  though  seldom  the  sole  cause  of 
death,  is  frequently  an  alarming  symptom.  As  in 
the  case  1  have  to  report  it  is  often  out  of  pro- 
portion to  the  apparent  severity  of  the  injury. 
Mere  perforation  as  with  the  curette,  without 
hemorrhage  or  sepsis,  is  attended  with  little  dis- 
turhance.  There  is  no  apparent  reason  why  un- 
complicated rupture  should  he  followed  by  ex- 
treme collapse. 

Hemorrhage  is  likely  to  be  present  in  any  case 
of  uterine  rupture  even  though  there  may  be 
little  or  no  visible  bleeding.  This  materially 
affects  the  question  of  treatment.  Since  the  dis- 
tinction cannot  always  be  made  clinically  between 
hemorrhage  and  shock,  as  a  rule  the  abdomen 
must  be  opened.  While  hemorrhage  may  be 
recognized  by  opening  the  cul-de-sac  it  can  sel- 
dom be  taken  care  of  except  by  abdominal  section. 

Sepsis  always  follows  rupture  of  the  uterus  in 
the  later  months  of  gestation  if  the  woman  sur- 
vives the  shock  and  hemorrhage.  It  seldom 
occurs  in  simple  perforation  of  the  non-gravid 
uterus.  Yet  I  remember  a  case  in  which  crural 
phlebitis  had  resulted  from  perforation  with  a 
sound  of  a  uterus  apparently  aspetic  and  never 
pregnant. 

A  few  weeks  ago  a  case  of  uterine  rupture 
came  under  my  care  with  the  following  history. 
The  day  before  she  entered  the  hospital  she  had 
been  subjected  to  an  operation  in  a  physician's 
office.  Profound  collapse  immediately  followed, 
and  the  woman  was  taken  home  in  a  carriage. 
On  the  following  morning  she  called  in  another 
physician  who  found  her  temperature  102  and  the 
uterus  lacerated.  When  she  reached  the  hos- 
pital, 24  hours  after  the  accident,  she  was  nearly 
pulseless  at  the  wrist.  The  pulse  counted  over 
the  heart  was  130,  the  temperature  a  little  above 
100.  There  was  marked  pallor  and  the  general 
appearance  was  that  of  impending  death. 

Serious  injury  had  evidently  been  done  to  the 
uterus.  Little  bleeding  had  been  noted  exter- 
nally. How  much  blood  there  was  in  the  perito- 
neum it  was  impossible  to  tell  clinically.  On 
opening  the  abdomen  a  large  irregular  tear  was 
found  in  the  left  latero-posterior  aspect  of  the 
body  <>f  the  uterus,  the  corresponding  broad  liga- 
ment was  torn  for  two  inches  or  more,  and  there 
was  a  perforation,  at  the  middle  of  the  anterior 
uterine  wall,  just  below  the  fundus,  which  ad- 
mitted the  tip  of  a  Keith  clamp.  The  uterus  had 
been  split  on  the  left  side  from  the  lower  border 
of  the  cervix  nearly  to  the  fundus  and  the  broad 
ligament  into  the  peritoneal  cavity. 

The  peritoneum  contained  a  few  ounces  of 


bloody  serum.  The  intestines  in  the  vicinity  of 
the  uterus  were  markedly  injected,  presumably 
owing  to  injury  by  instruments.  The  wounds  in 
the  uterus  and  broad  ligament  were  closed  by 
suture  and  the  peritoneum  was  drained  through 
the  vagina. 

The  cervix  and  the  remnant  of  the  pocket  in 
the  broad  ligament  were  packed  with  gauze, 
which,  with  the  peritoneal  drain  was  removed 
after  24  hours.  The  pulse  at  the  close  of  the 
operation  was  128.  Under  the  use  of  artificial 
heat,  alcohol,  and  hypodermoclysis,  the  woman 
rallied  rapidly.  She  made  a  good  recovery  with 
no  rise  of  temperature,  leaving  the  hospital  at 
the  end  of  three  weeks. 

A  question  I  wish  to  raise  is,  What  is  the 
cause  of  the  profound  shock,  often  witnessed  in 
uterine  rupture  in  induced  abortion?  Is  it  not 
largely  due  to  the  rude  instrumentation  to  which 
peritoneum  and  intestines  frequently  are  sub- 
jected in  these  cases? 

Dr.  J.  C.  MacEvitt,  in  reply  to  Dr.  Jewett's 
query  as  to  the  causes  of  shock  in  rupture  of  the 
uterus,  stated  that  in  all  operations  on  the  uterus 
certain  preparations  are  made  to  avoid  shock. 
The  preparation  for  two  or  three  days  in  advance 
of  the  elective  operation  and  the  care  that  is 
given  in  these  cases,  is  in  a  manner  preventive. 
These  details  are  lacking  where  an  accidental 
rupture  occurs  in  a  physician's  office.  The  sub- 
sequent lack  of  attention  in  the  succeeding 
twelve  hours  would  be  conducive  to  shock.  He 
pointed  out  as  possible  causes  of  the  production 
of  shock  the  traumatism,  hemorrhage,  anxietv, 
fear  and  the  the  attendant  circumstances. 

Dr.  G.  McNaughton  thought  there  is  a  dif- 
ference in  the  individual.  We  all  see  some  pa- 
tients who  die  of  shock  after  an  operation  thai 
seems  so  slight  that  the  result  surprises  us,  and 
occasionally  we  see  a  great  deal  of  laceration  in 
the  peritoneum,  such  as  the  doctor  saw.  In  other 
cases  he  had  seen  extensive  laceration  in  the  peri- 
toneal cavity  and  there  was  not  much  shock.  He 
reaffirmed  that  there  is  a  great  difference  in  indi- 
vidals.  It  does  not  invariable  follow  thai  thej 
suffer  from  shock  to  the  extent  that  Dr.  Jewett's 
patient  did. 

Dr.  H.  C.  Keenan  said  that  with  regard  to  the 
injury  of  the  intestine  causing  shock,  some  years 
ago  he  looked  up  the  question  of  subcutaneous 
laceration  of  the  intestines.  In  a  large  num- 
ber of  cases  reported  in  which  there  was 
a  laceration  due  to  a  blow  on  the  abdomen, 
shock  was  absent  in  probably  one-half.  In 
other  cases  it  was  present  in  a  short  time  and 
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then  disappeared.  It  seemed  that  the  mere  fact 
of  injuring  the  intestine  alone  he  did  not  think 
would  account  for  any  extreme  degree  of  shock. 

Dr.  Carroll  Chase  thought  that  the  very 
fact  that  the  operation  is  illegitimate  is  a  factor 
in  the  causation  of  shock.  The  patient  is  fright- 
ened. That  factor  is  not  present  in  a  legitimate 
operation. 

Dr.  McNamara  believed  it  is  generally  ad- 
mitted death  can  be  caused  by  shock  without  the 
loss  of  blood. 

As  to  rupture  of  the  uterus  he  was  called  in 
consultation  some  five  weeks  ago  by  a  friend 
who  had  ruptured  the  uterus  during  curetting. 
The  woman  was  curetted  for  hemorrhage.  When 
the  speaker  saw  her  she  was  recovering  from  the 
anesthetic.  There  was  no  evidence  of  bleeding, 
so  he  advised  leaving  her  alone.  She  conval- 
esced without  any  other  symptoms. 

paper:    "a  clinical  review  of  some  recent 
cases  of  tubal  pregnancy,"  by  s.  j. 
mc  namara,  m.d. 

Discussion. 

Dr.  C.  Jewett  opened  the  discussion  by  saying 
with  reference  to  interstitial  or  intramural  preg- 
nancy, that  he  had  seen  it  a 'few  times.  In  one 
case  the  pregnancy  had  gone  to  the  fifth  month 
before  rupture  occurred. 

It  shovld  be  remembered  that  a  form  of  preg- 
nancy closely  resembling  interstitial  gestation  is 
pregnancy  in  the  undeveloped  horn  of  a  uterus 
unicornis. 

With  reference  to  treatment  of  the  ruptured 
tube  he  thought  the  technic  might  often  be  sim- 
plified to  advantage.  In  a  few  instances  he  had 
ligated  near  the  pelvic  wall  and  near  the  uterine 
cornu  in  the  usual  way,  emptied  the  tube,  trimmed 
and  sutured  the  rent  and  left  the  tube  in  situ. 
It  is  not  always  necessary  to  take  it  out.  The 
condition  of  the  tube  is  one  of  physiologic  hyper- 
trophy and  hyperplasia  and  the  thickening  soon 
disappears.  In  one  case  in  emergency  he  had 
left  the  rent  unsutured.  It  is  a  question  whether 
we  need  to  do  so  much  surgery  as  is  usually 
done  in  these  cases. 

Another  point  which  he  had  mentioned  in  pre- 
vious discussions:  It  would  be  of  interest  if  gen- 
tlemen would  note  how  often  they  find  rupture 
and  how  often  tubal  abortion.  Tubal  abortion  is 
believed  to  occur  three  times  where  rupture  oc- 
curs once,  and  yet  the  tubal  abortions  are  not  so 
often  ^een  in  the  cases  we  operate  upon.  When 
tubal  abortion  occurs,  if  the  entire  ovum  is  ex- 
pelled  promptly  from  the  tube,  there  is  not  much 


bleeding,  and  a  good  many  of  these  cases  recover 
without  operation. 

If  on  the  other  hand  the  ovum  remains  hang- 
ing in  the  mouth  of  the  tube,  bleeding  is  likely  to 
continue.  This  is  analagous  to  what  we  know  is 
true  in  abortion  in  uterogestation.  A  pretty  free 
uterine  hemorrhage  stops  as  soon  as  we  remove 
the  secundines.  While  the  contractile  power  of 
the  tube  is  not  equal  to  that  of  the  uterus  it  is 
usually  sufficient  to  control  the  vessels. 

Dr.  G.  McNaughton  said  that  with  reference 
to  cases  of  tubal  abortion,  he  had  seen  quite  a 
number  of  them.  Usually  there  is  a  rupture,  but 
where  abortion  has  taken  place  there  may  be  a 
great  deal  of  hemorrhage.  He  has  been  sur- 
prised at  the  amount  and  wondered  where  it 
came  from.  He  believed  a  good  many  cases  of 
tubal  pregnancy  occur  and  the  women  recover 
without  operation,  because  we  see  quite  a  number 
of  cases  that  give  quite  a  typical  history  and  yet 
they  remain  unoperated  and  recover.  He  believed 
that  occurs  more  often  than  we  suppose. 

As  to  the  case  reported  by  Dr.  McNamara,  in 
which  he  supposed  a  double  tubal  pregnancy  ex- 
isted, it  seemed  to  the  speaker  it  is  quite  a  com- 
mon thing  when  a  hemorrhage  occurs  at  the  time 
of  rupture,  that  some  blood  is  thrown  into  the 
r^her  tube.  He  had  seen  the  tube  so  enlarged 
from  this  source,  that  without  the  point  of  rup- 
ture, it  would  have  been  difficult  to  tell  which 
tube  was  involved  in  the  pregnancy.  The  hemor- 
rhage occurs  in  the  opposite  tube  just  as  we  have 
a  hemorrhage  into  the  uterus,  and  he  has  seen 
the  opposite  tube  distended  just  as  much  as  the 
tube  that  was  ruptured.  He  had,  however,  never 
seen  a  case  of  interstitial  pregnancy. 

Dr.  J.  C.  MacEvitt  continuing  the  discussion, 
said  that  interstitial  pregnancy  is  about  as  Dr. 
Jewett  had  explained,  and  as  defined  by  Reed 
occurs  at  the  cornu  of  the  uterus  and  the  tube. 

In  reference  to  tubal  abortions,  while  it  was  his 
opinion  that  probably  one-half  or  three-quarters 
of  the  cases  that  take  place  at  the  third  or  fourth 
week  are  unrecognized,  and  that  in  the  vast  ma- 
jority of  cases  the  women  recover  from  these 
conditions,  oftentimes  the  hemorrhage  requires 
opening  the  abdomen  and  sometimes  causes 
death. 

Not  long  ago  he  saw  a  case  following  operation 
for  supposed  rupture  due  to  tubal  pregnancy. 
The  abdomen  was  found  partly  filled  with  blood, 
some  of  it  clotted.  It  was  simply  washed  out  with 
saline  solution.  The  operator  was  unable  to  find 
any  rupture  of  either  tube ;  they  seemed  to  be 
intact.   No  attempt  was  made  to  tie  off  the  tubes. 
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The  woman  within  twenty-four  hours  showed  a 
weak  pulse  and  commencing  pallor.  This  in- 
creased to  such  an  extent  that  internal  hemor- 
rhage was  diagnosed  and  an  operation  proposed. 
In  the  interium  the  woman  died.  The  abdomen 
when  opened  was  found  to  be  full  of  blood.  The 
hemorrhage  was  evidently  from  a  tubal  abortion 
with  a  limited  amount  of  active  hemorrhage,  so 
slight  in  fact  as  to  be  overlooked. 

In  one  of  Dr.  McNamara's  specimens  the 
uterus  had  been  removed  and  the  speaker  asked 
why  this  had  been  done.  One  tube  appears  to  be 
in  good  condition ;  the  other,  of  course,  showed 
the  result  of  the  tubal  conception,  but  why  was 
the  uterus  removed  ?   It  appeared  normal. 

Dr.  S.  J.  McNamara  replied  that  the  uterus 
was  removed  from  the  fact  that  the  tubal  preg- 
nancy took  up  such  an  extensive  portion  of  the 
pelvis  that  it  would  necessitate  opening  up  the 
uterine  body  to  such  an  extent  that  it  would  leave 
a  very  atrophied  uterus,  and  another  reason  was 
that  the  hemorrhage  was  very  extensive  and  the 
adhesions  were  extensive  and  produced  consid- 
erable hemorrhage.  He  did  not  know  how  ex- 
tensive that  hemorrhage  was  until  he  took  the 
uterus  out.  An  exsection  of  the  cornu  would 
leave  a  very  poor  uterus. 

As  regards  the  treatment  of  tubal  abortion,  he 
would  like  to  know  if  Dr.  Jewett  would  advise 
emptying  out  the  tube  and  leaving  the  tube  intact 
if  there  was  no  hemorrhage  at  the  time  of  opera- 
tion? 

Dr.  Jewett  answered  if  the  tube  is  entirely 
empty,  he  did  not  think  there  is  much  risk  of 
hemorrhage.    He  could  not  say  there  is  not  any. 
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The  one  hundred  and  first  regular  monthly 
meeting  of  the  Brooklyn  Medical  Society  was 
held  on  the  evening  of  Friday,  March  17,  1905. 

The  President,  Dr.  R.  W.  Westbrook,  in  the 
chair. 

Minutes  of  previous  meeting  read  and  adopted. 

Application  for  associate  membership,  Dr.  Wil- 
liam A.  Myers,  proposed  by  Dr.  John  H.  Droge 
and  seconded  by  Dr.  Alfred  Bell. 

Admission  to  membership. — To  associate  mem- 
bership :  Dr.  B.  F.  M.  Blake.  To  membership: 
Dr.  J.  C.  McEvitt,  Dr.  Thurston  Dexter,  Dr.  H. 
F.  McChesney. 

Clinical  Section.    1.  Dr.  Algernon  T.  Bristow. 

(a)  Case  of  Rhinophyma,  with  Exhibition  of 
patient  after  operation.  He  also  showed  photos 
taken  before  operation. 


(b)  Report  of  a  Case  of  Avulsion  of  the 
Auriculo-temporal  Nerve  in  a  case  of  persistent 
neuralgia. 

2.  Dr.  J.  E.  Jennings :  Report  of  a  Case  of 
Cyst  of  the  Thyroid. 

3.  Dr.  John  Kepke :  Report  of  a  Case  of 
Tumor  of  the  Breast,  with  exhibition  of  specimen. 
This  case  was  discussed  by  Drs.  Sullivan  and 

•  Simmons. 

Paper :  "A  Glance  Into  the  Past — with  Exhi- 
bition of  Specimen,"  Dr.  John  Kepke.  The  paper 
dealt  with  an  old  medical  book,  written  in  the 
seventeenth  century.  Discussion  by  Drs.  West- 
brook,  Meeker,  Gibbons,  Sullivan,  Scott,  and 
Rogers. 

A  short  business  meeting  followed,  in  which 
the  report  of  the  committee  having  in  charge  the 
recent  dinner  was  read  and  accepted. 

Hugh  Edward  Rogers,  M.D., 

Recording  Secretary. 

The  one  hundred  and  second  regular  monthly 
meeting  of  the  Brooklyn  Medical  Society  was 
held  on  the  evening  of  Friday,  April  21,  1 905. 
The  President,  Dr.  R.  W.  Westbrook,  in  the 
chair. 

Applications  for  membership :  Dr.  V.  N. 
Weed,  1 164  Halsey  Street,  P.  and  S.,  1900. 

Admission  to  associate  membership,  Dr.  Wil- 
liam A.  Myers. 

A  letter  from  Edward  M.  Grout,  Controller  of 
the  City  of  New  York,  was  read,  asking  the 
Brooklyn  Medical  Society  to  put  itself  on  record 
as  being  in  favor  of  the  establishment  of  the  Uni- 
versity of  Brooklyn.  On  motion  duly  made,  sec- 
onded and  carried,  this  letter  was  laid  on  the 
table. 

Clinical  Section:  1.  Dr.  John  O.  Polak :  (a) 
Report  of  a  Case  of  Cancer  of  the  Uterus  with 
exhibition  of  specimen,  (b)  Report  of  the  Treat- 
ment of  a  Case  of  Puerperal  Septicaemia,  with  the 
use  of  collargum. 

Dr.  Charles  Jewett,  in  discussing  the  case  of 
cancer  of  the  uterus,  called  attention  to  Heitz- 
man's  Method  of  differential  diagnosis  between 
the  cases  of  erosion  and  malignant  growth,  by 
the  use  of  copper  sulphate.  In  the  case  of  ero- 
sion the  surface  turned  white,  and  in  the  case  of 
malignant  growth  there  was  hemorrhage.  He 
also  advocated  the  use  of  collargum  in  the  treat- 
ment of  cases  of  septicaemia,  and  spoke  of  the 
efficiency  of  intravenous  injections  of  antiseptic 
solutions  in  these  cases. 

Dr.  Walter  B.  Chase  said  that  the  radical  opera- 
tion for  cancer  of  the  uterus  had.  in  many  cases, 
resulted  satisfactorily,  and  that  the  advisability 
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of  operation  in  these  cases  is  receiving  more 
attention. 

Dr.  L.  Grant  Baldwin  presented  a  most  inter- 
esting series  of  calculi  from  the  genito-urinary 
tract:  (a)  A  vesical  calculus  from  a  woman  56 
years  old,  who  had  used  a  catheter  for  fifteen 
years  without  suspecting  stone,  (b)  A  calcare- 
ous degeneration  of  a  fibroid,  found  in  the  centre 
of  a  malignant  mass  in  a  cancerous  uterus,  (c) 
Two  specimens  of  a  calcareous  degeneration  of 
each  ovary  found  on  operation,  (d)  A  vesical 
calculus  the  size  of  a  hen's  egg.  (e)  A  renal 
stone  removed  from  a  woman  6  weeks  after  de- 
livery, was  found  in  a  pus  kidney. 

3.  Dr.  Walter  C.  Wood  read  a  report  of  a  case 
of  a  cyst  of  the  mesentary,  which  he  had  removed. 

Papers :  "The  Physician  as  a  Business  Man," 
Dr.  Walter  B.  Chase;  "The  Collection  of  Ac- 
counts from  a  Physician's  Standpoint,"  Dr. 
Frank  H.  Clark;  "The  Collection  of  Physicians' 
Accounts  from  the  Legal  Standpoint,"'  Mr.  Dar- 
win J.  Meserole. 

Discussion  by  Drs.  F.  D.  Bailey,  Chas.  Jewett, 
Fleming.  J.  D.  Sullivan,  Wheeler,  Brader,  J.  R. 
Kevin.  Hugh  Edward  Rogers,  M.D., 

Recording  Secretary. 

The  one  hundred  and  third  regular  monthly 
meeting  of  the  Brooklyn  Medical  Society  was 
held  on  the  evening  of  Friday,  May  19,  1905. 
The  chair  was  occupied  by  the  Vice-president,  Dr. 
Alfred  Bell. 

Application  for  membership :  Dr.  William 
Xeuss,  774  Ouincy  Street :  proposed  by  Dr. 
Scott.  Admission  to  membership  :  Dr.  Ver  Noov 
W.  Weed. 

Clinical  Section :  Dr.  C.  F.  Herman  read  a 
report  of  Disseminated  Tuberculosis  of  the  Skin. 

Paper:  "Strabismus,"  Dr.  E.  W.  Wright.  Dis- 
cussed by  Drs.  Vandergrift  and  Ingals. 

On  motion,  duly  made,  seconded,  and  carried, 
the  secretary  was  instructed  to  send  a  letter  of 
condolence  to  the  family  of  Dr.  Lester  Page 
Hooley,  one  of  our  members  who  had  recently 
died.  Hugh  Edward  Rogers,  M.D. 

Recording  Secretary. 

The  one  hundred  and  fourth  regular  monthly 
meeting  of  the  Brooklyn  Medical  Society  was 
held  on  the  evening  of  Friday,  June  16,  1905, 
Dr.  Westbrook  in  the  chair. 

Dr.  Chas.  Tag  acted  as  Secretary  pro  tern. 

Dr.  William  Neuss  was  admitted  to  member- 
ship. 

Clinical  Session:  1.  Dr.  Charles  Jewett  re- 
ported a  case  of  extensive  rupture  of  the  non- 
gravid  uteus. 


Dr.  Clayland  read  a  report  of  a  case  of  abscess 
of  the  liver,  also  reports  of  extra-uterine  preg- 
nancies and  also  a  case  upon  which  he  called  for 
a  diagnosis. 

Paper :  "The  Problems  of  Early  Diagnosis 
and  Treatment  of  Cancer  of  the  Stomach."  Dr. 
R.  W.  Westbrook. 

General  discussion. 

Hugh  Edward  Rogers,  M.D.. 

Recording  Secretary. 

The  one  hundred  and  fifth  regular  monthly 
meeting  of  the  Brooklyn  Medical  Society  was 
held  on  the  evening  of  Friday,  September  15, 
1905.  The  Vice-president,  Dr.  Alfred  Bell,  oc- 
cupied the  chair. 

Application  for  membership :  Dr.  L.  L.  Cohen, 
57  Tompkins  Avenue. 

Clinical  Section :  Dr.  W.  H.  Rankin,  chair- 
man. 

Dr.  Alfred  Bell,  a  member  of  the  Milk  Com- 
mission, in  a  short  address,  told  of  the  good 
work  being  done  by  that  commission.  He  spoke 
of  the  use  of  certified  milk  for  infants  and  chil- 
dren. That  he  regarded  it  as  a  great  advance 
from  a  scientific  standpoint,  and  said  it  was  only 
a  question  of  time  when  mothers  would  consider 
it  a  necessary  household  article. 

Dr.  Harris  Moak,  pathologist  in  the  Milk  Com- 
mission, discussed  Dr.  Bell's  remarks  very  intel- 
ligently. He  spoke  of  his  work  done  as  a  pathol- 
ogist, and  of  having  visited  the  different  dairies, 
and  seeing  with  his  own  eyes  the  preparation  of 
the  certified  milk,  from  the  time  it  left  the  cow 
until  it  was  bottled  and  sealed  with  the  stamp  of 
the  Milk  Commission.  He  emphasized  the  para- 
mount importance  of  the  feeding  of  babies  and 
the  use  of  proper  milk,  and  said  that  certified 
milk  came  as  near  to  the  ideal  as  possible. 

The  general  discussion  which  followed  showed 
the  interest  manifested  by  the  members  of  the 
society  in  the  subject. 

Hugh  Edward  Rogers.  M.D., 

Recording  Secretary. 

The  one  hundred  and  sixth  regular  monthly 
meeting  of  the  Brooklyn  Medical  Society  was 
held  on  the  evening  of  Friday.  October  20,  1905. 
Dr.  R.  W.  Westbrook  in  the  chair. 

Dr.  L.  L.  Cohen  admitted  to  membership. 

Clinical  Section :  Dr.  James  Pullman,  chair- 
man. 

1.  Dr.  James  C.  Kennedy  read  the  reports  of 
two  very  interesting  cases:  (a)  being  a  case  of 
perforation  of  the  posterior  wall  of  the  stomach, 
caused,  perhaps,  by  an  ulcer,  which  was  closed 
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by  an  adherent  pancreas.  He  demonstrated  the 
fact  of  the  difficulty  of  diagnosis  in  these  cases, 
and  the  necessity  for  an  exploratory  laparotomy 
to  determine  the  exact  condition.  The  patient 
was  an  Italian  woman,  40  years  old.  Stomach  dis- 
tress brought  on  a  great  deal  of  emaciation.  A 
thin  abdominal  wall  permitted  of  palpation  of  the 
abdominal  viscera  with  the  greatest  satisfaction, 
with  negative  results,  except  slight  pain  on  the 
deepest  pressure  over  the  region  of  the  stomach. 
Careful  examination  of  the  blood,  stomach  con- 
tents and  urine,  revealed  nothing.  Because  of 
the  possibility  of  reflected  pain  the  diagnosis  of 
gall  bladder  disease  was  made  by  eminent  diag- 
nosticians in  consultation.  Exploratory  laparot- 
omy was  made  and  the  gall  bladder  was  found 
normal.  Exploration  of  the  neighboring  organs 
revealed  a  small  indurated  area  in  the  stomach 
region.  An  opening  as  for  a  gastro-enterectomy 
was  made,  and  when  the  stomach  was  turned 
back  the  pancreas  was  found  adherent  to  its  pos- 
terior walls.  After  careful  separation  an  opening, 
the  size  of  a  ten  cent  piece,  was  found  in  the 
stomach  wall.  This  was  sutured  with  silk,  and 
the  detached  portion  of  the  pancreas  cauterized. 
With  appropriate  after-treatment  the  patient 
made  an  uneventful  recovery. 

The  cause  of  the  pain  and  distress  was  the 
interference  with  the  stomach  peristalsis,  together 
with  the  weight  of  the  ingesta.  Nature's  cure 
left  a  smooth  mucous  membrane,  and  the  absence 
of  malignant  disease  made  the  examination  of 
the  stomach  contents  negative,  in  so  far  as  the 
diagnosis  was  concerned.  The  uselessness  of 
palpation  in  this  case  was  caused  by  the  slight 
amount  of  induration,  being  on  the  posterior  of 
the  stomach,  and  covered  by  the  soft  tissues  of 
the  pancreas,  the  small  size  of  the  walled-off 
opening,  and  the  smooth  surface  of  the  anterior 
wall.  Hence  the  utter  impossibility  of  a  positive 
diagnosis  being  made  by  subjective  symptoms 
alone,  and  the  necessity  of  exploratory  incision. 

Dr.  Kennedy  also  reported  a  case  of  imperfor- 
ate anus,  with  a  recto-urethral,  a  recto-penal  fis- 
tula, complicated  with  post-urethro-rectal  fistula, 
in  a  child  36  hours  old.  The  penile  fistula  was 
midway  between  the  scrotum  and  the  glans  penis. 
Abdomen  was  distended :  it  was  restless ;  me- 
conium protruded  through  the  meatus  and  the 
penile  fistula  with  each  straining  effort.  Ischial 
tuberosities  being  well  separated,  the  perineum 
fairly  well  developed;  bulging  was  detected  at 
the  natural  site  of  the  anus.  Communication 
being,  in  all  probability,  recto-urethral,  it  was 
thought  proper  to  find  the  bowel  from  the  peri- 
neum :  it  was  also  thought  wise  not  to  make  any 


effort  to  separate  it  from  the  adjacent  urethra, 
leaving  the  recto-urethral  fistula  to  heal  after  a 
suitable  change  had  been  made  for  emptying  the 
bowels.  After  some  difficulty  the  bowel  was 
found,  brought  down,  and  an  anus  made.  The 
recto-penal  and  the  recto-urethral  fistulae  are  now 
closed,  but  for  the  time  there  remained  a  post- 
urethral  rectum  which,  the  mother  states,  never 
operated  except  when  enemas  were  given.  This 
fistula  terminated  at  the  penal  fistula.  This  is 
never  closed  at  the  rectal  extremity,  but  there 
still  remains  a  blind  pouch  which  is,  perhaps,  a 
quarter  of  an  inch  in  depth,  which  will  probably 
close  in  due  time.  The  artificial  anus  is  satis- 
factory in  so  far  as  it  could  be  observed ;  the  child 
enjoying  excellent  health. 

In  closing,  Dr.  Kennedy  said  that  he  contended 
that,  in  the  treatment  of  fistulae  in  this  and  other 
localities,  the  surgeon  should  give  nature  ample 
time  to  bring  about  a  cure  before  resorting  to 
radical  measures,  and  that,  as  shown  in  this  case, 
we  can  trust  nature  to  close  a  recto-urethral  fis- 
tula. 

Dr.  Peter  Scott  exhibited  a  patient  who  had  a 
bilateral  malformation  of  the  clavicles. 

Dr.  Silas  C.  Blaisdell  exhibited  a  patient,  a  boy, 
who  had  had  an  extensive  fracture  of  the  skull, 
upon  whom  he  had  operated.  The  fracture  ex- 
tended from  the  right  ear  over  the  occiput  to  the 
region  of  the  left  ear.  He  also  demonstrated  a 
rongeur  which  he  had  used  in  the  operation.  He 
also  exhibited  a  patient  upon  whom  he  had  oper- 
ated for  an  enormously  large  fatty  tumor,  and 
showed  photos  taken  before  and  after  the  opera- 
tion. 

Paper:  "Chronic  Gonorrhea,"  Dr.  G.  Morgan 
Muren.  Discussed  by  Drs.  Scott,  Sullivan,  and 
Bartley. 

General  Discussion:  "The  Present  Unsafe 
Condition  of  the  Brooklyn  Water  Supply  and 
Methods  for  Its  Improvement." 

Dr.  E.  H.  Bartley  opened  the  discussion,  by 
saying  that  there  was  nothing  new  in  the  water 
question,  that  the  same  thing  had  been  heard  for 
fifteen  years.  He  called  attention  to  the  series  of 
papers,  in  1900,  by  eminent  specialists  on  the 
subject  dealing  with  the  question  of  supply,  the 
bacteriology  and  purification  by  filtration.  He 
pointed  out  the  dangers  of  increasing  contami- 
nation, because  Long  Island  is  becoming  more 
and  more  thickly  settled. 

The  sources  of  supply,  he  showed,  were  from 
surface  streams  which  drained  farm  lands,  barn 
yards,  and  privy  vaults.  Recent  investigation 
had  discovered  the  colon  bacillus.     A  case  of 
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typhoid  had  been  discovered  on  the  border  of  one 
of  these  streams  which  received  the  overflow 
from  a  cesspool  in  the  rear  of  the  house.  Epi- 
demic was  prevented  by  hasty  action. 

He  spoke  of  the  system  of  patrolling  the 
streams  advocated  by  the  commission  in  1900. 
The  plan  was  slowly  adopted.  The  presence  of 
the  bacillus  coli  communis  was  demonstrated,  as 
was  the  presence  of  the  malarial  organisms  in 
1892  and  1896. 

He  then  came  to  the  discussion  of  sand  filtra- 
tion of  all  the  surface  water  df  our  water  sheds. 
He  considered  it  our  only  protection.  It  has  been 
shown  that  sand  filtration  would  remove  from 
97  to  99  per  cent,  of  micro-organisms,  when  the 
water  is  passed,  at  the  rate  of  2,000,000  gallons 
per  acre  per  day.  100  bacteria  per  1  c.c.  being 
the  limit  of  potable  water.  The  estimated  daily 
yield  of  the  surface  streams  and  ponds  of  our 
system  is  about  40,000,000  gollons.  This  would 
require  about  20  acres  of  sand  beds  for  efficient 
filtration.  As  these  beds  must  be  occasionally 
aired  and  cleaned  it  will  be  necessary  to  con- 
struct double  this  area  or  40  acres  (one-quarter 
square  mile),  allowances  being  made  for  water 
waste  at  pond's  overflow  and  storage. 

He  said  that  wells  are  safe  without  filtration. 
Dr.  Koch,  of  Germany,  and  Dr.  Kempster,  of 
England,  agree  that  the  cholera  germ  cannot 
filter  through  more  than  from  4  to  5  feet  of  earth. 
Protect  the  top  of  the  well  and  fill  with  gravel  or 
sand. 

He  closed  his  remarks  by  advocating  the  es- 
tablishment of  the  proper  method  for  the  purifi- 
cation of  the  water,  preferably  by  sand  filtration. 

Dr.  Brundage  continued  the  discussion.  It 
was  also  participated  in  by  Drs.  W.  B.  Chase,  J. 
D.  Sullivan,  J.  C.  Kennedy,  Pater  C.  Scott,  R.  W. 
Westbrook,  and  others. 

Dr.  Westbrook  read  a  resolution  apropos  to  the 
water  question,  to  be  presented  to  the  Borough 
President,  and  through  him  to  the  Board  of  Esti- 
mate. Because  of  its  phraseology,  considerable 
discussion  arose  and  on  motion,  duly  made,  sec- 
onded, and  carried,  a  committee  of  three  was  ap- 
pointed to  consider  the  matter  and  draw  up 
proper  resolutions,  and  report  at  the  next  meet- 
ing. Hugh  Edward  Rogers,  M.D., 

Recording  Secretary. 

The  one  hundred  and  seventh  regular  meet- 
ing of  the  Brooklyn  Medical  Society  was  held 
on  the  evening  of  Friday,  November  18,  1905. 

The  president,  Dr.  Westbrook,  in  the  chair. 

Minutes  of  previous  meeting  read  and  adopted. 

The  committee,  composed  of  Dr.  R.  W.  West- 
brook, Dr.  Alfred  Bell  and  Dr.  W.  H.  Rankin, 


appointed  to  draft  resolutions  on  the  opinions 
of  our  society  on  the  water  supply  question,  re- 
ported, and  through  the  chairman,  Dr.  Bell,  the 
following  resolutions  were  read: 

That  Whereas,  The  continual  presence  of  the 
abnormal  percentage  of  typhoid  fever  in  Brook- 
lyn in  recent  years  demonstrated  beyond  ques- 
tion the  contamination  of  its  water  supply  and 
the  possibility  of  a  more  serious  outbreak  at  any 
time  of  the  disease, 

Whereas,  It  has  been  thoroughly  demonstrated 
that  sand  filtration,  as  practised  by  municipali- 
ties in  this  country  and  abroad,  is  a  practicable 
method  of  rendering  a  water  supply  essentially 
safe;  and, 

Whereas,  That  it  is  a  reflection  on  the  intelli- 
gence of  this  community,  that  it  tolerate  con- 
tinued loss  of  time  and  life  through  preventable 
disease,  when  a  remedy  can  be  quickly  applied 
at  moderate  expense  as  shown  by  the  investi- 
gation of  the  present  president  of  the  Board  of 
Health ;  be  it 

Resolved,  That  the  Brooklyn  Medical  Society 
urge  the  Board  of  Estimate  and  Apportionment 
to  provide  for  this  borough  an  adequate  filtra- 
tion plant  at  the  earliest  possible  date,  it  being 
the  opinion  of  this  body  that  it  is  the  only  prac- 
ticable plan  which  can  be  put  into  early  opera- 
tion among  those  which  have  been  presented  for 
the  consideration  of  the  city  authorities 

Dr.  Alfred  Bell,  Chairman. 
Dr.  W.  W.  Rankin, 
Dr.  R.  W.  Westbrook, 

Committee. 

Clinical  Section. — Dr.  C.  E.  Scofield  read  the 
reports  of  three  cases  of  mastoditis  in  children. 

Paper:  "Post  Operative  Paresis,"  Dr.  R.  S. 
Fowler. 

Discussed  by  Dr.  W.  J.  Cruickshank  and 
others. 

Address :  "The  Legal  Aspects  of  the  Relation 
of  Doctor  and  Patient."    Hon.  James  D.  Bell. 

Clear,  concise  and  instructive,  not  only  in  the 
paper  which  he  read,  but  in  his  remarks  and 
answers  to  all  questions  put  to  him  on  various 
questions  pertaining  to  the  different  aspects  of 
the  law.  A  rising  vote  of  thanks  was  tended 
to  Col.  Bell  for  his  courtesy  in  addressing  this 
society. 

The  secretary  was  instructed  to  send  a 
letter  of  condolence  to  the  family  of  the  late 
Counsellor  Frank  J.  Doyle,  who  had  died  recent- 
ly, who  had  been  for  several  years  our  legal 
representative. 

Hugh  Edward  Rogers,  M.D., 
Recording  Secretary. 
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MEDICAL  PRACTICE  LAW  OF  THE  STATE. 


The  Medical  Practice  Law  of  the  State  of 
New  York  is  considered  one  of  the  best  of  its 
kind  in  this  country.  It  requires  all  licensed 
practitioners  of  the  healing  art  to  study  four  years 
in  a  recognized  medical  school,  to  pass  an  ex- 
amination in  medical  science  conducted  by  the 
State,  and  to  be  registered.  This  law  seems,  on 
its  face,  sufficient  to  protect  the  people  from  un- 
qualified practitioners  and  the  evils  of  medical 
quackery,  but  does  it  really  do  so? 

There  are  over  700  Osteopathic  "physicians" 
in  Greater  New  York  and  a  great  many  Chris- 
tian Scientist  practitioners.  Both  these  danger- 
ous classes  of  medical  quacks  freely  treat  all 
morbid  conditions,  but  in  their  treatment  they 
use,  exclusively,  agents  other  than  drugs.  An- 
other class,  however,  the  nostrum  advertisers, 
who  probably  treat  more  patients  than  all  other 
medical  quacks  combined,  use  drugs  only.  They 
practice  through  the  newspapers,  suggesting  to 
readers  of  their  advertisements,  diagnoses,  and 
with  the  diagnoses  giving  prescriptions  for  secret 
drug  compounds,  which  can  be  filled  at  the  near- 
est pharmacy. 

It  is  very  apparent  from  these  facts  that  our 
present  medical  practice  law  does  not  protect  the 
people  from  unqualified  medical  practitioners. 
It  is  evident  that  it  does  not  prevent  anyone, 
no  matter  how  ignorant  of  medical  science,  from 
practicing  the  healing  art  and  treating  all  kinds 
of  disease  or  injury  to  which  humanity  is  liable 
by  any  method  he  pleases.  The  only  restrictions 
which  this  sham  of  a  law  lays  on  him  are  the 


following,  and  they  have  no  real  force  or  im- 
portance. The  unlicensed  quack  must  not  pre- 
scribe drugs  face  to  face  with  his  patient,  though 
he  may  directly  prescribe  any  other  therapeutic 
agent.  If  he  wants  to  prescribe  drugs  he  must 
do  so  through  some  intermediary,  and  this  inter- 
mediary may  be  an  absolutely  irresponsible  one, 
such  as  a  newspaper  or  a  board  fence.  And  the 
unlicensed  quack  has  not  the  privilege  of  signing 
death  certificates. 

Plainly,  it  is  for  the  interest  of  the  public  that 
this  law  be  amended,  and  it  should  be  amended 
by  defining  with  such  fulness  and  clearness  what 
constitutes  the  practice  of  medicine  that  no  cor- 
rupt or  demagogic  judge  can  escape  from  or  twist 
the  definition.  The  practice  of  medicine  should 
be  defined  as  the  treatment  of  any  injury  or  dis- 
ease affecting  the  human  organism,  by  any  agent 
whatever,  whether  drugs  or  diet,  massage  or  the 
knife,  electricity  or  expectancy,  sunshine  or  sug- 
gestion, exercise  or  anything  else.  Also,  the  ad- 
vertisement of  nostrums  should  be  stopped,  which 
could  be  most  effectively  done  by  compelling  the 
manufacturers  to  publish  the  formula  on  every 
bottle. 

No  doubt,  any  attempt  to  pass  such  a  medical 
practice  law  as  the  one  above  described,  which 
would  truly  protect  the  people  from  medical 
quackery,  would  meet  strong  opposition.  The 
quacks  of  all  sorts  would  oppose  it ;  and  when  a 
measure  for  the  public  good  is  opposed  by  private 
interests,  the  private  interests  usually  win,  unless 
there  is  an  overwhelming  public  sentiment  in 
favor  of  the  measure,  which  is  not  the  case  in 
this  instance.  The  people  are  mostly  indifferent 
to  the  evils  which  come  to  them  from  free  quack- 
ery, because  they  are  largely  ignorant  of  them. 
The  newspapers,  which  should  have  instructed 
them,  and  created  a  public  sentiment  in  favor  of 
protection  from  these  evils,  are  silent  on  this  sub- 
ject, being  bribed  by  the  tainted  money  which 
they  receive  from  the  advertising  quacks  and  the 
manufacturers  of  nostrums.  Instead  of  inform- 
ing the  people,  and  rousing  public  sentiment  in 
favor  of  a  proper  medical  practice  law,  the  news- 
papers would  even  oppose  such  a  law,  as  they 
have  already  done  in  some  western  states.  But  the 
first  line  of  opposition  would  be  the  quacks  them- 
selves. They  would  take  money  to  Albany,  and  the 
past  history  of  our  state  legislature  does  not  en- 
courage us  to  doubt  that  this  money  would  talk 
there  more  convincingly  than  the  representatives 
of  our  county  medical  societies.  And  there  are 
many  of  the  people  themselves  who  would  oppose 
a  properly  protective  law  on  the  ground  thai  it 
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would  interfere  with  their  liberty  to  be  swindled 
and  humbugged  and  physically  injured  as  much 
as  they  like. 

Our  only  hope  of  getting  laws  which  will  give 
the  people  protection  against  quackery  lies  in 
educating  public  sentiment.  We  cannot  hope 
that  the  newspapers  will  do  this  because  they 
have  been  bribed  with  dirty  money  to  work 
against  it.  We  must  do  the  work  largely  our- 
selves, with  such  valuable,  though  rare,  assist- 
ance as  that  which  a  well-known  New  York 
weekly  is  now  giving.  Our  profession  has  for 
its  unselfish  object  not  only  the  cure  of  disease, 
but  its  prevention,  and  it  is  as  much  in  the  line 
of  our  professional  duty  to  prevent  injurious 
treatment  as  to  prevent  disease  itself. 

E.  E.  C. 


THE  BROOKLYN  EYE  AND  EAR  HOSPITAL. 


The  old  Brooklyn  Eye  and  Ear  Hospital  on 
Livingston  Street  is  facing  a  rather  critical  period 
in  its  history.  The  widening  of  Livingston 
Street,  which  will  be  begun  at  once,  will  leave 
the  building  a  practical  wreck,  while  as  yet  no 
definite  plans  for  its  rebuilding  have  been  per- 
fected. 

The  difficulty  is  a  financial  one.  A  sum  of 
$150,000  above  the  $65,000  to  be  paid  by  the  city 
as  an  indemnity  for  the  building  is  needed  to 
erect  a  new  structure  of  fire-proof  construction, 
with  equipments  of  a  modern  institution.  The 
need  of  immediately  raising  a  large  part  of  this 
sum  is  imperative.  An  indefinite  intermission  of 
the  work  of  the  hospital  would  seriously  threat- 
en its  existence.  In  this  crisis  the  Board  of  Direc- 
tors of  the  hospital  is  casting  about  to  find  means 
of  meeting  the  emergency,  but  no  formulated 
plan  of  procedure  has  as  yet  been  evolved  which 
seems  sufficiently  adequate. 

The  lay  Board  of  Directors  include  the  names 
of  Messrs.  Cornelius  D.  Wood,  Alexander  E. 
( )rr,  Thomas  E.  Stillman,  John  Claflin,  Abbott 
L.  Dow,  Crowell  Hadden,  S.  B.  Chittenden. 
Carll  H.  De  Silver,  Rev.  Dr.  H.  P.  Dewey,  Isaac 
If.  Carv.  Edgar  McDonald,  John  J.  Pierrepont. 
John  S.  Frothingham  and  Robert  B.  Woodward. 


MEDICAL  NEWS. 


EDITED  BY  CLARENCE  REGINALD   HYDE,  M.D. 

It  is  earnestly  hoped  that  all  members  of  the 
profession  possessing  news  concerning  them- 
selves or  their  friends,  which  would  interest 
others,  will  communicate  the  same  to  the  News 
Editor  before  the  9th  of  each  month.  Items  for 
this  department  should  be  sent  promptly  to  Clar- 
ence Reginald  Hyde,  M.D.,  126  Joralemon  Street. 

Dr.  George  Gray  Ward,  Jr.  (L.  I.  C.  H., 
1890),  has  removed  to  77  West  Fiftieth  Street, 
Manhattan. 

Dr.  Thomas  R.  French,  of  150  Joralemon 
Street,  announces  future  office  hours  from  1 1 
A.  M.  to  1  P.  M.,  and  by  appointment,  Sunday, 
from  3  to  5. 

Dr.  and  Mrs.  Henry  W.  Schreiber  announce 
the  marriage  of  their  daughter,  Elise,  to  Dr. 
George  Clinton  Straub,  of  Brooklyn. 

Miss  Emily  Mathias  Cox,  the  daughter  of  Dr. 
and  Mrs.  Charles  X.  Cox,  and  Mr.  Alonzo  C. 
Bell  were  married  November  21,  1905. 

The  marriage  of  Dr.  Lewis  N.  Foote  and  Mrs. 
Mabel  Shull  Ackler  took  place  at  Utica,  New- 
York,  November  15,  1905.  Dr.  and  Mrs.  Foote 
will  reside  at  147  Hancock  Street. 

The  Brooklyn  Gynecological  has  elected  the 
following  officers  for  1905-6:  President,  John  O. 
Polak ;  Vice-President,  Ralph  H.  Pomeroy ; 
Second  Vice-President,  Frederick  J.  Shoop :  Re- 
cording Secretary,  Augustus  A.  Hussey ;  Corre- 
sponding Secretary,  Victor  L.  Zimmermann ; 
Treasurer,  Joseph  F.  Todd ;  Pathologist,  Charles 
L.  Fincke. 

The  New  York  Obstetrical  Society  has  elected 
the  following  officers  for  1905-6:  President. 
Le  Roy  Bronn  ;  First  Vice-President.  James  N. 
West :  Second  Vice-President.  W.  E.  Stnddiford ; 
Recording  Secretary.  W.  S.  Stone :  Assistant 
Recording  Secretary,  H.  C.  Taylor ;  Correspond- 
ing Secretary,  E.  E.  Tull ;  Treasurer.  J.  Lee 
Morrill :    Pathologist.  Franklin  A.  Dorman. 

Colonel  William  E.  Stokes,  of  the  23d  Regi- 
ment, has  withdrawn  his  resignation  as  President 
of  the  Board  of  Trustees  of  the  Williamsbnrgh 
Hospital,  and  presided  at  the  last  meeting  of  the 
Board  on  November  9th.  at  which  the  following 
gentlemen  were  elected  as  additional  members  of 
the  Board :  The  Reverend  Newell  Woolsey 
Wells,  D.D..  John  C.  Kerr,  and  Hugh  De  Haven. 

Dr.  Henrv  P.  de  Forest  announces  his  clvui^e 
of  address  from  124  to  150  West  47th  Street. 
New  York  Citv.    On  Monday.  Wednesday  and 
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Friday  afternoons  he  has  office  hours  at  his  resi- 
dence, 369  Hancock  Street. 

The  crying  need  of  system  in  our  hospital 
management  was  brought  out  the  other  night  in 
a  lecture  before  the  New  York  Academy  of 
Medicine  by  Professor  Gerster.  He  contrasted 
the  New  York  hospitals,  where  the  cost  of  care 
averages  close  to  $2  a  day  for  each  patient,  with 
those  of  German}-,  where  the  cost  is  from  30  to 
35  cents  a  day.  He  said  that'  deficits  of  $80,000 
to  $90,000  a  year  are  not  uncommon  in  New 
York  hospitals,  and  that  this  result  is  due  to  the 
lack  of  system  by  which  they  are  conducted. 
The  remedy  he  suggested  was  the  employment 
of  a  high  priced  and  highly  trained  superintend- 
ent for  each  hospital,  who  should  conduct  the 
institution  for  the  benefit  of  the  patients,  and  not 
for  that  of  the  doctors. — Brooklyn  Eagle. 

Dr.  Paul  Monroe  Pilcher  has  been  appointed 
assistant  surgeon  of  the  grade  of  first  lieutenant, 
with  rank  from  October  23d,  Squadron  C, 
Cavalry. 

The  following  names  have  been  certified  for 
appointment  in  the  city's  service,  Department  of 
Correction,  resident  physicians  : — Moses  Kesch- 
ner,  264  East  Seventh  Street,  Manhattan  ;  Samuel 
L.  Ausbacher,  1869  Madison  Avenue,  Manhat- 
tan; William  W.  Bostwick,  551  West  One  Hun- 
dred and  Fifty-second  Street,  Manhattan;  Her- 
man O.  Wolff,  88  East  One  Hundred  and  Eighth 
Street,  Manhattan ;  William  V.  Pascual,  607  St. 
Marks  Avenue,  Brooklyn  ;  John  M.  Taylor,  438 
Third  Street,  Brooklyn  ;  Nathaniel  P.  Rathbun, 
240  Greene  Avenue,  Brooklyn ;  Clarence  H. 
Smith,  841  East  One  Hundred  and  Sixty-fifth 
Street,  Manhattan;  Edgar  H.  Farr,  321  West 
Forty-sixth  street,  Manhattan ;  Benjamin  R. 
Tupper,  203  West  Eighty-fifth  Street,  Manhat- 
tan ;  Samuel  M.  B.  A.  Moore,  140  West  Eightieth 
Street,  Manhattan ;  James  E.  Blake,  352  Jeffer- 
son Avenue,  Brooklyn ;  James  J.  Grady,  996 
Washington  Avenue,  Manhattan ;  Abraham 
Bernstein,  318  East  Fourth  Street,  Manhattan; 
Rosalie  Bell,  398  Fourth  Street,  Brooklyn ; 
Franklin  S.  Palmer,  120  Broadway,  Manhattan; 
Belle  J.  McDonald,  324  West  Fifty-first  Street, 
Manhattan ;  Thomas  B.  Hegeman,  2603  Newkirk 
Avenue,  Brooklyn. 

The  Cumberland  Street  Hospital  Alumni  As- 
sociation held  its  annual  meeting  and  banquet 
recently  at  the  Lincoln  Club  House.  President 
W.  S.  Searles,  M.D.,  was  in  the  chair.  There 
are  seventy-six  members,  and  nearly  all  were 
present.  Edward  Chapin,  M.D.,  was  elected 
President ;   O.  S.  Ritch,  M.D.,  Secretary,  and 
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G.  S.  Ogden,  M.D.,  Treasurer.  Six  were  elected 
to  membership,  and  Dr.  Charles  Bacon  was  elect- 
ed as  the  first  honorary  member.  President 
Searles  introduced  the  speakers  of  the  evening, 
Dr.  John  F.  Fitzgerald,  General  Superintendent 
of  Hospitals,  who  spoke  on  "The  Management 
of  Hospitals" ;  Dr.  Bacon,  Superintendent  of 
Cumberland  Street  Hospital,  spoke  of  the  work 
of  the  hospital ;  ex-President  J.  Lester  Keep  and 
William  M.  Butler,  M.D.,  spoke  of  the  earlier 
work  in  the  institution.  William  L.  Lane,  M.D., 
responded  to  the  toast,  "To  the  Ladies."  Ralph 
Lyodd,  M.D.,  and  W.  S.  Shrewsbury,  M.D., 
made  addresses. 

Dr.  R.  G.  Eccles  (L.  I.  C.  H.,  1882),  accom- 
panied by  his  wife,  expects  to  start  in  July,  1906, 
for  two  tours  around  the  world.  The  first  takes 
in  Manchuria,  Japan,  Corea,  China,  Philippine 
Islands,  Siam,  Burmah,  India,  Ceylon,  Egypt, 
Holy  Land,  Turkey,  Greece,  Morocco,  Spain  and 
Portugal  to  Great  Britain,  where  he  will  arrive 
in  July,  1907.  From  a  point  in  the  British 
Isles  he  will  make  his  start  for  his  second  tour, 
which  takes  in  Central  Africa,  Australia,  New 
Zealand,  Van  Dieman's  Land  and  South  America. 
He  will  return  to  New  York  July,  1908. 

A  dinner  in  celebration  of  Dr.  Charles  Jew- 
ett:s  twenty  years  of  service  at  and  in  aid  of  the 
hospital,  was  tendered  to  him  by  the  staff  and 
directors  of  the  Bushwick  Hospital  at  the  As- 
sembly. 

A  reception  was  given  in  honor  of  Shigemichi 
Suzuki,  Surgeon-General  of  the  Imperial  Jap- 
anese Navy,  and  late  Surgeon-in-Chief  of  the 
combined  fleets  under  Admiral  Togo,  by  the 
Medical  Society  of  the  County  of  Kings,  at  1313 
Bedford  Avenue,  on  Monday  evening,  November 
27,  1905.  Entertainment  was  gracefully  contrib- 
uted by  Professor  Henry  Evans  Northrop. 

At  a  meeting  of  the  Nassau  Lodge,  No.  536,  on 
November  9,  1905,  an  address  on  "Washington 
as  a  Mason,"  was  delivered  by  W.  William 
Schroeder,  M.D. 

At  the  last  regular  meeting  of  the  Pediatric 
Section  the  annual  election  of  officers  took  place 
The  following  were  elected  for  the  ensuing  year: 
President,  LeGrand  Kerr ;  Vice-President. 
Louis  C.  Ager ;  Secretary-Treasurer,  Archibald 
Smith. 

This  Society  is  rapidly  corning  to  the  front  as 
an  important  section.  One  feature  of  the  meet- 
ings is  that  the  interest  is  so  great  that  frequently 
a  paper  is  held  over  until  a  subsequent  meeting 
because  of  the  length  of  the  discusion  of  prece- 
ding papers. 
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BOOK  REVIEWS. 


Hygiene  and  Public  Health.  By  B.  Arthur  Whit- 
telegge,  C.B.,  and  George  Newman,  M.D.,  D.P.H., 
F.R.S.E.  New  Edition,  Revised,  Enlarged,  and  in 
part  Rewritten.  Chicago,  W.  T.  Keener  &  Co.,  1905. 
viii.,  636  pp.    i6mo.    Price:  Cloth,  $1.75. 

This  manual  has  run  through  a  large  number  of 
editions,  and  the  aims  of  its  authors  have  evidently 
been  to  make  each  one  better  than  its  predecessors.  It 
can  be  safely  commended  as  a  work  which  contains  all 
the  essentials  of  hygiene  with  which  a  public  health 
officer  should  be  acquainted.  An  enumeration  of  its 
chapters  conveys  the  scope  of  its  field  of  usefulness : 
Air,  Meteorology,  Water,  Food,  Soil,  Buildings, 
Schools,  Hospitals,  Removal  of  Refuse,  Disposal  of  the 
Dead,  Animal  Parasites,  Infection,  Disinfection,  Spe- 
cific Diseases,  Tropical  Diseases,  Prevention  of  In- 
fectious Diseases,  Medical  Officers  of  Health  and 
Sanitary  Inspection,  Sanitary  Laws,  Factories  and 
Workshops,  By-Laws  and  Regulations,  Vital  Statistics. 
Almost  every  chapter  is  a  well  balanced  consideration 
of  the  various  topics  discussed. 

Modern  Clinical  Medicine.  —  Infectious  Diseases. 
Edited  by  J.  C.  Wilson,  A.M.,  M.D.  An  authorized 
Translation  from  "Die  Deutsche  Klinik,"  Under  the 
General  Supervision  of  Julius  L.  Salinger,  M.D. 
New  York  and  London,  D.  Appleton  &  Co.,  1905. 
xiv.,  925  pp.,  11.,  2  col.  pi.    8vo.    Price:  Cloth,  $6.00. 

This  work  is  one  of  the  finest  and  best  that  has  ever 
been  written  upon  the  subject  of  infectious  diseases. 
The  authors  of  this  volume  are  among  the  best  known 
clinicians  of  the  modern  German  school  of  medicine; 
the  names  of  the  American  editors  are  a  guarantee  of 
expert  supervision  and  satisfactory  translation.  This, 
and  the  following  volumes  (to  be  published),  will  be 
indispensable  acquisitions  to  the  internist. 

G.  R.  B. 

Addresses  and  Other  Papers.  By  William  Williams 
Keen,  M.D.,  LL.D.,  F.R.C.S.  (Hon.).  Philadelphia 
and  London,  W.  B.  Saunders  &  Co.,  1905.  Front., 
vi.,  441  pp.,  9  pi.    8  vo.    Price:  Cloth, -$375- 

On  looking  over  this  very  interesting  series  of  ad- 
dresses, of  which  the  later  ones  are  familiar  to  students 
of  current  medical  literature,  one  may  readily  see  why 
there  was  a  demand  for  their  collection  and  publica- 
tion in  book  form.  Of  the  variety  of  subjects  treated 
by  this  well-known  surgeon,  the  large  majority  are  of 
much  more  than  local  interest  and  will  well  repay 
perusal.  G.  R.  B. 

A  Manual  of  Practical  Hygiene  for  Students, 
Physicians,  and  Medical  Officers.  By  Charles 
Harrington,  M.D.,  Assistant  Professor  of  Hygiene  in 
the  Medical  School  of  Harvard  University.  Third 
Edition,  revised  and  enlarged.  Philadelphia  and  New 
York,  Lea  Brothers  &  Co.,  1905.  12,  17-793  PP-,  8  pi., 
4  col.  pi.   8vo.    Price :  Cloth,  $4.25. 

The  third  edition  of  this  well-known  work  bears 
traces  of  a  thorough  enlargement  and  careful  revision. 
As  it  stands  it  is  a  most  sufficient  presentation  of  the 
hvgiene,  general,  personal,  and  military,  of  to-day. 

G.  R.  B. 

A  System  of  Physiologic  Therapeutics.  Edited  by 
Solomon  Solis  Cohen,  A.M.,  M.D.  Vol.  XI.  Sero- 
therapy. Organotherapy,  Blood-Letting.  Radium,  etc., 
Digest,  Indexes.  Philadelphia,  P.  Blakiston's  Son  & 
Co.,  1905.  v-xiii.  p.,  11.,  17-388  p.  8vo.  Price:  Cloth, 
$2.50. 

The  final  volume  of  this  system  is  at  hand,  thus  com- 
pleting a  most  remarkable  and  useful  work.  The  whole 
undertaking  reflects  vast  credit  upon  the  editor  and  his 
collaborators,  and  should  be  to  him  and  to  them  a 
source  of  honorable  pride.  It  is  a  great  pity  that  the 
volumes  cannot  be  bought  separately.  G.  R.  B. 


Clinical  Diagnosis  and  Urinalysis.  A  Manual  for 
Students  and  Practitioners.  By  James  Rae  Arneill, 
A.B.,  M.D.  Philadelphia  and  New  York,  Lea 
Brothers  &  Co.,  1905.  Col.  front.,  17-244  pp.,  12  mo. 
Price:  Cloth,  $1.00.    {The  Medical  Epitome  Series.) 

A  thoroughly  practical  little  book,  containing  an 
amazingly  large  amount  of  trustworthy  and  well-pre- 
sented information,  condensed  within  a  small  compass. 

G.  R.  B. 

Acute  Contagious  Diseases.  By  William  M.  Welch, 
M.D.,  and  Jay  F.  Schamberg,  A.B.,  M.D.  Phila- 
delphia and  New  York,  Lea  Brothers  &  Co.,  1905. 
v-viii.,  17-781  pp.,  60  pi.,  1  col.  pi.  8vo.  Price :  Cloth. 
$5-00. 

The  diseases  embraced  under  this  title  are  vaccinia, 
small-pox,  chicken-pox,  scarlet  fever,  measles,  rubella, 
typhus  fever,  and  diphtheria.  It  is  a  comprehensive  and 
invaluable  work,  written  by  thoroughly  qualified  men 
of  immense  experience,  and  illustrated  by  a  most  re- 
markable series  of  photographs.  G.  R.  B. 

Drink  Restriction  (Thirst  Cures),  Particularly  in 
Obesity.  By  Prof.  Carl  von  Noorden  and  Dr.  Hugo 
Salomon.  New  York,  E.  B.  Treat  &  Co.,  1905.  11., 
7-16  pp.  8vo.  Price:  Cloth,  75  cents.  (Diseases  of 
Metabolism  and  Nutrition.  By  Prof.  Dr.  Carl  von 
Noorden..  Vol.  6.) 

This  is  another  of  the  valuable,  interesting,  and  sug- 
gestive monographs  by  von  Noorden  which  requires 
reading  for  proper  appreciation.  G.  R.  B. 

Health  and  Disease  in  Relation  to  Marriage  and 
the  Married  State.  A  manual  contributed  to  by 
Privatdozent  Dr.  med.  C.  Abelsdorff  [and  others]. 
Edited  by  Geh.  Medizinairat  Prof.  Dr.  H.  Senator 
and  Dr.  med.  S.  Kaminer.  The  only  authorized 
translation  from  the  German  into  the  English  lan- 
guage by  J.  Dulberg,  M.D.  Vol.  2.  New  York  and 
London,  Rebman  Co.  [1905].  481-1257  pp.  8vo. 
Price :  Cloth,  $3.50. 

The  second  volume  of  this  exhaustive  work  measures 
up  to  the  high  standard  of  its  predecessor.  If  the  prac- 
titioner desires  information  in  regard  to  any  possible 
point,  major  or  minor,  concerning  the  relations  between 
marriage  and  disease  it  is  very  safe  to  say  that  his 
query  will  be  answered  somewhere  in  the  pages  of 
these  volumes.  G.  R.  B. 

Radiotherapy  and  Phototherapy,  including  Radium 
and  high-frequency  currents,  their  medical  and 
Surgical  Applications  in  Diagnosis  and  Treat- 
ment. For  Students  and  Practitioners.  By  Charles 
Warrenne  Allen,  M.D.    Lea  Bros.  &  Co.  1904. 

In  this  volume  of  some  six  hundred  pages  the  author 
has  reduced  the  immense  amount  of  X-ray  literature  to 
a  form  in  which  it  can  be  serviceable  to  the  practitioner. 
The  excellent  feature  in  this  work  is  the  brief  but  ade- 
quate description  of  the  technique. 

The  larger  part  of  the  book  is  devoted  to  a  discussion 
of  the  more  important  field  of  therapy.  The  value  of 
the  high-frequency  current  receives  timely  attention, 
and  the  matter  of  exact  dosage  is  discussed  in  a  com- 
mendable manner. 

The  book  is  thoroughly  practical,  and  will  appeal  to 
those  who  are  interested  in  this  new  and  important 
therapeutic  agent.  William  Francis  Campbell. 

Progressive  Medicine.  Vol.  vii..  No.  3,  September  1, 
1905.  Philadelphia  and  New  York,  Lea  Bros.  &  Co., 
1905.  298  pp.,  8vo.    Price:  Paper,  $1.50;  Cloth,  $2.25. 

This  volume  will  be  of  special  interest  to  the  internist. 
It  discusses  the  latest  advances  in  diseases  of  the  thorax, 
dermatology  and  syphilis,  diseases  of  the  nervous  sys- 
tem and  obstetrics.  The  high  standard  of  this  popular 
work  is  ably  maintained  by  the  distinguished  corps  of 
contributors  to  this  volume.  There  is  no  work  which 
gives  us  such  a  well-selected  and  well-digested  resume 
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of  the  world's  progress  in  medicine  and  surgery  as 
Progressive  Medicine.  It  ought  to  be  in  the  library  of 
every  physician  who  has  faith  in  to-morrow  rather  than 
yesterday.  William  Francis  Campbell. 

The  Surgical  Assistant:  A  Manual  for  Students, 
Practitioners,  Hospital  Internes  and  Nurses.  By 
Walter  M  Brickner,  B.S.,  M.D.  New  York,  Inter- 
national Journal  of  Surgery  Co.  [C1905].  11,  7-363  pp. 
8vo.    Price :  Cloth,  $2.00. 

In  the  making  of  many  books  we  have  in  this  volume 
one  that  covers  fields  hitherto  unexploited.  Knowledge 
necessary  for  the  surgical  assistant  has  been  scattered 
and  fragmentary,  passed  along  from  one  to  the  other, 
in  many  respects  traditional,  in  all  respects  uncodified. 
We  hail  with  supreme  satisfaction  the  appearance  of 
«  this  excellent  work.  It  discusses  in  a  thorough  manner 
all  the  details  of  the  assistant's  work.  It  presents  many 
suggestions  which  will  facilitate  the  work.  It  contains 
precise  instructions  as  to  preparation  and  after-treat- 
ment of  patients.  It  gives  valuable  formula  for  the 
preparation  of  those  accessories  used  in  surgical  work. 
It  ought  to  be  read  and  mastered  by  every  hospital  in- 
terne. It  ought  to  be  in  the  hands  of  every  nurse  doing 
surgical  work.  It  will  enable  every  assistant  in  the 
operating  room  to  give  better  co-operation  and  render 
more  intelligent  service  in  the  building  up  of  the  perfect 
technique  for  which  every  surgeon  is  striving. 

William  Francis  Campbell. 

Handbook  of  Anatomy:  Being  a  Complete  Compend 
of  Anatomy,  Including  the  Anatomy  of  the  Viscera 
and  Numerous  Tables.  By  James  K.  Young,  M.D. 
Second  Edition,  Revised  and  Enlarged.  Philadelphia, 
F.  A.  Davis  Co.,  1905.  xii.,  402  pp.,  4  pi.,  3  col.  pi.,  I 
chart.   8vo.    Price:  Flexible  Cloth,  $1.50. 

When  second  editions  are  demanded  it  is  presumptive 
evidence  that  the  encore  is  a  fair  measure  of  approba- 
tion and  appreciation.  While  we  do  not  advocate  hand- 
books as  the  best  source  of  knowledge  for  the  student, 
yet  we  concede  as  aids  in  putting  the  facts  in  a  succinct 
and  digestible  form  they  are  a  factor  in  the  student's 
education  which  we  must  not  ignore. 

For  arrangement,  accuracy  and  attractiveness,  this 
hand-book  surpasses  many  and  is  equalled  by  few.  We 
take  pleasure  in  recommending  it  to  the  student  and 
practitioner  as  one  of  the  best  anatomical  aids  in  the 
market.  William  Francis  Campbell. 

The  Surgical  Treatment  of  Bright's  Disease.  By 
George  M.  Edebohls,  A.M.,  M.D.,  LL.D.  N.  Y.,  F.  F. 
Lisiecke,  1904.  2  I,  327  pp.,  5  1.  8vo.  Price:  Cloth, 
$2.00 

The  medical  and  surgical  world  have  been  interested, 
enthused  and  disappointed  by  the  startling  announce- 
ment that  Bright's  disease  was  amenable  to  surgical 
treatment.  In  the  invasion  of  purely  medical  territory 
the  surgeon  has  made  some  spectacular  conquests, 
notably  the  gall  tract,  stomach,  duodenum  and  pan- 
creas, but  it  seemed  that  chronic  nephritis  would  be 
the  last  ditch  to  be  attacked  or  to  surrender.  Six 
years  ago  the  author  first  operated  with  the  deliberate 
purpose  of  curing  chronic  Bright's  Disease.  Up  to  the 
time  of  publishing  this  work  he  had  operated  upon 
seventy-two  cases  with  seventeen  cures,  twenty-nine 
deaths,  either  immediate  or  remote,  improved  twenty, 
unimproved  three,  result  unknown  three.  The  author 
is  an  enthusiastic  worker  and  an  accurate  observer ;  it 
is  difficult,  therefore,  to  harmonize  these  results  with 
the  conclusions  of  modern  pathologists.  These  have 
been  well  stated  by  Van  Cott  and  substantiated  by  a 
series  of  interesting  experiments.  His  conclusions  are 
first  "that  chronic  nephritis  is  a  local  expression  of  a 
general  disease."  (If  this  be  true  it  is  fundamental,  and 
the  specific  disease  will  be  amenable  only  to  such  treat- 
ment as  will  cure  the  general  disease.) 

Second,  "The  nual  circulation  cannot  be  restored  by 
decapsulation  and  substitution  of  the  capsula  adiposa." 

Third,  "No  amount  of  restoration  of  renal  circulation 
would  restore  the  integrity  of  the  cortex." 

Here  then  we  have  arranged  on  one  side  the  author's 


seventeen  cures  and  twenty  improvements ;  on  the  other 
the  pathologist's  statement  that  such  results  are  im- 
possible. 

The  surgical  treatment  of  Bright's  Disease  is  on  trial. 
Only  by  long  and  patient  observation  can  the  truth  be 
vindicated.  In  the  meantime  the  author's  work  will  be 
read  with  interest,  its  suggestiveness  may  lead  to  dis- 
closures, although  judgment  must  meanwhile  be  de- 
ferred. William  Francis  Campbell. 

A  Text-Book  of  the  Practice  of  Medicine.  For  Stu- 
dents and  Practitioners.  By  Hobart  Amory  Hare, 
M.D,  B.  Sc.  Phil,  and  N.  Y.,  Lea  Bros.  &  Co.,  1905. 
xv,  17-1119  pp.,  5  col.  pi.   4to.    Price:    Cloth,  $5.00. 

The  very  considerable  experience  of  Dr.  Hare  as  a 
therapeutist  and  a  maker  of  books  renders  him  peculiarly 
qualified  for  the  preparation  of  the  volume  under  re- 
view, and  his  labors  have  resulted  in  a  very  satisfactory 
presentation  of  the  practice  of  medicine. 

While  the  symptomotology  and  diagnosis  of  disease 
have  been  very  thoroughly  treated,  it  is,  perhaps,  in  the 
paragraphs  devoted  to  treatment  that  the  author  is  at 
his  best.  He  is  fortunately  a  strong  opponent  of  thera- 
peutic nihilism,  and  is  quite  as  anxious  to  tell  what  to 
do  for  the  disease  as  to  tell  what  it  is. 

This  volume  is  well  written,  comprehensive  and  mod- 
ern. It  is  a  worthy  addition  to  Extant  Practices,  and 
deserves  a  prominent  place  among  one's  working  books. 

G.  R.  B. 

American  Edition  of  Nothnagel's  Practice.  Dis- 
eases of  the  Blood  (Anemia,  Chlorosis  Leukemia). 
By  Prof.  Dr.  P.  Ehrlich,  Dr.  A.  Lazarus,  Dr.  K.  von 
Noorden,  Dr.  F.  Pinkus.  Edited  with  Additions  by 
Alfred  Stengel,  M.D.  Phil,  and  Lond.,  W.  B.  Saun- 
ders &  Co.,  1905.  11,  7-714  pp.  8vo.  Price:  Cloth, 
$5.00. 

As  with  the  other  volumes  of  Nothnagel's  Practice, 
the  man  who  is  practically  the  father  of  modern  haemat- 
are  satisfactory  vouchers  for  its  excellence,  among  them 
the  man  who  is  practically  the  father  of  modernhaemat- 
ology.  The  American  editor  has  made  many  additions 
—in  brackets — which  serve  to  present  both  sides  of 
some  mooted  points,  as  well  as  to  include  a  number  of 
investigations  not  otherwise  noted.  As  a  thorough  and 
minute  acount  of  the  present  status  of  our  knowledge 
in  regard  to  diseases  of  the  blood  this  volume  is  indis- 
pensable to  the  clinician.  G.  R.  B. 

A  Reference  Hand-Book  for  Nurses..  By  Amanda  K. 

Beck.    Phil,  and  Lond.,  W.  B.  Saunders  &  Co.,  1905. 

11,  9-177  pp.  nar.  i6mo.  Price:  Flexible  morocco, 
.  $1.25. 

A  small  book  containing  a  good  bit  of  information  in 
condensed  form.  It  should  be  useful  to  those  for 
whom  it  is  intended.  G.  R.  B. 

The  Ready  Reference  Handbook  of  Diseases  of  the 
Skin.  By  George  Thomas  Jackson,  M.D.  Fifth 
Edition.  N.  Y.  and  Phil.,  Lea  Bros.  &  Co,  1905.  Col. 
front,  11,  17-676  pp.,  2  pi.  8vo.    Price:  Cloth,  $2.75. 

We  have  had  to  congratulate  the  author  upon  the 
appearance  of  each  of  the  editions  of  this  handy  and 
useful  little  volume,  and  now  do  so  again. 

There  is  little  new  to  be  said ;  it,  of  course,  does  not, 
nor  is  it  intended  to  fill  the  place  of,  or  emulate  the 
larger  treatises  on  the  subject,  but  for  the  student  and 
busy  practitioner  it  fills  a  decided  want.  The  revis- 
ionary  work  and  amplifications  are  up  to  date. 

International  Clinics.  Vol.  2.  Fifteenth  Series,  1905. 
Phil,  and  London,  J.  B.  Lippincott  Co,  1905.  viii,  310 
pp.,  8  pi.   8vo.    Price:    Cloth,  $2.00. 

This  is  a  record  of  clinical  work.  The  case  is  first 
given,  the  patient  exhibited  and  examined,  then  follows 
a  dissertation  with  much  of  value  in  diagnosis  and 
therapeutics.  Numerous  subjects  in  medicine,  surgery, 
gynecology,  ophthalmology  and  rhinology  are  dealt  with 
in  this  volume,  and  two  chapters  are  appended  on  phys- 
iology and  pathology. 
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Carbonic  Acid  in  Medicine.  By  Achilles  Rose,  M.D. 
N.  Y.  and  Lond.,  Funk  &  Wagnalls  Co.,  1905.  Front., 
ix,  259  pp.,  2  por.    i2mo.    Price:    Cloth,  $1.00. 

The  first  part  of  this  book,  devoted  to  the  physiology, 
chemistry  and  history  of  carbonic  acid,  is  a  scholarly 
contribution  to  the  literature  of  medicine.  The  second 
part,  treating  of  the  therapeutic  application  of  this  agent, 
is  in  some  respects  open  to  debate.  The  method  of  ad- 
ministration is  by  rectal  injection.  The  effects  in  the 
treatment  of  chloriasis,  asthma,  emplysema  of  the  lungs, 
dysentery,  membranous  enteritis,  "colic,"  whooping 
cough,  rectal  fistula  and  many  other  pathological  condi- 
tions, are  described  in  detail  and  will  prove  interesting 
reading,  if  not  logical  nor  convincing. 

Practice  of  Medicine.  A  Manual  for  Students  and 
Practitioners.  By  Hughes  Dayton.  M.D.  X.  Y.  and 
Phil.,  Lea  Bros.  &  Co.,  c.  1905.  xiii,  17-324  pp.  i2mo. 
Price:  Cloth,  $1.00.  (Medical  Epitome  Scries,  Edited 
by  Victor  Cox  Pedersen.) 

The  task  set  the  author  of  this  little  i2mo  volume,  by 
the  publishers,  was  an  appalling  one,  viz.,  to  authori- 
tatively cover,  in  all  essentials  in  this  circumscribed 
area  the  practice  of  medicine  under  the  heads  infectious 
diseases,  diseases  caused  by  animal  parasites,  intoxica- 
tion and  sunstroke,  constitutional  diseases,  disease  of 
the  digestive  system,  diseases  of  the  respiratory  system, 
diseases  of  the  circulatory  system,  diseases  of  the  blood 
and  ductless  glands,  diseases  of  the  kidneys.  It  has 
been  creditably  performed.  We  woul  give  the  author 
the  maximum  mark. 

The  International  Medical  Annual.  A  Year  Book 
of  Treatment  and  Practitioner's  Index.  1905,  Twenty- 
third  year.  N.  Y.,  E.  B.  Treat  &  Co.,  1905.  xi,  644 
pp.,  27  pi.,  2  col.  pi.   8vo.    Price :    Cloth,  $3.00. 

The  twenty-third  volume  of  this  Annual  appears  with 
a  larger  page  and  containing  an  immense  amount  of 
material  derived  from  publications  in  all  parts  of  the 
world.  The  arrangement  of  topics  is  alphabetical.  The 
number  of  illustrations  is  uncommonly  large.  Each 
year  book,  from  different  publishing  houses,  has  its 
own  special  merits,  and  one  should  own  them  all  if 
possible.  G.  R.  B. 

A  Hand-Book  of  Nursing,  for  Hospital  and  General 
Use.  Published  under  the  direction  of  the  Connecti- 
cut Training  School  for  Nurses  connected  with  the 
General  Hospital  Society  of  New  Haven.  Connecticut. 
Revised  Edition.  Phil,  and  Lond.,  J.  B.  Lippincott 
Co.,  1905.    319  pp.,  10  pi.   8vo.    Price :    Cloth,  -1.00. 

A  revised  edition  of  an  excellent  little  book. 

G.  R.  B. 

The  Practical  Medicine  Series  of  Year  Books. 
Under  the  general  editorial  charge  of  Gustavus  P. 
Head,  M.D.  Series  1905.  Vol.  1,  General  Medicine. 
Edited  by  Frank  Billings,  M.S.,  M.D.,  and  J.  H.  Sal- 
isbury, M.D.  Chic,  Year  Book  Publishers,  1905.  347 
pp.    i2mo.    Price:    Cloth,  $1.00. 

These  small  year-books  have  been  highly  commended 
in  this  journal  on  previous  occasions.  It  is  a  pleasure 
heartily  to  renew  the  recommendation. 

G.  R.  B. 

The  American  Year-Book  of  Medicine  and  Surgery 
for  1905.  Under  the  Editorial  Charge  of  George  M. 
Gould,  M.D.  Vol.  1,  Medicine.  Phil,  and  Lond.,  W. 
B.  Saunders  &  Co.,  1905.  701  pp.  8vo.  Price : 
Cloth,  $3.00. 

Gould's  Year  Book  has  won  an  enviable  place  in  the 
esteem  of  the  medical  profession.  The  present  volume 
(Medical)  like  its  predecessors,  is  indispensable  as  a  re- 
view of  all  that  is  noteworthy  in  the  current  literature 
of  the  past  year.  G.  R.  B. 


The  Open-Air  Treatment  of  Pulmonary  Tuber- 
culosis. By  F.  W.  Burton-Fanning,  M.D.  Cantab. 
London,  Paris,  New  York  and  Melbourne,  Cassell  & 
Co.,  Ltd. ;  Chicago.  W.  T.  Keener  &  Co.,  1905.  vi  p., 
11,  176  p.,  i2mo.    Price:  Cloth,  $1.50. 

A  well-written  monograph,  dealing  in  detail  with 
modern  methods  of  treating  tuberculosis  infection  of  the 
lungs.  The  author  is  more  than  commonly  qualified  by 
reason  of  a  large  personal  experience  both  in  sanatoria 
and  in  private  practice.  G.  R.  B. 


Saunders'  Question  Compends.— Essentials  of  the 
Practice  of  Medicine  Prepared  Especially  for  Stu- 
dents of  Medicine.  Arranged  with  Questions  fol- 
lowing each  Chapter.  By  William  R.  Williams,  A.M., 
M.D.  Philadelphia  and  London,  W.  B.  Saunders  & 
Co.,  1905.  11,  7-14,  17-460  p.  i2mo.  Price:  Cloth, 
$1.75- 

So  far  as  examined  this  compend  is  excellently  pre- 
pared, and  can  be  regarded  as  a  trustworthy  and  useful 
summary  of  the  essentials  of  internal  medicine. 

G.  R.  B. 


The  Urine  and  Feces  in  Diagnosis.  By  Otto  Hensel, 
Ph.G.,  M.D.,  and  Richard  Weil,  A.M.,  M.D.,  in  col- 
laboration with  Smith  Ely  Jelliffe,  M.D.,  Ph.D.  Phil- 
adelphia and  New  York,  Lea  Bros.  &  Co.,  1905.  vi., 
17-334  P->  10  col.  pi.,  2  ch.  8vo.    Price :  Cloth,  $2.75. 

The  portion  of  this  volume  which  deals  with  the  ex- 
amination of  urine  is  distinguished  for  its  union  of 
compactness  and  thoroughness.  Without  unnecessary 
verbiage  it  forms  a  very  complete  and  excellent  guide 
for  the  student  and  practitioner.  But  that  half  of  the 
book  which  is  devoted  to  the  examination  of  the  feces 
constitutes  its  most  important  claim  for  recognition. 
In  it  one  finds  much  important  matter  which  is,  for  the 
first  time,  published  in  the  English  language.  The 
microscopic,  microscopical,  bacteriological  and  chemical 
examination  of  the  feces  are  very  fully  discribed ;  so 
also  are  the  pathogenic  animal  parasites,  and  the  find- 
ings in  special  diseases.  It  is  a  well-written,  well-illus- 
trated and  valuable  book,  which  should  be  in  the  hands, 
in  particular,  of  all  followers  of  internal  medicine. 

G.  R.  B. 


Manual  of  the  Diseases  of  the  Eye:  For  Students 
and  General  Practitioners.  By  Charles  H.  May,  M.D. 
Fourth  Edition,  Revised.  New  York,  W.  Wood  & 
Co.,  1905.  Col.  front.,  viii.,  391  pp.,  20  col.  pi.,  8mo. 
Price :  Cloth,  $2.00. 

May's  Manual  has  won  a  well  deserved  success.  Four 
editions  have  been  issued  within  five  years.  The  work 
has  also  met  with  favor  on  the  other  side  of  the  At- 
lantic. A  British  edition  has  been  published  in  London, 
a  German  edition  in  Berlin,  and  an  Italian  edition  in 
Turin.  Although  intended  primarily  for  students  and 
general  practitioners,  yet  the  book  cannot  fail  to  be  of 
interest  to  the  specialist.  James  W.  Ingalls. 


International  Clinics.  Vol.  3,  Fifteenth  Series.  T905- 
Philadelphia  and  London,  J.  B.  Lippincott,  1905.  viii., 
302  pp.,  33  pi.  8vo.    Price:  Cloth,  $2.00. 

The  therapeutic  uses  of  the  Rontgen  rays  or  radio- 
therapy; the  action  of  metallic  ferments  on  metabolism 
and  their  effects  in  pneumonia ;  the  musculo-tonic  and 
diuretic  action  of  formed  acid ;  the  opotherapic  treat- 
ment of  renal  insufficiency ;  the  differential  diagnosis 
of  tumors  of  the  right  hypochondrium  :  acute  interior 
poliomyelitis,  with  special  reference  to  the  stage  of  in- 
vasion, are  some  of  the  important  subjects  treated  often 
in  this  volume.  They  will  be  of  interest  to  practitioner 
and  student. 
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PROCEEDINGS   OF   THE    EIGHTY-FOURTH    ANNUAL  MEETING 


OF  THE 

MEDICAL   SOCIETY   OF   THE   COUNTY   OF  KINGS. 


The  Eighty  fourth  Annual  Meeting  of  the  Medical 
Society  of  the  County  of  Kings  was  held  at  the  Society 
Building,  1 3 1 3  Bedford  Avenue,  on  Tuesday,  January 
17.  1905,  at  8  .30  o'clock. 

The  President,  John  E.  Sheppard,  in  the  chair. 

There  were  246  members  present. 

The  President  announced  that  the  polls  were  open  for 
the  annual  election  of  officers  and  would  remain  open 
until  9:30.    The  ballot  was  as  follows: 

Fok  President. 
James  W.  Fleming. 

For  Vice-President. 
William  F.  Campbell. 
Calvin  F.  Barber 

For  Secretary. 
John  A.  Lee. 
William  C.  Woolsey 

For  Associate  Secretary. 
William  A.  Jewett. 
Thomas  B.  Hegeman. 

For  Treasurer. 
Onslow  A.  Gordon. 

For  Associate  Treasurer. 
John  R.  Stivers. 
,  Henry  C.  Keenan. 

For  Directing  Librarian. 
James  M.  Winfield. 

For  Censors  (Five  to  be  Chosen). 

Walter  C.  Wood.  Henry  G.  Webster. 

James  P.  Warbasse.  Albert  M.  Judd. 

William  F.  Dudley.  William  B.  Brader. 

Thomas  R.  French.  Nathan  P.  Rathbun. 

For  Trustee. 
John  E.  Sheppard. 

For  Delegates  to  the  Medical  Society  of  the  State 
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•  New  York. 

G.  W.  Kesslcr. 

F. 

R.  Baker. 

S.  H.  Teuton. 

A.  F.  Konther. 

S. 

iialaban. 

P.  11.  Bcrlenbach. 

W.  H.  Ross. 

F 

Baldwin. 

F.  1 1.  Bermingham 

A.  E.  Smylie. 

J. 

Baldwin. 

W.  H  Biggam. 

D.  Myerle. 

L. 

G.  Paldwin. 

F.  T.  Billings. 

0.  M.  Dewing. 

c. 

F.  Barber. 

J.  R.  Bird. 

M.  Acetta. 

V. 

Barber. 

A.  T.  Birdsall. 

H.  Adams. 

II. 

L.  Bartlett. 

B.  G.  Blackmar. 

L  P  Addoms. 

E. 

H.  Bartley. 

S  C.  Blaisdell. 

L.  C.  Ager 

C. 

D.  Beasley. 

J.  A.  Blake. 

V.  Aldridge. 

G. 

W  Beatty. 

J  F.  Blake. 

J.  G.  Allan. 

J. 

P.  Becker. 

M  L.  Bodkin 

L.  A.  W.  Alleman. 

F. 

P.  Beehe. 

W.  Boes. 

M.  Amador. 

N.  T.  Beers. 

A.  H.  Bogart. 

W.  N.  Belcher. 
A.  Bell. 
H.  E.  Bell. 
J.  Bell. 
Rosalie  Bell. 
C.  M.  Bellows. 
H.  P.  Bender. 

E.  C.  Bennett. 

F.  Bennett. 


J.  B.  Bogart. 
S.  D.  Boggs. 
G.  Boltaro. 
F.  W.  Bowron. 
F.  E.  Boyden. 
R.  C.  Brewster. 
B.  M.  Briggs. 
L.  H.  Brown. 
S.  S.  Brown. 
T.  E.  Brown. 


A.  L.  Anderson. 
L.  N.  Anderson. 
W.  S.  Applegate. 

A.  Arbona. 
H.  Arrowsmith. 

B.  Ayres. 
E.  H.  Babcock. 
J.  J.  Babington. 

C.  A.  Bailey. 
W.  A.  Berendsohn. 

The  minutes  of  the  previous  meeting  read  and  ap- 
proved. 

Report  of  Council. 

The  Council  reported  favorably  on  the  applications  for 
membership  of  the  following: 

John  J.  Colgan,  L.  1.  C.  H.,  1882. 
Carl  Fulda,  P.  &  S.,  1901. 
Sigmund  Beck,  Univ.  N.  Y.,  1892. 
Wm.  B.  Moseley,  Univ.  Virginia,  1890. 
J.  E.  Thompson,  L.  I.  C.  H.,  1897. 
Fred.  M.  Jacobs,  L.  I.  C.  H.,  1901 
S.  A.  Marshall,  Johns  Hopkins,  1902. 
Abe  Hayman,  Univ.  City  N.  Y.,  1890. 
S.  E.  Moore,  Univ.  Pa..  1808. 

Election  of  Members. 

The  following,  having  been  duly  proposed  and  ac- 
cepted by  the  Council,  were  declared,  by  the  President, 
elected  to  active  membership: 

R.  W.  Shearman,  P.  &  S.,  1901. 
F.  Tilney,  L.  I.  C.  H.,  1902. 
W.  J.  Campbell,  L.  I.  C.  H.,  1899- 
W.  E.  McCollom.  P.  &  S.,  1903. 
W.  K.  Jacobs.  P.  &  S..  1899. 
Jerome  Walker,  P.  &  S.,  1868. 
S.  F.  Anderson,  L.  I.  C.  H.,  1889. 
R.  A.  Black,  P.  &  S..  1883. 
W.  F.  Saybolt,  Univ.  of  Pa.,  1002. 
J.  J.  Sheehy.  Wooster  Univ.,  1801. 

The  following  was  elected  to  honorary  membership: 

William  Osier,  M.D.,  LL.D. 

Applications  for  Membership. 

Applications  have  been  received  from  the  following: 
Proposed  by  Dr.  J.  W.  Fleming. 
Seconded  by  Dr.  W.  F.  Campbell. 

Dr.  Wm.  E.  Beardsley.  102  Taylor  St.. 

Bellevue,  1878. 
Dr.  Maurice  E.  Connor.  95  Berry  St.. 

Bellevue.  1897. 
Dr.  John  Koepke,  106  Arlington  Ave., 

Bellevue,  1890 
Dr.  Fred.  E.  Hamlin.  143  Kent  St.. 

Univ.  N.  Y..  1890. 
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Dr.  Geo.  D.  Hamlin,  143  Kent  St., 
Univ.  N.  Y.,  1883. 
Dr.  Charles  L.  Stone,  166  Halsey  St., 
Cornell,  1902. 
Proposed  by  Dr.  George  R.  Fowler. 
Seconded  by  Dr.  R.  S.  Fowler. 
Proposed  by  Membership  Committee : 

Dr.  John  J.  Dowling,  256  Tompkins  Ave., 

L.  I.  C.  H.,  1899. 
Dr.  Emilio  L.  Hergert,  1275  Hancock  St., 

L.  I.  C.  H.,  1896. 
Dr.  Fred  M.  Jacobs,  194  Prince  St., 

L.  I.  C.  H.,  1901. 
Dr.  Joseph  F.  Ward,  154  14th  St., 

Baltimore  Univ.,  1899. 
Dr.  John  D.  Doyle,  228  9th  St., 
Queen's  Univ.,  1898. 
Dr.  F.  D.  Moore,  801  Prospect  PI., 

Univ.  of  Punn..  1898. 
Dr.  W.  W.  Colby,  717  Halsey  St.. 

Bellevue.  1896. 
Dr.  W.  B.  Moseley.  Kings  Co.  Hosp. 

Univ.  of  Va.,  1890. 
Proposed  by  Dr.  Cecil  Mac  Coy. 
Seconded  by  Dr.  A.  C.  Brush. 
Dr.  J.  E.  Thompson,  223  Greene  Ave., 
L.  I.  C.  H.,  1897. 
Proposed  by  Dr.  L.  A.  McClelland. 
Seconded  by  Membership  Committee. 

Deceased  Members. 

On  behalf  of  the  Historical  Committee,  the  President 
announced  the  deaths  of  the  following  members: 

William  Gilfillan,  died  December  18,  1904,  member 
from  1862  to  date. 

Henry  Cornelius  McLean,  died  December  23,  1904, 
member  from  1878  to  date. 

Edward  F.  Smith,  died  January  2.  1905,  member  from 
1892  to  1897. 

Communication  from  Council. 

The  Secretary  announced,  on  behalf  of  the  Council, 
an  anonymous  gift  of  five  thousand  dollars  as  a  me- 
morial to  the  late  Alexander  J.  C.  Skene. 

It  was  regularly  moved  and  seconded  that  the  So- 
ciety accept  this  anonymous  gift  of  $5,000.  to  be  known 
as  the  A.  J.  C.  Skene  Memorial  Fund,  if  the  Society 
accepts  the  conditions  of  the  gift.  Carried. 

On  motion,  duly  carried,  the  sincere  thanks  of  the 
Society  were  voted  to  the  unknown  donor. 

Reports  or  Officers. 

The  report  of  the  Secretary  was  received  and  ordered 
placed  on  file. 

The  Treasurer  read  his  report.  A  motion  was  made 
and  seconded  that  the  report  be  accepted  and  placed 
on  file,  and  that  the  recommendations  therein  contained 
be  adopted.  Carried. 

Reports  of  Committees. 
Reports  were  received  from  the  following  Committees, 
accepted  and  ordered  placed  on  file. 
Membership. 

Directory  for  Graduate  Nurses. 
Entertainment. 
1,  Legislative. 

Public  Health. 


It  was  moved  and  seconded  that  the  recommendation 
contained  in  the  report  of  the  Committee  on  Public 
Health  be  accepted.  Carried. 

Directing  Librarian's  Report. 

The  report  of  the  Directing  Librarian  was  read,  and, 
on  motion,  duly  carried,  accepted  and  ordered  placed  on 
file. 

It  was  regularly  moved  and  seconded  that  a  vote  of 
thanks  be  tendered  to  the  President  and  the  Directing 
Librarian  for  their  efforts  in  increasing  the  funds  of 
the  Society  by  $5,000.  Unanimously  carried  by  a  rising 
vote. 

Report  of  Milk  Commission. 

The  report  of  the  Milk  Commission  was  received  and 
ordered  on  file. 

It  was  regularly  moved  and  seconded  that  a  vote  of 
thanks  be  tendered  to  the  members  of  the  Milk  Com- 
mission. Carried. 

Report  of  Board  of  Trustees. 

The  report  of  the  Board  of  Trustees  was  read  by  the 
Chairman,  and,  on  motion,  duly  carried,  received  and 
ordered  filed. 

The  thanks  of  the  Society  to  the  Trustees  were  ten- 
dered by  a  vote. 

Election  of  Officers. 
On  report  of  the  tellers  appointed  to  canvass  the  bal- 
lots cast  for  the  election  of  officers  for  the  ensuing  year, 
the  President  announced  the  result  of  the  canvass  as 
follows : 

President, 
James  W.  Fleming. 

The  President  installed  Dr.  Fleming  as  presiding  offi- 
cer of  the  Society,  who  then  made  further  announce- 
ment of  the  canvass  as  follows : 

Vice-President, 
W  illiam  F.  Campbell. , 
Secretary, 
John  A.  Lee. 
Associate  Secretary, 
William  A.  Jewett. 

Treasurer, 
Onslow  A.  Gordon. 
Associate  Treasurer. 

John  R.  Stivers. 
Directing  Librarian, 
James  M.  Winfield. 
Censors, 
Walter  C.  W'ood, 
James  P.  Warbasse, 
William  F.  Dudley, 
Thomas  R.  French. 
Henry  G.  Webster. 

Trustee, 
John  E.  Sheppard. 

Delegates  to  the  Medical  Society  of  the  State  of 
New  York. 

The  seventy-one  members  whose  names  were  on  the 
ballot  were  elected  delegates. 

A  vote  of  thanks  was  tendered  the  Tellers  for  the 
prompt  and  efficient  manner  in  which  they  had  per- 
formed their  task. 
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The  meeting  adjourned  at  u  P.  M. 

William  S.  Hubbard, 

Secretary. 

REPORTS  OF  OFFICERS. 

REPORT  OF  THE  SECRETARY. 
The  Secretary  respectfully  submits  his  report  as  fol- 
lows : 

The  past  year  has  been  a  most  harmonious  one.  The 
work  of  the  Council  has  for  the  most  part  dealt  with 
routine  matters,  which  have  been  quickly  dispatched. 
Resignations,  due  tn  the  main  to  removals,  in  a  fair 
proportion  of  cases,  have  resulted  in  transfer  to  corre- 
sponding membership. 

The  Society  has  twice  opposed  by  resolution  the  pas- 
sage of  the  so-called  "Optometry  Bill." 

Early  in  the  year  the  Council  investigated  the  meth- 
ods of  the  Medical  Society  of  the  County  of  New  York 
in  the  handling  of  illegal  practitioners  and  favored  a 
bill  for  establishing  a  legal  office  for  this  purpose,  to 
be  paid  for  by  the  State. 

The  Society's  letterheads  have  been  changed  to  a  less 
ornate  form 

A  memorial  tablet  to  the  late  Dr.  A.  J.  C.  Skene  was 
received  by  the  Society,  and  to-night  an  anonymous 
gift  in  honor  of  the  same  gentleman  is  announced. 

The  meetings  of  the  Council  have  been  well  attended, 


as  follows : 

Dr.  Sheppard  present  at   10  meetings 

Dr.  Fleming  present  at   10  meetings 

Dr.  Hubbard  present  at   9  meetings 

Dr.  Woolsey  present  at   8  meetings 

Dr.  Gordon  present  at   10  meetings 

Dr.  Stivers  present  at    9  meetings 

Dr.  Winfield  present  at   8  meetings 

Dr.  Fowler  present  at   6  meetings 

Dr.  Browning  present  at   9  meetings 

Dr.  Fairbairn  present  at    8  meetings 

Dr.  Cox  present  at   10  meetings 

Dr.  Hunt  present  at   1  meeting 

Dr.  Wood  present  at   9  meetings 

Dr.  Dudley  present  at   9  meetings 

Dr.  Campbell  present  at   2  meetings 

Dr.  Webster  present  at   9  meetings 

Dr.  Warbasse  present  at   7  meetings 


On  retiring  from  office,  your  Secretary  feels  that  he 
is  justified  in  congratulating  the  Society  on  its  having 
so  ordered  the  affairs  of  this  office  by  the  appointment 
of  a  Superintendent,  with  clerical  assistants,  that  the 
office  of  Secretary  has  become  more  honorary  than 
onerous ;  thus  henceforth  it  may  properly  be  regarded 
as  a  rotating  office  of  short  periodic  time.  We  may 
therefore  look  to  see  in  the  future  many  members  upon 
whom  the  honor  of  an  ex-Secretaryship  has  fallen. 
Respectfully  submitted, 

WlM.TAM   S.  HUBBARD, 

Secretary. 


REPORT  OF  THE  TREASURER. 

Treasurer's  Financial  Report  for  1904. 
Receipts. 


Dues,  active  members    $6,170  06 

Dues,  corresponding  members....  57  10 

From  Directory    967  40 

Subscriptions  to  Library  Endow- 
ment Fund    291  00 

Subscriptions  for  Skene  Memorial 

Tablet   135  00 

Brooklyn  Gynecological  Society.  .  50  00 

Second  District  Dental  Society...  50  00 
Brooklyn    Medical    Journal,  for 

services  of  Secretary   160  00 

Brooklyn  Medical  Journal,  on  ac- 
count of  $700  loan    450  00 

Interest  on  bank  deposits   14  79 

Long  Island  Medical  Society....  3000 
Subscriptions  to  Mortgage  Reduc- 
tion Fund    570  00 

From  out  of-town  telephone  calls  10  75 


Total   $8,956  04 

Balance  on  hand  January  I,  1904.  .  1,742  49 

  $10,698  53 

Disbursements. 

Salaries    $2,602  17 

Expenditures  for  Directory   790  95 

Interest    1,950  00 

Collector  (1903)   123  00 

Loan  to  Brooklyn  Medical  Journal  700  00 
Annual    Dues,    Medical  Society 

State  of  New  York   105  00 

Painting  and  decorating    398  00 

Refreshments   218  15 

Printing,  postage  and  stationery..  476  34 

Expenditures  by  Secretary   56  37 

Legal  services    105  00 

Insurance   '.   59  80 

Expense  in  placing  new  mortgage  218  75 

Stenographer    1 10  00 

Heating  and  lighting   662  92 

Telephones    234  45 

Repairs   195  47 

Skene  Memorial  Tablet   125  00 

Books,  periodicals  and  binding.  .  .  33  59 

Water  tax   38  00 

Bulletin  boards    15  00 

Awnings   26  50 

Miscellaneous  expenses    91  52 


Total   $9,335  98 

Balance  on  hand  Dec.  31,  1904.  ..  .    1.362  55 

  $10,698  53 


Accounts  and  vouchers  audited  and  found  correct 

H.  A.  Fairbairn, 
Chari.es  N.  Cox, 

.  Inditing  Committee 
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Financial  Report  of  the  Dr.  John  Lloyd  Zabriskie 
Memorial  Library  Fund,  1004. 

Dr. 

On  Hand  Jan.  i,  1904. 

Bond  and  Mortgage  .   $2,000  00 

Bank  Deposits    123  51 

Receipts. 

Interest  on  Bond  and  Mortgage  90  50 
Interest  on  Bank  Deposits....         2  41 

  $2,216  42 

Cr. 

Disbursements,  1904. 

Books,  Periodicals  and  Binding      $71  95 

On  Hand  Dec.  31,  1904. 

Bond  and  .Mortgage   $2,000  00 

Balance  on  Deposit   144  47 

  $2,216  42 

Accounts  and  vouchers  audited  and  found  correct. 

H.  A.  Fairbairn, 
Chas.  N.  Cox, 

Auditing  Committee. 

Membership  Report. 
Total  Resident  Members,  Jan.  19,  1904   689 

Gain. 

By  new  members    34 

By  re-instatement    4 

From  corresponding  list   2 

Total  gain    40 

Loss. 

By  resignation   4 

By  non-payment  of  dues   12 

To  corresponding  list    2 

By  death    9 

Total  loss  ".   27 

Net  gain   13 

Total  Resident  Members,  Jan.  17.  1905   702 

On  Active  list.  Jan.  17.  1905  623 

In  arrears  with  Treasurer   79 

702 

Corresponding  Members   26 

Reoom  mendation. 

I  would  recommend  that  the  dues  for  the  ensuing 
year  be,  for  resident  members,  ten  dollars,  and  for  cor- 
responding members,  three  dollars. 

Respectfully  submitted, 

O.  A.  Cordon. 

Treasurer. 


REPORTS  OF  STANDING  COMMITTEES. 


RFPORT  OF  COMMITTEE  ON  MEMBERSHIP. 

Your  Committee  on  Membership  wishes  to  report  that 
they  have  presented  forty  proposals  for  membership 
during  the  last  year.  Of  these,  three  have  not  been 
acted  upon,  twenty-three  have  been  elected  members. 


and  fifteen  are  now  going  through  the  regular  routine 

of  election.  One  name  was  lost  in  some  way,  but  it  will 
be  acted  upon  at  once. 

Your  Committee  wishes  to  call  attention  to  the  fad 
thai  on  account  of  the  extortionate  charges  asked  by  a 
clerk  at  the  County  Clerk's  office,  the  usual  practice  of 
getting  new  names  just  registered  there  had  to  be  done 
away  with  We  are  compelled  to  think  that  we  might 
have  done  better  if  we  could  have  had  these  names. 

Respectfully  submitted, 

Membership  Committee, 
Stephen  H.  Lutz,  Chairman. 

REPORT  OF  THE  COMMITTEE  ON  DIRECTORY 
FOR  NURSES. 

Mr.  President  and  Members  of  the  Society : 

The  Committee  on  Directory  for  Nurses  respectfully 
report  that  on  taking  charge  at  the  beginning  of  the 
year  1904  there  were  243  nurses  registered  and  in  good 
standing,  which  means  that  their  dues  were  paid  to  date 
and  that  there  had  been  no  complaints  lo4gcd  as  to 
their  professional  work. 

During  the  year  86  new  members  have  been  added 
making  a  total  of  327.  Of  this  number  26  have  ceased 
to  be  members  on  account  of  death,  marriage  or  re- 
moval from  the  city. 

Following  the  custom  of  previous  years,  your  Com- 
mittee organized  a  course  of  eight  lectures,  commenc- 
ing April  11,  and  closing  June  20.  The  subjects  of 
these  lectures  were  carefully  selected,  so  as  to  interest 
and  instruct  to  the  fullest  degree,  and  the  names  of  the 
lecturers  and  the  titles  chosen  are  as  follows : 

"The  Care  of  the  Insane,"  by  Dr.  R.  M.  Elliott. 

"Office  Gynecology."  by  Dr.  \V.  C.  Woolsey. 

"Urethral  Catheterization  and  Irrigation  of  the  Blad- 
der: Pre\ention  of  Accidental  Infection,"  by  Dr.  H.  E. 
Fraser. 

'■Demonstrations:  The  Heart  and  Circulation:  Signifi- 
cance of  the  Pulse,  Etc.,"  by  Dr.  J.  C.  Card  well. 

"Intubation  of  the  Larynx,"  by  Dr.  R.  S.  Royce. 

"Post-Operative  Care,"  by  Dr.  J.  C.  MacEvitt. 

"Technics  of  Surgical  Nursing,"  by  Dr.  W.  H.  Mad- 
dren. 

"The  Care  of  Surgical  Throat  and  Ear  Cases,"  by 
Dr  W.  C.  Braislin. 

A  review  of  this  programme  will  convince  all  that 
the  Society,  as  well  as  the  members  of  the  nursing 
profession,  should  feel  complimented  by  such  an  ex- 
cellent series  of  lectures.  The  Committee  feel  under 
particular  obligations  to  the  gentlemen  who  came  for- 
ward with  their  valuable  assistance,  and  deeply  regret 
that  the  attendance  was  not  in  keeping  with  the  excel- 
lent instruction  provided. 

It  was  the  intention  of  the  Committee  to  publish  a 
printed  regi>ter  containing  the  names  of  all  nurses  reg- 
istered, their  addresses,  telephone  numbers,  hospitals 
from  which  they  were  graduated,  together  with  date  of 
diplomas,  kind  of  cases  preferred,  and  languages  spoken 
in  addition  to  English.  This  register  is  now  in  press, 
and  a  copy  will  shortly  be  placed  in  the  hands  of  each 
physician  in  the  county  Your  Committee  regret  that 
this  work  has  not  been  completed  at  an  earlier  date,  as 
was  originally  intended,  but  circumstances  have  pre- 
vented. 
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It  was  thought  advisable  to  publish  a  list  of  all  the 
nurses  registered,  in  the  Brooklyn  Medical  Journal,  and 
this  list  has  appeared  in  each  copy  of  the  Journal  since 
last  March.  This  scheme  was  the  suggestion  of  one  of 
the  members  of  the  Committee,  Dr.  MacEvitt,  and  the 
cost  of  publication  was  paid  for  by  the  Committee. 

So  far  as  the  Committee  is  aware  the  office  work  of 
the  Directory  has  been  exceedingly  satisfactory  to  both 
the  nurses  and  the  medical  profession. 

As  in  former  years,  the  Directory  has  been  entirely 
self-supporting. 

With  the  publication  of  the  printed  register  and  the 
maturity  of  other  plans  outlined  for  its  further  develop- 
ment, we  believe  tljat  our  Directory  will  become  more 
and  more  useful  to  the  public,  to  the  nurses,  and  to  the 
medical  profession. 

Respectfully  submitted, 

Geokgk  McNaughton, 
Chairman. 

Calvin  F.  Barber, 
John  C.  MacEvitt, 
Committee. 

REPORT  OF  THE  ENTERTAINMENT 
COMMITTEE. 

Mr.  President  and  Members  of  the  Society: 

Your  Entertainment  Committee  has  to  report  that 
during  the  past  year  the  combined  efforts  of  the  mem- 
bers have  been  in  the  direction  of  making  more  promi- 
nent the  social  element  of  the  Society,  and  increasing 
the  general  acquaintance,  especially  among  the  newer 
members.  They  have  endeavored  to  furnish  such  en- 
tertainment as  would  prove  attractive  and  an  induce- 
ment to  reniaiu  for  a  short  time  after  the  scientific 
meetings  in  social  session.  The  response  from  the 
members  of  the  Society  has  been  most  gratifying  to  the 
members  of  the  Committee,  for  a  large  number  have 
remained  after  every  meeting. 

The  Committee  wishes  to  take  this  occasion  publicly 
to  thank  Mr.  Huntington  for  his  kind  co-operation 
which  has  been  of  the  greatest  value. 

•  Respectfully  submitted, 

J.  C.  Hancock, 
Chairman. 

C.  H.  Tag, 
S.  J.  McNamara, 
Committee 

REPORT  OF  THE  COMMITTEE  ON 
LEGISLATION. 

The  Committee  on  Legislation  desire  to  report  on  its 
work  for  the  past  year. 

Out  of  many  bills  which  came  before  the  last  Legis- 
lature for  consideration,  and  which,  directly  or  indi- 
rectly, affected  the  public  health  or  medical  interests, 
there  were  comparatively  few  which  are  of  special  in- 
terest to  our  Society. 

The  first  serious  legislation  of  the  year  was  the  enact- 
ment of  a  law  permitting  the  amalgamation  of  the  two 
state  organizations,  with  the  subsequent  history  of 
which  wc  are  all  sufficiently  familiar.  This  legislation 
was  managed  by  a  special  committee  and  was  not  con- 
sidered at  all  by  the  Committee  on  Legislation  of  this 
Society. 


Next  in  importance  was  the  bill  "To  amend  the  pub- 
lic health  law  by  defining  optometry  and  regulating  the 
practice  thereof,"  introduced  by  Senator  Wilcox.  Con- 
certed and  systematic  opposition  by  practically  all  the 
medical  organizations  ot  ttie  ^tute,  and  by  several  ot 
the  prominent  optical  firms  succeeded  in  bringing  about 
its  defeat  for  the  time  being,  i  our  Committee  were  in 
communication  with  every  one  01  the  Senators  and  As- 
semblymen from  Kings  County,  and  pointed  out  to 
them  the  objectionable  features  ol  legislation  of  this 
sort.  It  is  to  their  credit  that  most  of  them  aided  m 
the  deteat  of  the  measure.  Uwmg  to  the  inability  of 
the  members  of  the  Committee  to  appear  at  the  public 
hearing  of  this  bill  in  Albany,  Drs.  J.  W.  Fleming  and 
J.  Scott  Wood  kindly  consented  to  attend  and  voice  the 
sentiments  of  the  Medical  Society  of  the  County  ot 
Kings.  'I  heir  presence  and  arguments  were  mstru 
mental  in  preventing  the  passage  of  the  measure. 

The  profession  of  the  state  is  again  conironted  with 
the  same  situation.  The  same  or  a  similar  bill  is  about 
to  be  presented  at  this  session  of  the  Legislature,  and 
to  assure  its  defeat  will  require  determined  effort.  That 
it  should  be  defeated  is  most  important,  not  only  be- 
cause of  the  intrinsic  objections  to  this  particular  meas- 
ure, but  because  its  enactment  would  turnish  a  prece- 
dent for  future  legislation  that  might  be  even  more 
pernicious  in  character.  On  December  20,  1904,  our 
Society  passed  resolutions  against  this  bill  with  the  pur- 
pose of  forwarding  them  to  each  of  our  representa- 
tives in  the  Legislature.  Your  Committee  has  been 
ready  to  act,  but  lias  been  waiting  until  the  measure  is 
introduced,  thinking  that  a  protest  too  far  antedating  the 
appearance  of  the    bill  might  fail  in  effectiveness. 

Just  before  adjournment  an  effort  was  made  to  legal 
ize  the  practice  of  osteopathy,  but  this  bill  died  quietly 
in  committee. 

The  measure  providing  for  the  abolishment  of  the 
office  of  Coroner  in  the  City  of  New  York,  and  substi- 
tuting a  corps  ot  Medical  Examiners,  after  passing  the 
Senate  and  Assembly,  was  defeated  by  the  Mayor's  veto. 
Your  Committee  was  represented  at  this  hearing,  but, 
considering  some  of  the  provisions  of  this  measure,  it  is 
scarcely  to  be  regretted  that  it  failed  to  become  a  law. 

Among  other  bills  which  failed  to  become  laws  was 
one  piohibiting  the  sale  of  blank  cartridges  which  it  had 
been  shown  have  been  the  cause  of  many  deaths  from 
tetanus. 

Several  of  the  minor  acts  have  been  worthy  of  note  : 

Assembly  Bill  No.  363,  '"To  amend  the  public  health 
law  in  relation  to  the  qualifications  of  the  medical  staff 
of  hospitals,"  the  gist  of  which  is  that  every  one  hold- 
ing a  salaried  medical  position  in  the  state  shall  have 
conformed  in  every  particular  to  the  requirements  of  the 
medical  practice  laws. 

Senate  Bill  No.  308,  which  amends  subdivision  6  of 
section  20.4,  by  providing  that  110  person  shall  be 
granted  a  license  to  practice  pharmacy  until  he  shall 
have  presented  a  diploma  of  a  school  registered  by  the 
Regents  as  maintaining  a  proper  standard,  and  as  be- 
ing legally  incorporated.  Before  the  passage  of  the 
act,  the  requisite  knowledge  might  have  been  gained  by 
apprenticeship. 

Among  other  bills  introduced  by  our  colleague,  Sen- 
ator McCabe,  two  arc  of  interest: 

An  act  to  amend  Chapter  379  of  the  laws  of  1885,  en- 
titled. "An  act  regarding  membership  iii  the  Medical 
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Society  of  the  State  of  New  York,"  which  provides  that 
the  Medical  Society  of  the  State  of  New  York  shall 
have  full  power  to  elect  such  members  as  may  be  pro- 
vided for  by  the  Constitution  and  By-Laws  of  said  So- 
ciety; said  Society  being  thereby  empowered  to  fix  and 
determine  the  qualifications  and  conditions  of  mem- 
bership therein  and  to  regulate  and  control  its  own 
membership. 

An  act  to  amend  Chapter  94  of  the  laws  of  181 3,  en- 
titled, "An  act  to  incorporate  medical  societies  for  the 
purpose  of  regulating  the  practice  of  physic  and  sur- 
gery in  this  state,"  which  stales  that  "it  shall  be  lawful 
for  the  Medical  Society  of  the  State  of  New  York  and 
the  respective  county  societies  to  adopt  constitutions 
and  by-laws  relative  to  the  admission  and  expulsion  of 
members  and  the  regulation  of  their  affairs ;  provided 
the  constitutions  and  by-laws  of  the  county  societies  shall 
not  be  contrary  to  or  inconsistent  with  the  Constitution 
and  By-Laws  of  the  Medical  Society  of  the  State  of 
New  York,  except  that  each  county  society  shall  have 
full  and  unrestricted  power  of  disposition  and  control 
over  its  real  and  personal  property." 

Respectfully  submitted, 

H.  Arrowsmith, 

Chairman. 

William  Maddren, 
James  H.  McCabe, 
Committee 


REPORT  OF  THE  COMMITTEE  ON  PUBLIC 
HEALTH. 

Dr.  Joseph  H.  Raymond,  Chairman  of  the  Committee 
on  Public  Health,  reported  substantially  as  follows: 

The  Committee  had  recommended  to  Dr.  Thomas  J. 
Darlington,  President  of  the  New  York  City  Board  of 
Health,  the  appointment  of  Dr.  John  A.  McCorkle  as 
one  of  his  advisory  committee. 

In  the  case  of  "Laturin  vs.  The  Bolton  Drug  Co.," 
which  had  been  referred  to  the  Committee,  recommen- 
dation was  made  that,  as  the  case  is  now  before  the 
Appellate  Division  of  the  Supreme  Court,  no  action  on 
the  decision  of  Justice  Gaynor  be  taken  by  the  Society 
until  after  the  decision  of  the  Appellate  Court  is  an- 
nounced. 

1  he  Committee  recommended  that,  as  it  is  the  inten- 
tion of  the  city  officials  to  provide  new  and  modern 
quarters  for  the  Health  Department  of  the  Borough  of 
Brooklyn,  the  Society  urge  that  such  quarters  be  estab- 
lished in  proximity  to  the  Society's  building  as  the  med- 
ical center  of  this  community. 


REPORT  OF  MILK  COMMISSION. 

To  the  Medical  Society  of  the  County  of  Kings: 

Your  Milk  Commission  beg  to  submit  the  following 
repor1  of  their  third  year's  work.: 

The  Commission  is  made  up  of  physicians  who  are 
thoroughly  in  earnest  on  the  subject  of  the  production 
of  pure,  clean,  fresh  milk.  Each  member  of  the  Com- 
mission carries  out  that  portion  of  the  work  assigned 
to  him  or  her,  makes  suggestions,  does  detective  work 
when  necessary,  and  carries  on  missionary  work  among 


his  or  her  professional  friends  in  this  Borough,  for,  sad 
to  relate,  many  members  of  the  medical  profession  ap- 
pear still  to  be  uninterested  in  certified  milk. 

As  heretofore,  the  chairman,  secretary  and  bacterio- 
logist form  tlu  executive  committee  of  the  Commis- 
sion, caring  for  the  work  from  day  to  day.  In  addition, 
seven  meetings  of  the  whole  Commission  were  called  by 
the  Chairman  during  the  year,  to  discuss  and  decide 
matters  of  importance. 

On  February  9,  1904,  the  Hoagland  Laboratory  gave 
up  the  work  of  making  bacteriological  and  chemical  ex- 
aminations of  the  milk  and  inspections  of  the  dairies — 
work  which  it  had  performed  for  two  years,  and  which 
readied  a  cash  value  of  some  four  thousand  dollars,  all 
of  which  had  been  done  without  cost  to  the  Commis- 
sion. A  conference  with  the  dealers  had  been  held,  and 
they  had  agreed  to  pay  one-half  cent  per  quart  for  our 
certification.  This  arrangement  gave  the  Commission 
an  income  with  which  to  carry  on  its  work. 

The  Trustees  of  this  building  were  asked  to  furnish 
a  room  for  a  laboratory  which  they  agreed  to  do.  How- 
ever, Dr.  Harris  Moak  was  appointed  bacteriologist  and 
chemist,  and  it  was  found  more  practicable  to  fit  up  a 
suitable  room  at  his  residence  for  a  laboratory,  and  this 
was  done.  Dr.  Moak  also  acts  as  inspector  for  the  Com- 
mission, giving  most  of  his  time  to  the  entire  work,  and 
receiving  his  remuneration  from  the  funds  arising  from 
the  certification  of  the  milk. 

All  the  expenses  entailed  by  the  Commission  are  fully 
covered  by  the  income  received  from  the  dealers  who 
are  charged  five  dollars  per  thousand  certified  caps  or 
one-half  cent  per  quart  certified.  This  income  makes 
the  Commission  absolutely  self-supporting. 

On  February  9,  1904,  when  the  new  executive  officers 
took  hold,  there  were  five  dealers  selling  the  milk  from 
six  dairies  certified  by  the  Commission.  All  of  the 
dealers  and  but  three  of  the  dairies  that  were  produc- 
ing milk  at  that  time,  are  retained.  We  now  have 
seven  dealers  obtaining  their  supply  from  nine  dairies. 
One  more  dealer  has  asked  for  our  certification,  and 
another  has  been  dropped  because  he  could  not  or 
would  not  live  up  to  the  standard.  To  obtain  the  new 
dairies  for  the  dealers,  about  100  were  examined  by  Dr. 
Moak  m  the  search  for  good,  clean  plants  and  fine, 
healthy,  tubercniar-tested  herds,  suitable  for  certifica- 
tion without  too  much  change  and  expense.  As  we  ob- 
tained better  dairies  from  time  to  time,  the  old  ones, 
which  could  not  be  kept  up  to  standard,  were  dropped. 

Forty-two  inspections  of  our  certified  dairies  have 
been  made  during  the  year,  and,  225  bacteriological  and 
chemical  examinations  of  the  milk  have  been  made. 

Our  requirements  remain  the  same  as  formerly,  via., 
4  per  cent,  butter  fat.  and  the  bacterial  standard,  30,000 
bacteria  per  cc.  from  April  1  to  November  i,  and  15,000 
bacteria  per  cc.  from  November  1  to  April  1.  From  the 
average  count  of  the  examinations,  we  are  led  to  be- 
lieve that  in  the  near  future  the  allowed  number  of  bac- 
teria per  cc.  can  be  considerably  lessened.  For  instance, 
during  the  past  two  months  the  average  bacterial  count 
has  been  10,040  per  cc,  or  33  per  cent,  below  the  win- 
ter requirement,  and  as  low  a  count  as  400  per  cc.  has 
been  found 

On  February  9,  1904,  the  milk  was  bottled  at  the 
farm  at  only  one  dairy.  At  the  present  time  the  milk  is 
bottled  at  the  farm  at  six  out  of  the  nine  dairies.  At  the 
three   remaining   dairies,  the   change  will   be  made  as 


SUPPLEMENT  TO  BROOKLYN  MEDICAL  JOURNAL. 


9 


soon  as  it  is  practicable.  The  requirement  of  the  Com- 
mission that  the  milk  should  be  bottled  at  the  farm 
very  much  lessens  the  danger  of  contamination.  The 
beauty  of  this  method  of  bottling  is,  that  in  from  ten  to 
twenty  minutes  after  milking  the  strained  milk  is  being 
rapidly  cooled  wih  ice  to  about  45  degrees  Fahrenheit, 
and  is  kept  so  cooled  until  delivered  to  the  consumer. 
The  dealers  have  to  pay  the  producers  considerably 
more  for  the  milk  now  than  formerly,  owing  princi- 
pally to  this  requirement ;  in  some  instances,  50  per 
cent,  more  is  paid,  and  in  one  case  five  cents  per  quart 
more. 

Most  of  our  dealers  show  the  greatest  interest  in  the 
production  of  certified  milk,  sparing  neither  trouble  nor 
expense.  One  of  their  number,  who  sells  150  quarts  of 
certified  milk  per  day,  sells  the  balance  of  the  product 
of  the  certified  dairy  as  ordinary  milk.  This  illustrates 
forcibly  how  certified  milk  tends  to  raise  the  standard 
of  all  milk  sold,  for  the  public  soon  learn  the  difference 
and  often  demand  the  best.  Another  dealer  is  selling 
20.000  quarts  of  certified  milk  per  month. 

During  the  past  year  strenuous  efforts  have  been  made 
by  the  Commission,  and  by  the  dealers  to  increase  the 
sale  of  certified  milk,  and  with  splendid  results.  The 
Commission  sent  out  circulars  of  advanced  informa- 
tion to  every  physician  in  the  Borough.  Some  of  the 
dealers  sent  circulars  to  physicians  and  to  the  laity; 
others  employed  medical  students  who  had  been  trained 
in  the  making  of  milk  examinations,  to  go  about  can- 
vassing among  the  physicians.  The  Commission  had  a 
liberal  supply  of  the  milk  at  the  meetings  of  the  So- 
ciety for  several  months,  so  that  it  might  be  seen  and 
sampled.  Members  were  detailed  to  each  meeting  to 
talk  the  milk  up.  All  members  talked  to  their  medical 
friends.  By  all  these  means,  by  the  prescriptions  of  the 
faculty  and  by  the  natural  growth  of  the  demand  for  a 
good  thing,  there  has  been  a  decided  increase  in  the 
sales  of  certified  milk.  To  give  the  Society  some  idea  of 
the  growth  of  professional  and  public  appreciation  of 
this  pure  food  product,  I  will  quote  a  few  figures: 

One  year  ago  sales  of  665  quarts  per  day  were  re- 
ported. At  the  present  time  1,350  quarts  per  day  are 
being  sold.  This  is  an  increase  of  over  100  per  cent,  in 
one  year.  In  January,  1904,  17,400  quarts  were  sold;  in 
December,  1904,  47,90c  quarts  were  sold.  While  there 
have  been  sold  370,958  quarts  during  the  year  1904,  for 
the  last  quarter  of  the  year  the  milk  sold  at  the  rate  of 
almost  one-half  million  quarts  per  year.  In  the  month 
of  September,  1903,  the  daily  output  was  less  than  450 
quarts ;  for  September,  1904,  the  daily  output  was  over 
1,300  quarts. 

In  addition  to  what  has  been  mentioned,  the  follow- 
ing changes  have  been  made  during  the  year.  The  caps 
are  now  stamped,  put  into  boxes  containing  100  each, 
sealed,  sterilized  and  delivered  to  the  dealers  on  de- 
mand. The  bottle  of  milk  is  now  sealed  with  one  of 
these  caps  and  up  in  the  cap  is  poured  melted  parafine  in 
sufficient  amount  to  fill  the  balance  of  the  neck  of  the 
bottle.  This,  when  cooled  sufficiently,  is  stamped  with 
a  metal  die  with  the  date  when  it  should  be  sold  and 
used.   This  prevents  the  sale  of  old  milk. 

To  illustrate  the  cleanliness  of  this  fnilk,  a  compari- 
son may  be  useful.  La.-t  spring  1  asked  Dr.  Moak  to 
run  through  samples  of  market  milk  obtained  from  the 
wagons  of  a  very  large  local  dealer ;  also  other  sample? 
of  ordinary  milk.    This  was  done  time  and  time  again 


and  the  reports  read  "2,755,000  per  cc,  2,000,000  per  cc, 
570.000  per  cc,  1,620,000  per  cc.  an  uncountable  number 
in  the  dilution  made,"  etc.,  etc. 

In  conclusion,  we  desire  to  thank  those  physicians 
who,  by  their  active  co-operation,  have  in  so  large  a  de- 
gree aided  us  in  the  accomplishment  of  the  results 
herein  set  forth.  We  desire  to  bestir,  probe  and  in- 
terest those  who  are  not  yet  prescribing  the  milk,  to 
the  end  that  they  will  do  so. 

Certified  milk  is  a  success  in  Brooklyn.  It  is  the  milk 
of  the  future.  It  has  come  to  stay.  I  venture  to  pre- 
dict a  sale  of  this  milk  in  this  Borough  of  over  one  mil- 
lion quarts  a  year,  in  two  years'  time.  This  would  but 
equal  the  record  of  Philadelphia  where  they  sold  a  mil- 
lion quarts  after  their  milk  commission  had  been  in 
existence  five  years. 

W.  A.  NORTHRIDGE, 

Chairman. 


REPORT  OF  THE  DIRECTING  LIBRARIAN. 

Mr.  President  and  Fellow  Members  of  the  Medical  So- 
ciety of  the  County  of  Kings  : 

As  in  former  reports,  it  is  again  the  privilege  of  your 
Directing  Librarian  to  tell  you  that  the  welfare  of  your 
Library  is  steadily  being  advanced.  Forward  has  been 
the  watchword  of  the  past,  and  from  the  experience  of 
the  past  year,  it  will  continue  to  be  so  for  some  time  to 
come. 

Endowments. 

In  my  last  report  I  mentioned  an  endowment  of  one 
thousand  dollars,  which  I  was  soliciting  from  mem- 
bers of  the  Society.  When  I  was  asking  for  subscrip- 
tions for  the  purchase  of  the  Library  of  the  German 
Dispensary,  in  1903,  I  found  that  a  number  of  gentle- 
men were  ready  and  willing  to  contribute  smaller 
amounts  than  I  then  asked  for.  After  the  Library  of 
the  German  Dispensary  had  been  purchased  with  the 
money  secured  from  other  sources,  it  seemed  a  wise 
plan  to  gather  together  the  smaller  sums  which  had 
been  pledged,  into  a  nucleus  of  a  General  Library  En- 
dowment Fund.  Dr.  William  F.  Dudley  was  the  first 
to  respond  to  my  request,  and  almost  every  one  whom 
I  approached  on  this  subject  has  been  willing  to  con- 
tribute towards  this  fund  the  amount  of  his  original 
pledge.  The  first  thousand  dollars  of  this  fund  is  com- 
plete, and  we  have  been  receiving  interest  on  over  half 
of  it  for  the  last  six  months.  The  fund  is  to  be  known 
as  the  General  Library  Endowment  Fund,  and  the  in- 
come is  to  be  devoted  to  general  library  purposes,  ex- 
cepting the  payment  of  salaries.  Now,  gentlemen,  this 
first  $1,000  is  only  a  nucleus.  Here  is  an  opportunity 
for  you  all  to  contribute  any  donation  you  may  wish,  be 
it  ever  so  small,  and  it  will  go  to  swell  a  fund  which 
ought  to  be  the  largest  endowment  fund  of  the  Society. 
The  Directing  Librarian  or  the  Treasurer,  will  be  ready 
at  all  times  to  receive  subscriptions  from  any  member 
of  the  Society  or  the  laity  whom  you  may  interest. 


Skene  Memorial  Library  Fund. 

You  have  just  had  the  pleasure  of  hearing  our  Presi- 
dent's announcement  of  a  library  endowment  fund  of 
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five  thousand  dollars,  as  a  memorial  to  our  late  famous 
colleague  and  esteemed  ex-president.  Dr.  Alexander  J. 
C.  Skene.  This  is  the  second  library  fund  established 
as  a  memorial  to  one  of  our  late  distinguished  mem- 
bers, and  I  sincerely  hope  that  these  special  funds  will 
multiply  in  number  and  amount.  It  seems  to  me  that 
there  does  not  exist  a  more  practical  way  of  perpetuat- 
ing a  man"s  name  and  influence.  The  educative  value  of 
the  literature  made  available  by  the  income  of  such  en- 
dowments is  not  confined  to  a  limited  class  or  to  a 
single  generation  ;  as  from  an  inexhaustible  fountain,  its 
benefits  are  poured  out  year  after  year  absolutely  free 
to  whomsoever  may  seek. 

Zabriskie  Memorial  Library  Fund. 

The  John  Lloyd  Zabriskie  Memorial  Library  Fund 
will  always  enjoy  the  enviable  distinction  of  being  our 
pioneer  library  endowment  fund.  The  income  from  the 
fund  cf  two  thousand  dollars,  amounfing  to  $90  yearly, 
is  used  for  the  purchase  of  books  and  journals,  which 
we  are  unable  to  secure  from  any  other  source.  We 
who  have  had  immediate  charge  of  the  Library  appre- 
ciate, perhaps  more  deeply  than  any  others,  just  how 
great  has  been  the  service  rendered  by  this  fund  to  all 
who  use  the  Library.  It  lias  enabled  us  to  place  on 
file  in  the  Library  journals  which  are  indispensable  to 
every  one  engaged  in  medical  research,  and  we  could 
not  have  secured  these  journals  had  it  not  been  for  the 
John  Lloyd  Zabriskie  Memorial  Library  Fund. 

Medical  Library  Association  of  Brooklyn. 

One  of  the  most  valuable  aids  to  the  Library  is  the 
Medical  Library  Association  of  Brooklyn,  which  has 
expended,  during  the  twenty  months  of  its  existence, 
nearly  $600  for  binding,  and  for  the  purchase  of  foreign 
journals  which  have  been  presented  to  our  Library. 

To  repeat  what  I  said  last  year,  its  membership  is  en- 
tirely voluntary  on  the  part  of  laymen  as  well  as  the 
profession,  and  the  sole  object  of  membership  in  the 
Association  is  to  aid  in  the  building  up  of  a  great  medi- 
cal library  in  Kings  County. 

While  all  the  members  of  the  Medical  Society  of  the 
County  of  Kings  have  demonstrated  their  willingness 
to  give  liberally  of  both  time  and  money  to  the  upbuild- 
ing of  our  pet  and  pride,  the  Library,  any  one  of  you 
who  feels  that  he  can  afford  to  unite  with  those  who 
have  associated  themselves  together  with  the  pledge  of 
giv  ing  ten  dollars  each,  and  every  year  for  the  purpose 
of  advancing  the  growth  of  the  Library,  and  through  it 
the  profession,  will  be  most  heartily  welcomed  as  a 
member  of  this  auxiliary  Association.  If  you  will  sig- 
nify your  willingness  to  the  Directing  Librarian,  or  to 
one  of  the  Association's  Membership  Committee,  the 
Library  management  will  be  grateful  for  your  help,  in- 
terest and  co-operation. 

A  review  of  the  year  1904  is  as  follows: 

Registration  of  Readers. 

The  Library  has  been  open  305  days,  and  1,934  readers 
registered  their  names. 


Circulating  Department. 

1  here  were  loaned  to  members  for  home  use 
volumes. 
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Donations  and  Accessions. 
During  the  past  year  our  Library  received  3,644  vol- 
umes, 5,296  pamphlets,  and  25,266  numbers  of  medical 
journals.    An  itemized  list  of  the  principal  donors  and 
accessions  is  as  follows : 

Library  Donations,  Calendar  Year  1904. 

■v  %  2  2  £ 
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Bartlev.  Dr.  E.  H                             307  87  1,843 

Beasley,  Dr.  C.  D                               82  —  — 

Beers,  Dr.  N.  T                                   2  — 

Bolduan,  Dr.  C.  F                                 1  —  1 

Braislin,  Dr.  W.  C                               —  112  57 

Brinsmade,  Dr.  W.  B                           —  —  162 

Brooklyn  Gynecological   Society*...       1  —  225 

Brooklyn  Medical  journal                    124  19  4,603 

Brooklyn   Pathological  Society*....     —  —  42 

Brooklyn  Society  for  Neurology*...       3  —  28 

Browning.  Dr.  W                                  4  326  501 

Brundage.  Dr.  A.  H                               2  —  — 

Bryan,  Dr.  W                                      1  —  — 

Butler.  Dr.  G.  R                                    4  "9  391 

Butler,  Dr.  W.  £                                 —  —  170 

Clark  Dr.  T.  E                                    —  —  08 

Collins,  Dr.  B.  C                                  —  4  118 

Cook.  Dr.  C.  D                                    16  32  683 

Corcoran,  Dr.  W.  J                               2  —  — 

Coughlin,  Dr.  R.  E                                 2  286  503 

Cox,  Dr.  C.  N                                    44  462  179 

Dusseldorf.  Dr.  L.  M                           —  —  109 

Emerson.  Dr.  F.  G                               50  29  602 

Emery.  Dr.  Z.  T                                 438  52  785 

Erdmann,  Dr.  A.  F                              —  1  — 

Fowler,  Dr.  G.  R                                8  —  — 

Gilbert,  Mrs.  E.  C                                 1  —  — 

Goodrich,  Dr.  C.  H                              6  —  16 

Gordon,  Dr.  O.  A                               —  —  71 

Holton,  Dr.  D.  C                               —  —  85 

Hubbard,  Dr.  W.  S                               2  — 

1 1  tint.  Dr.  J.  H                                      4  —  — 

Hussey,  Dr.  A.  A                                 —  9  141 

Jacobson.  Dr    A.  C                              —  —  54 

Tewett,  Dr.  F.  A                                  48  104  205 

Judd.  Dr.  A.  M                                    4  i°3  621 

Lopez,  Dr.  F                                     —  —  7 

Lucas,  Dr.  D.  F                                 149  646  1,614 

Lutz,  Dr.  S.  H                                     8  203  146 

M-icFarlane.  Dr.  T.  J                           —  —  63 

Malt  Diastaste  Co                                6  10  1,346 

Mason,  Dr.  L.D                                 —  1  — 

Mathewson,  Dr.  A                               25  15  31 

Medical     Library    Association  of 

Brooklyn*  2.000  2.000  2.346 

Medical    Library    and  Historical 

Journal                                               6  62  758 

Medical   Society  of  the  County  of 

Kings*                                               —  —  128 

Idem.  Section  on  Laryngology,  etc.*     —  —  22 

Idem.  Section  on  Ophthalmology*..     —  —  84 

Idem.  Section  on  Pediatrics*                —  —  24 

*  Includes  subscription  to  current  files  of  the  follow- 
ing periodicals  by  the  Brooklyn  Gynecological  Society : 

Journal  of  Obstetrics  and  Gynecology  of  the  British 
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 '   —  61  50  Shaw,  late  Dr.  F.  W   94  —  — 

    —  10  189  Sheppard,  Dr.  j.  E   3  202  354 

  6  72  1,186  Shipley,  Dr.  A.  E   —  —  273 

  3  96  695  Smith,  Dr.  J.  W   —  —  254 

>                             54  —  —  Stickle,  Dr.  C.  W   —  8  696 

VI                           —  —  165  Stuart,  Dr.  F.  H   —  —  109 

i                              1  14  286  Swalra,  Dr.  W.  F   —  —  311 

  5  —  208  Taylor,  Dr.  J.  R   1  —  — 


Napier.  Dr.  C.  D. 
Paine,  Dr.  A.  R.  . 
Pilcher.  Dr.  L.  S. 
Polak,  Dr.  J.  O.  . . 
Pratt.  Dr.  VV.  H.  I 
Ramsdell.  Dr.  W. 
Raymond,  Dr.  J.  r 
Raynor,  Dr.  F.  C. 

Royce,  Dr.  R.  S   14  — 

Schalck.  Dr.  E   8      —  — 

Schenck.  Dr.  P.  L   —      —  52 

Schroeder.  Dr.  \V   4        6  — 


Empire,  Gazette  de  Gynecologic,  La  Gynecologic  L' Ob- 
sti'trique.  Revue  de  Gynccologie  et  de  Chirurgie  Ab- 
dominale.  Revue  Pratique  d' Obstctrique  et  de  Gyne- 
cologic Revue  Pratique  d'  Obstctrique  et  de  Paediatrie, 
La  Semaine  Gynccologique ,  Archiv  f.  Gynacologie , 
Beitrdgc  z.  Gehurtshilfe  u.  Gynakologie.  Centralblatt  f. 
Gynakologie.  D'er  Frcmenarzt,  Trommel' s  Jahresbericht 
d.  Gehurtshilfe  it.  Gyniikologic,  Monatsschrift  f.  Ge- 
burtshulfc  11.  Gynakologie  and  Zcitschrift  f.  Geburt- 
shulfc  it.  Gynakologie. 

Brooklyn  Pathological  Society  :  Arch,  de  Med.  Ex- 
pcr.  et  d'Anat.  Pathologiqu  ,  Virchow ' s  Archiv  and 
Centralbl.  f.  allg.  Path.  u.  path.  Anat. 

Brooklyn  Society  for  Neurology :  Brain.  Archives 
dc  Xeurologic.  Deutsche  Zeitschr.  f.  Nervenheilkunde 
and  Jahresb.  d.  Neurologic  u.  Psychiatric 

Medical  Library  Association  of  Brooklyn :  Journal 
of  Physiology,  Annates  de  Dermatologic  et  Syphili- 
graphie.  Arch.  Gen.  de  Medecine,  Gazette  des  Hopi- 
taux,  La  Semaine  Medicate,  Archiv  f.  Anatomic,  Arch, 
f.  Dermatol,  u.  Syphilis.  Arch.  f.  mikroskop.  Anatomie, 
Arch.  f.  Physiologie,  Centralbl.  f.  d.  mcd.  IVissen- 
schaften.  Correspondenz-Blatt  f.  d.  Schwcizer  Aerzte, 
Fortschritte  d.  Medicin,  Monatsh.  f.  prakt.  Dermatol- 
ogic. Sammlung  klin.  Vortrage,  Therapeutische  Monat- 
shefte  and  Zeitschr.  f.  klin.  Medicin. 

Medical  Society  of  the  County  of  Kings :  Index 
Medicus,  Medical  Record  and  Lancet. 

Idem.  Section  on  Laryngology,  Rhinology  and  Ot- 
ology: Annals  of  Otol.,  Rhinol.  and  Laryngol.,  Ar- 
chives of  Otology  and  Journal  of  Laryngol..  Rhinol. 
and  Otol 

idem.  Section  on  Ophthalmology :  Archives  of  Oph- 
thalmology. Ophthalmic  Record,  Ophthalmic  Review, 
Annates  d'Oculistique,  Recueil  d' Ophthalmologic,  Ar- 
chiv. f.  Ophthalmologic,  Centralbl.  f.  prakt.  Augen- 
heilkunde  and  Klinische  Monatsbl.  f.  Augenheilkunde. 

idem.  Section  on  Pediatrics:  Revue  Mcnsuclle  des 
Maladies  dc  I'Enfance  and  Jahrbuch  f.  Kinderheil- 
kunde. 

Vereins  Deutscher  Aerzte  von  Brooklyn:  H'einer 
mcd.  IVochenschrift. 

Zabriskie  Memorial  Library  Fund:  American  Jour- 
nal of  Anatomy.  Amcr.  J.  of  Obstetrics,  Amer.  J.  of 
Physiology,  Journal  of  Experimental  Medicine,  Ber- 
liner klin  IVochenschrift.  Deutsche  mcd.  IVochen- 
schrift, Deutsches  Archiv  f.  klin.  Medicin,  Miinchener 
med.  IVochenschrift .  Schmidt's  Jahrbucher  and  Wiener 
klin.  Rundschau. 


Thomas,  Mrs.  W.  H.  (Through  Dr. 

L.  C.  Ager)  . . )   —  —  26 

Vereins    Deutscher     Aerzte  von 

Brooklyn*   —  —  52 

Warbasse,  Dr.  J.  P   —  —  47 

Winfield,  Dr.  J.  M   4  64  40 

Wood,  Dr.  F.  J.  J   2  29  203 

Wundcrlich,  Dr  F.  VV   16  —  482 

Zabriskie  Memorial  Library  Fund*.  — •  —  216 

Miscellaneous    79  52  510 

Total  number  of  donations  for 

the  year  1904   3.644  5.296  25.266 


To  each  and  every  one  of  the  above  donors  the  Li- 
brary is  indebted,  and  makes  grateful  acknowledgment 
for  their  interest  and  generous  contributions. 

The  most  valuable  single  accession  during  the  year 
was  the  medical  library  of  Dr.  A.  N.  Bell,  consisting 
of  over  ten  thousand  volumes  and  as  many  pamphlets. 
Dr.  Bell's  collection  of  health  reports  and  of  books, 
pamphlets  and  periodicals  on  the  subject  of  sanitary- 
science  was  perhaps  one  of  the  best  in  the  country, 
and  we  are  very  fortunate  in  being  able  to  add  to  our 
Library  such  a  complete  collection  of  books  dealing 
with  sanitation  and  hygiene.  Dr.  Bell's  library  \va^ 
purchased  and  presented  to  our  Library  by  the  Medical 
Library  Association  of  Brooklyn. 

Brooklyn  Medical  Journal. 

For  new  books  and  many  of  the  current  files  of 
periodicals  we  have  had  to  depend  mainly  on  the  books 
sent  for  review  and  the  exchanges  of  the  Brooklyn 
Medical  Journal.  Accessions  valued  at  about  $1,000 
have  been  received  from  this  source. 

Affiliated  Societies. 

The  various  societies  affiliated  with  the  Medical  So- 
ciety of  the  County  of  Kings  have  continued  their  sub- 
scriptions to  certain  periodicals  which  we  are  unable 
to  obtain  through  exchange,  and  especial  thanks  are 
due  to  them.  A  list  of  these  societies  and  the  period- 
cals  to  which  they  subscribe  is  given  above. 

Medical  Library  and  Historical  Journal. 

As  an  important  factor  in  promoting  the  growth  of 
the  Library,  and  more  especially  the  esteem  in  which  it 
is  held  outside  of  Brooklyn,  I  desire  to  make  mention 
of  the  Medical  Library  and  Historical  Journal.  The 
benefits  accruing  to  the  Library  from  the  publication 
of  this  journal  are  both  direct  and  indirect.  Not  only 
are  its  exchanges  and  books  sent  for  review  donated  to 
our    Library,    but    the    success    this    publication  has 
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achieved  as  a  journal  of  the  highest  class  has  directed 
attention  and  contributions  to  our  Library  from  all 
parts  of  the  world. 

The  Exchange  Bureau  of  the  Association  of 
Medical  Librarians. 

Since  last  July  the  international  Exchange  Bureau 
of  the  Association  of  Medical  Librarians  has  been  con- 
ducted under  the  auspices  of  our  Library,  and  suitable 
quarters  for  carrying  on  this  important  work  have  been 
provided  in  the  basement  of  our  building. 

Library  Branches. 

Even  since  our  Library  has  had  a  large  and  increas- 
ing duplicate  stock,  your  Directing  Librarian  has  had 
in  mind  the  establishing  of  branches  in  various  parts 
of  the  city  and  Long  Island.  With  the  approval  of  the 
Board  of  Trustees,  early  in  December  the  first  branch 
of  this  kind  was  established  at  the  Nassau  Hospital  at 
Mineola.  It  is  thought  that  this  will  be  the  means  of 
still  closer  affiliation  between  the  professions  of  Long 
Island  and  Brooklyn.  It  is  hoped  that  other  branches 
may  be  established  from  time  to  time  as  suitable  local- 
ities and  quarters  offer  and  after  careful  consideration 
shows  a  real  necessity  for  such  branches. 

The  Needs  of  the  Library,  etc. 

As  the  knowledge  of  the  workings  and  necessities  of 
the  Library  increases  with  time  and  experience,  new 
schemes  and  plans  develop,  and  if  some  of  these  now 
under  consideration  mature,  the  time  is  not  far  distant 
when  the  Library  of  the  Medical  Society  of  the  County 
of  Kings  will  be  able  to  supply  from  its  own  shelves 
almost  every  demand  you  may  make  upon  it. 

The  Library's  need  of  more  endowments  has  been 
repeatedly  expressed,  and  it  is  gratifying  to  us  that 
through  the  efforts  of  our  honored  President,  Dr.  John 
E.  Sheppard.  during  the  past  year  this  call  has  received 
a  response.  We  now  have  library  endowments  amount- 
ing to  eight  thousand  dollars — the  Skene  Memorial 
Fund  of  $5,000.  the  John  Lloyd  Zabriskie  Memorial 
Library  Fund  of  $2,000,  and  the  General  Library  En- 
dowment Fund  (from  members)  of  $1,000. 

It  is  the  hope  and  ambition  of  your  Directing  Li- 
brarian to  see  a  library  endowment  of  at  least  one 
hundred  thousand  dollars.  It  will  take  time,  but  I  be- 
lieve that  we  will  secure  this  amount  ultimately.  I 
earnestly  ask  the  cooperation  of  each  and  every  one  of 
you  the  coming  year  to  aid  us  in  our  progress  toward 
this  goal,  so  that  at  the  next  annual  meeting  I  shall 
be  able  to  report  that  we  have  a  library  endowment  of 
at  least  twenty-five  thousand  dollars. 

In  addition  to  invested  endowments  we  are  still 
greatly  in  need  of  money  to  be  spent  immediately  in 
binding.  If  we  had  it  in  hand  we  could  spend  five 
thousand  dollars  for  this  purpose  alone,  and  it  would 
be  an  economical  expenditure  at  that. 

This,  fellow  members,  is  in  brief  the  substance  of 
this  last  year's  work,  and  a  statement  of  our  present 
needs. 

Respectfully  submitted, 
James  McFarlane  Winfield, 

Directing  Librarian. 


REPORT  OF  THE  BOARD  OF  TRUSTEES. 

Mr.  President  and  Members  of  the  Medical  Society  of 
the  County  of  Kings: 

The  Board  of  Trustees  organized  February  nth, 
with  Dr.  George  R.  Fowler  as  Chairman  and  Dr.  J.  M. 
Winfield  as  Secretary.  The  House  Committee  con- 
sisted of  Dr.  J.  E.  Sheppard,  Chairman,  and  Drs. 
Fowler  and  Winfield.  At  this  meeting  permission  was 
given  the  Milk  Commission  to  use  a  room  in  the  Li- 
brary Building  for  their  work.  At  the  meeting  of  June 
15th,  notice  was  given  by  the  Directing  Librarian  that 
subscriptions  to  a  library  endowment  fund  amounting 
to  about  $1,000  had  been  obtained  from  members,  this 
fund  to  be  known  as  the  General  Library  Endowment 
Fund,  and  the  income  to  be  devoted  to  general  library 
purposes,  with  the  exception  of  payment  of  salaries. 

At  the  meeting  of  December  14th,  the  Directing  Li- 
brarian was  given  permission  to  establish  a  branch 
medical  library  at  the  Nassau  Hospital,  Mineola,  Long 
Island,  to  be  supplied  from  the  duplicate  stock  of  the 
Library  of  the  Medical  Society  of  the  County  of  Kings. 

At  the  meeting  of  January  nth,  1905,  it  was  an- 
nounced by  Dr.  Sheppard  that  a  donation  had  been 
made  of  a  library  endowment  fund  of  $5,000,  to  be 
known  as  the  Alexander  J.  C.  Skene  Memorial  Library 
Fund. 

Ten  regular  meetings  of  the  Board  were  held.  The 
following  is  the  record  of  attendance : 

Dr.  Hunt,  permanently  excused  on  account  of  ab- 
sence from  town  ;  present  1,  absent  9. 
Dr.  Fowler — Present  5,  absent  5   (three  with  ex- 
cuse.). 

Dr.  Browning — Present  9,  absent  1. 
Dr.  Fairbairn — Present  8,  absent  2. 
Dr.  Cox — Present  9,  absent  1. 
Dr.  Gordon — Present  10,  absent  o. 

Dr.  Winfield — Present  8,  absent  2  (once  with  ex- 
cuse). 

Dr.  Sheppard — Present  10.  absent  o. 
Average  attendance  for  the  year — Five  and  four- 
tenths,  or  67.5  per  cent. 


Financial  Condition  of  Society. 

.  The  financial  condition  of  the  Society  is  good.  All 
bills  are  paid,  and  there  is  a  balance  in  the  treasury,  as 
shown  by  the  Treasurer's  report.  The  mortgage  upon 
the  real  estate  of  the  Society  has  been  reduced  by  the 
payment  of  $1,000  on  January  1.  1905.  A  donor,  who 
does  not  wish  his  name  made  public  for  the  present,  is 
arranging  with  a  committee  of  the  Board  of  Trustees 
for  the  establishment  of  a  library  endowment  fund  of 
$5,000  as  a  memorial  to  the  late  Dr.  Alexander  J.  C. 
Skene. 

The  Society's  Journal. 

The  Board  of  Trustees  is  almost  entirely  responsible 
for  the  financial  management  of  the  Brooklyn  Medical 
Journal,  the  business  management  of  which  during  the 
past  year  has  been  entrusted  to  Mr.  G.  L.  Harrington. 
An  abstract  of  the  financial  report  for  the  year  1904  is 
as  follows : 
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Gross  Receipts    $5,929  37 

Gross  Expenses    5>749  45 

Balance,  Cash  on  Hand   $179  92 

Bills  Receivable    934  4 1 

Gross  Assets    $1,114  33 

Bills  Payable   459  80 

Net  Assets    $654  53 


The  editorial  management  of  the  Journal  has  been 
ably  carried  on  by  Dr.  W.  C.  Braislin,  who,  at  the  re- 
quest of  the  Board,  has  furnished  the  following  report  : 

"The  twelve  numbers  of  the  Brooklyn  Medical  Jour- 
nal for  the  year  1904  contained  a  total  of  468  pages  of 
literary  matter.  There  were  published  67  original  arti- 
cles, 65  reports  of  society  transactions,  36  editorial  no- 
tices or  comments,  10  obituaries,  91  book  reviews,  and  8 
separate  reports  of  'Progress  in  the  Medical  Sciences' ; 
25  illustrations  have  been  published,  5  of  deceased  mem- 
bers illustrating  obituary  notices,  and  20  illustrating 
medical  articles. 

"Dr.  Clarence  R.  Hyde,  the  News  Editor,  to  whom 
the  thanks  of  the  Society  are  due,  has  supplied  copy  for 
eleven  numbers;  the  Editor  supplied  copy  for  one  num- 
ber during  Dr.  Hyde's  illness. 

"Dr.  William  Schroeder,  to  whom  thanks  also  are  ac- 
knowledged, has  supplied  the  Journal  with  ten  obituary 
notices 

"Dr.  John  A.  McCorkle  kindly  presented  the  Journal 
with  one  memorial  address. 

"Dr.  James  M.  Winfield  and  Dr.  William  S.  Hubbard, 
the  associate  editors,  have  rendered  valuable  service 
and  courteous  assistance  in  determining  questions  of 
policy  and  management. 

"The  Editor  desires  to  acknowledge  his  indebtedness 
to  the  collaborators  of  the  departments  of  'Progress  in 
the  Medical  Sciences,'  and  to  the  many  who,  with  sug- 
gestions and  valued  literary  material,  have  contributed 
to  the  Journal's  improvement  and  reasonable  measure 
of  success  under  his  management. 

"The  124  books  sent  for  review  and  over  350  regular 
exchanges  of  the  Journal  have  been  deposited  in  the 
Library  of  the  Medical  Society  of  the  County  of  Kings. 
Special  thanks  are  extended  to  Dr.  M.  A.  Goldstein,  of 
St.  Louis,  the  editor  of  the  Laryngoscope,  who,  having 
cancelled  all  exchanges  with  his  journal  except  the 
special  journals  and  the  large  weeklies,  on  the  request 
of  the  Editor,  has  kindly  consented  to  send  the  Laryngo 
scof>c  complimentarily,  as  a  courtesy  to  the  members  of 
our  Society." 

The  Building. 

As  stated  in  the  last  annual  report  of  your  Board,  the 
entire  charge  of  our  Library  Building,  the  clerical  and 
detail  work  pertaining  to  the  administration  of  the  So- 
ciety's affairs,  etc.,  were  placed,  at  the  beginning  of  the 
year,  under  the  control  of  one  executive  head,  Mr.  Hunt- 
ington, subject  to  the  direction  of  the  Board  of  Trus- 
tees, and  the  various  committees.  This  arrangement 
has  proved  entirely  satisfactory,  and  the  administration 
nt  the  Superintendent  has  been  economical  as  well  as 
most  efficient.  The  same  arrangement  has  been  made 
for  tin  ensuing  year. 

Necssary  repairs  to  the  building  have  been  made,  un 
der  the  direction  of  Hie  House   Committee,   and  the 


building  to-day  is  111  excellent  condition,  with  the 
exception  of  the  discoloration  of  the  ceilings  and  walls 
on  the  second  and  third  floors.  This  blemish  is  only  su- 
perficial, and  can  easily  be  remedied  as  soon  as  the  finan- 
cial condition  of  our  treasury  warrants. 


The  Library. 

The  growth  of  our  Library  has  continued  uninter- 
rupted, and  we  may  congratulate  ourselves  on  the  pos- 
session of  a  reference  medical  library,  which  has  but 
few  superiors  in  the  whole  world.  A  detailed  account 
of  its  growth,  the  extension  of  its  influence,  and  its 
needs  is  furnished  you  in  the  report  of  the  Directing 
Librarian. 

Standing  Committees. 

The  reports  of  the  various  standing  committees  have 
been  presented  to  you  by  their  respective  chairmen,  and 
it  is  perhaps  unnecessary  to  comment  further  upon  the 
efficient  services  these  committees  have  rendered. 

The  entertainments  provided  after  each  of  our  meet- 
ings have  done  much  to  promote  closer  fraternal  rela- 
tions between  our  members,  and  to  enlist  their  more  ac- 
tive interest  in  the  Society. 

rhe  Directory  for  Nurses  has  been  thoroughly  reor- 
ganized, and  never  before  has  it  been  conducted  in  such 
a  business-like  manner.  Again  your  Board  desires  to  im- 
press upon  the  Society  the  desirability  of  each  member's 
patronizing  our  own  Directory  for  Nurses,  as  far  as 
possible  The  Directory  is  maintained  for  the  benefit 
and  convenience  of  our  members,  and  the  best  interests 
of  the  Society  are  conserved  by  your  making  the  freest 
possible  use  of  our  own  Directory. 

In  conclusion,  we  take  pride  in  pointing  out  that  in  its 
management,  in  its  financial  status,  and  in  the  harmon- 
ious feelings  existing  between  our  fellow  members,  the 
Society  has  never  been  in  a  better  condition  than  it  is 
to-day.  We  feel  sure  that  the  future  holds  forth  the 
promise  of  no  diminution  of  the  success  and  prosperity 
which  has  attended  the  last  few  years  of  the  Society's 
brilliant  achievements. 

Respectfully  submitted  in  behalf  of  the 
Board  of  Trustees, 

George  Ryerson  Fowler, 
Chairman. 


REPORT  OF  THE  TELLERS  AT  ANNUAL 


ELECTION,  JAN  17,  1905 

Total  vote  cast   246 

For  President — James  W.  Fleming*  received   246 

For  Vice-President — William  F.  Campbell'  received  144 

Calvin  F.  Barber  received....  99 

For  Secretary — John  A.  Lee*  received   127 

Wm.  C.  Woolsey  received   114 

For  Assoc.  Secretary — Wm.  A.  Jewett*  received..  151 

Thos.  B.  Hegeman  received  93 

For  Treasurer — Onslow  A.  Gordon*  received   246 

For  Assoc.  Treasurer — John  R.  Stivers*  received..  145 

Henry  C.  Keenan  received.  .  96 

For  Directing  Librarian— J.  M.  Winfield*  received  246 
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For  Censors  (Five  to  be  Chosen ). 

Walter  C.  Wood*  received   215 

James  P.  Warbasse*  received   154 

William  F.  Dudley*  received    210 

Thomas  R.  French*  received   181 

Henry  G.  Webster*  received   183 

Albert  M.  Judd  received   97 

William  B.  Brader  received   92 

Nathan  P.  Rathbun  received   62 

For  Trustee. 

John  E.  Sheppard"  received   246 

For  Delegates  to  the  Medical  Society  of  the  State 
of  New  York. 
All  the  71  names  on  the  ballot  received  the  full  vote 
and  were  elected. 

David  F.   Lucas,  Chairman. 

P.  C.  Jameson, 

G.  L.  Buist, 

VV.  H.  Maddren, 

W.  A.  Sherwood,  Tellers. 

ACTIVE  MEMBERS. 
march  i,  1905. 

Acetta,  Michele   105  Sands  St. 

Adams,  Henry  Frederick    32  Palmetto  St. 

Addoms,  Lewis  P   272  Halsey  St. 

Ager,  Louis  Curtis    70th  St.  and  Third  Av. 

Alderton,  Henry  A   142  Clinton  St. 

Aldridge,  Vincent    32  Clarkson  St. 

Allan,  J.  Glen   141  Noble  St. 

Alleman,  L.  A.  W   64  Montague  St. 

Amador,  Martin   187  Park  Av. 

Anderson,  Alexander  L   527a  Sixth  Av. 

Anderson,  Louis  N   513  Bedford  Av. 

Anderson,  Robert  Burns  703  Nostrand  Av. 

Applegate,  W.  S   931  Flatbush  Av. 

Arbona,  Antonio    128  Pennsylvania  Av. 

Arrowsmith.  Hubert   170  Clinton  St. 

Ayres,  Benjamin    213  Jefferson  Av. 

Babcock,  E.  Howard,  D.D.S  85th  St.  and  2d  Av. 

Babington,  John  J  81  Reid  Av. 

Bacon,  Charles  Bowman    Cumberland  St.  Hosp. 

Bailey,  Charles  A   473  Madison  St. 

Bailey,  Frederick  D  260  Hancock  St. 

Baker,  Frank  Russell   540  Bedford  Av. 

Balaban,  Sigbert    35  Palmetto  St. 

Baldwin,  Frank  691  Willoughby  St. 

Baldwin,  Janette    123a  Hart  St. 

Baldwin,  L.  Grant  28  Schermerhorn  St. 

Barber,  Calvin  F   57  S.  Oxford  St. 

Barber,  Vincent    269  Arlington  Av. 

Bartley,  Elias  H  65  S.  Portland  Av. 

Beasley,  Crawford  D   702  Greene  Av. 

Beatty,  George  W  204  Hancock  St. 

Becker,  James  P   1087  Dean  St. 

Beebe,  Frances  Peele   .  145  Clinton  St. 

Beers,  Nathan  Thomas,  Jr   1265  Bedford  A  v. 

Belcher,  William  Nathan    25  S.  Portland  Av. 

Bell,  Alfred    37  Linden  St. 

Bell,  Henry  Edwin    859  Sterling  PI. 

Bell,  Robert  J   304  Warren  St. 

Bell,  Rosalie    398  4th  St. 

Bellows,  Charles  M  442  Nostrand  Av. 

♦Officers  elected  indicated  by  a  star. 


Bender,  Herman  P  683  Bushwick  Av 

Bennett,  Edward  C  244  73d  St 

Bennett,  Franklin    686  Greene  Av. 

Benton,  Stuart  H   720  Nostrand  Av. 

Berendsohn,  W.  A  598  Carlton  Av. 

Berlenbach,  Philip  H  9  Stuyvesant  Av. 

Befmingham,  Francis  H   132  Montague  St. 

Bierwirth,  Julius  C  253  Henry  St. 

Biggam,  William  H   1197  Dean  St. 

Bird,  James  R   247  Gates  Av. 

Birdsall,  Albert  T   521  Clinton  Av. 

Blackmar,  Bruce  G  Ovington  near  Third  Av. 

Blaisdell,  Silas  Canaday    500  Bedford  Av. 

Blake,  James  A   352  Jefferson  Av. 

Blake,  James  Eddy    352  Jefferson  Av. 

Bodkin,  Martin  L   290  Clinton  Av. 

Boes,  William    200  Graham  A  v. 

Bogart,  Arthur  H   135  Seventh  Av. 

Bogart,  J.  Bion    463  Clinton  Av. 

Boggs,  Seth  D  407  Jefferson  Av. 

Bolduan,  Charles  F   642a  St.  Marks  Av. 

Bottaro,  Gaetano    266  Union  St. 

Bowron,  Francis  W  259  Tompkins  Av. 

Boyden,  Frank  Edward   622  Marcy  Av. 

Brader,  William  Barten    1198  Bushwick  Av. 

Braislin,  William  C   217  St.  James  PI. 

Brennand,  Everett  C   144  Pierrepont  St. 

Brewster,  Richard  C   126  Lefferts  PI. 

Briggs,  Banjamin  M   106  Willoughby  St. 

Brinsmade,  William  B   117  Montague  St. 

Bristow,  Algernon  Thomas    234  Clinton  St. 

Brown,  Lucy  Hall    158  Montague  St. 

Brown,  Samuel  S  844  Lafayette  Av. 

Brown,  Thomas  E  278  Clinton  St. 

Browning,  William    54  Lefferts  PI. 

Brundage,  Albert  H   1073  Bushwick  Av. 

Brush,  Arthur  C   29  S.  Portland  Av. 

Brush,  George  W  462  Ocean  Av. 

Bryan,  Walter  215  St.  Johns  PI. 

Bryn,  Harold  313  Sackett  St. 

Buckley,  Charles  F  802  Carroll  St. 

Buist,  George  Lamb  3  Hancock  St. 

Bunker,  Henry  A   158  Sixth  Av. 

Burnett,  Peter  V   170  Keap  St. 

Butler,  Chas.  R   584  Franklin  Av. 

Butler,  Glentworth  Reeve    229  Gates  Av. 

Butler,  William  E   113  Halsey  St. 

Byington>  Roderick   Bay  17th  St.  and  Bath  Av. 

Callan,  W.  J   192  Dean  St. 

Callender,  J.  Meade    172  Remsen  St. 

Campbell,  William  Francis   86  Greene  Av. 

Candidus.  Eugene  W   215  Hewes  St. 

Candidus,  P   228  S.  Ninth  St. 

Capron,  A.  J   L.  I.  State  Hosp. 

Cardwell,  John  C.    553  Halsey  St. 

Carey,  John  J   287  Hoyt  St. 

Carney,  James  L   207  Sixth  Av. 

Carolan,  E.  J  946  Bedford  Av. 

Catlin,  Arnold  W  207  Greene  Av. 

Chapman,  William  L   19  Lafayette  Av. 

Chase,  Carroll    1045  Prospect  PI. 

Chase,  Walter  B   263  Hancock  St. 

Childs,  Samuel  B   408  Classon  Av. 

Church,  Stewart    236  Clinton  St. 

Claffey,  M.  Edwin    254  Prospect  Park,  W. 
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Clark,  Charles  Edward  259  Lorimer  St. 

Clark,  Frank  H   758  Putnam  Av. 

Clark,  Raymond    310  Clinton  Av. 

Clark,  Tracy  Earl    705  Macon  St. 

Clarke,  Albert  Lincoln    100  Nassau  Av. 

Clayland,  J.  M  252  Rodney  St. 

Cochran.  Henry  L   141  Clinton  St. 

Cochran,  John  A  79  St.  Marks  Av. 

Cochrane,  Charles  Stiles    400  Vanderbilt  Av. 

Cochrane,  Frank  Lawrence    704  Sterling  PI. 

Cohn,  Michael  A  450  Stone  Av. 

Collins,  Brunette  C  645  St.  Marks  Av. 

Collins,  John  J   1263  Bergen  St. 

Colton,  F.  H   136  Montague  St. 

Combes,  R.  C.  F   185  Hancock  St. 

Conkling.  Henry   114  Hobart  Av.,  Summit,  N.  J. 

Cook,  Charles  D  136  Clinton  St. 

Cook,  Frederick  A   670  Bushwick  Av. 

Corcoran,  Walter  J   233a  Clinton  St. 

Cornwall,  Edward  E   146  Herkimer  St. 

Costello,  P.  V   243  Euclid  Av 

Coughlin,  Robert  Emmet   286  47th  St. 

Coverly,  J.  H   191  Washington  Park 

Cox,  Charles  N  257  Jefferson  Av. 

Craig.  Thomas  C   187  Washington  Park 

Crane,  Claude  G   41  Halsey  St. 

Crawford,  Frederick  D   4i4I/2  Clinton  St. 

Crawford,  John  Fancher    236  Carroll  St. 

Cross,  Frank  B   131  Seventh  Av. 

Ciowell,  Edward  P   409  Jefferson  Av. 

Cruikshank,  George  H  140  Sixth  Av. 

Cruikshank,  William  J   102  Fort  Greene  PI. 

Curry,  Albert  M   493  Classon  Av. 

1 

Davidson,  David    122a  Jefferson  Ay. 

Davis,  George  H   1016  Halsey  St. 

Davis,  John  F   400  Hancock  St. 

Davis,  William  H   289  Decatur  St. 

Dawson,  Edward  A  820  Bedford  Av. 

De  Castro,  Edward  Maurice,  Jr  455a  Henry  St. 

De  Castro.  Joseph  F   357a  Clinton  St. 

Dee,  William  Vincent    290  Bridge  St. 

Deely,  George  E   224a  Sixth  Av. 

De  la  Motte,  Anna  C   70  S.  Tenth  St. 

Delatour,  H.  Beeckman    73  Eighth  Av. 

Le  Long,  William  A   170  Bainbridge  St. 

De  Lorme,  Murette  F  340  Jay  St. 

De  Waltoff,  D   297  47th  St. 

Dewing,  Oliver  Morse  L.  I.  State  Hosp. 

Dexter,  Thurston  H   41 1  Hancock  St. 

Dickert.  John  G   928  Bushwick  Av. 

Dickinson,  Robert  Latou    168  Clinton  St. 

Dimock,  Asa  Redmond   82  Sixth  Av. 

Dirkes,  George  J   176  S.  Ninth  St. 

Dixon,  Herbert  S   141  Lewis  Av. 

Dobkin,  Nicholas   672  Flushing  Av. 

Dodge.  Charles  L  051  Macon  St. 

Dowd,  J.  H.  Bertram. 

Fort  Hamilton  Parkway,  cor  40th  St 

Dower,  A.  J   380  Union  St 

Downey,  James  M   381  Clinton  St. 

Drury,  George    235  Washington  Av. 

Dudley,  William  F  32  Livingston  St. 

Duncan,  Cameron    18  Clarkson  St. 

Duryea,  Jesse  T   282  Park  PI. 

Dusseldorf,  Louis  M   392  Union  St. 


Eastman,  Frederick  Crook    1452  Dean  St. 

Eccles,  Robert  G   191  Dean  St. 

Ldson,  Benjamin   83  St.  Marks  Av. 

Edwards,  Jessie  S   132  Halsey  St. 

Elf strom,  Carl  E   437  Pacific  St. 

Elliott,  Robert  M.  ..Willard  State  Hosp,  Willard,  N.  Y. 

Eltinge,  Edgar    21  Macon  St. 

Emerson,  Florence  Greenman  632  Bedford  Av. 

Emery,  Zachary  Taylor   481  Washington  Av. 

Engel,  Walter  F   10  Stuyvesant  Av. 

Erdman,  A.  F  458  Ninth  St 

Essig,  George    488  Bedford  Av. 

Evans,  George  Alfred    909  Bedford  Av. 

Everson,  George    364  Greene  Av. 

Fairbairn,  Henry  Arnold    249  McDonough  St. 

Fedde,  Bernard  A   376  Sixth  Av. 

Ferris,  Edward  D  418  50th  St. 

Ferris,  G.  Newton   910  Flatbush  Av. 

Fielding,  G.  B   182  Eighth  Av. 

Figueira,  Mathias    14  Stuyvesant  Av. 

Finch,  William  Young    407  Bergen  St. 

Fincke,  Charles  Louis   166  Clinton  St. 

Fiske,  Edwin  Howe   127  Lafayette  Av. 

Fitzgerald,  Frank  J   1081  Bergen  St. 

Fitzsimmons,  James  C   451  Gold  St. 

Fleck,  Louis  H   71  Cornelia  St. 

Fleming,  James  W  471  Bedford  Av. 

Foote,  Lewis  N   627  Marcy  Av. 

Foster,  Clarendon  A   202  Berkeley  PI. 

Fowler,  C.  B   752  Carroll  St. 

Fowler,  George  Ryerson    301  DeKalb  Av. 

Fowler,  Russell  S  301  De  Kalb  Av. 

Franciscus,  Henry   85  Tompkins  Av. 

Fraser,  Homer  E   18  S.  Portland  Av. 

French,  Thomas  Rushmore    150  Joralemon  St. 

Frickenstein,  Theo   110  Union  St 

Fries,  William  Armstrong    413  50th  St. 

Frischbier,  C.  P  865  Halsey  St. 

Frischbier,  Otto  Gustav    235  Humboldt  St. 

Fuhs,  Jacob    871  Park  PI. 

Gallagher,  James  T   449  Lafayette  Av. 

Gallagher,  Vincent  J   20  Lenox  Road 

Gardiner,  Sidney  H   1085  Gates  Av. 

Gardiner,  William  F   94  Prospect  Park,  W. 

Gamier,  Anna  M   131  Milton  St. 

Gartner,  Charles    774  Bushwick  Av. 

Gay,  Frederick  C   114  Macon  St. 

Geis,  Norman  P  455  Classon  Av. 

Clifford,  H.  Lincoln    294  Hooper  St. 

Gildersleeve,  Charles  P   18  Schermerhorn  St. 

Gilfillan,  William  J   79  Main  St. 

Gilligan,  Alexander  962  Bedford  Av. 

Glynn,  James  P   395  Ninth  St. 

Goodrich,  Charles  H  280  Park  PI. 

Gordon,  Onslow  Allen  71  Halsey  St. 

Grant,  Walter  S   340  Stuyvesant  St. 

Griffing,  George  P   135  Milton  St. 

Griffith,  William  A  669  Willoughby  Av. 

Griffiths,  Albert  F   11 15  Ocean  Av. 

Gulick,  Luther  Halsey  ..  Park  Av.  and  59th  St.,  Manh 

Gunthcr,  C.  Eugene    184  Fifth  Av.,  Manh. 

Gunther.  Theodore.  C   431  50th  St. 

Hager,  William  C   258  Hooper  St. 

Hall,  Gordon  R   164  Clinton  St 

Haller,  John  Frederick    291  Stuyvesant  Av. 


Hi 
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Hamlin,  Cyrus    150  Putnam  Av. 

Hancock,  James  Cole   43  Cambridge  PI. 

Happe,  William  H:   246  Ralph  St. 

Harman,  Eugene  Paul    563  St.  Marks  Av 

Harrigan,  John    401  Clinton  St. 

Harrington,  Burt  D  34  Lenox  Road 

Harrison,  Daniel  A   31  Sidney  PI. 

Hatch,  Edwin  A   857  Marcy  Av. 

Hatton,  J.  Elizabeth    508  Third  St. 

Hawley,  George  R   309  Gates  Av. 

l  iegeman,  Thomas  B  2600  Newkirk  Av. 

Hendrickson,  Clifford  W   688  Nostrand  Av. 

Hendrickson,  Skidmore    1275  Bergen  St. 

Henry,  Charles  C   56  Clark  St. 

Henry,  J.  Williams    1383  Pacific  St. 

Hepp,  Charles  Theodore    398  Graham  Av. 

Herkimer.  Robert  H   181  Adelphi  St. 

Herman,  Charles  F   290  Halsey  St. 

Herriman,  Frank  Richard   256  Putnam  Av. 

Hettesheimer,  Charles  J  309  Wyckoff  Av. 

Hewett,  W.  B   227  Clermont  Av. 

Hickok,  Eugene  P   114  Pennsylvania  Av. 

Hicks,  Edward  F   295  Stuyvesant  Av. 

Hicks,  Elias  Peter    940  Flatbush  Av. 

Hill,  John  O.  F   Neptune  Av.,  Coney  Island 

Hirsh,  Charles  Eliot    462  51st  St. 

Hodges,  Edward    156  Halsey  St. 

Hodgskin,  Edward  Stirling    13  Seventh  Av. 

Hoerle,  August    166  N.  Sixth  St. 

Hoffman,  Henry  0   138  Prospect  Park.  W. 

Holden,  Frederick  C   63  Seventh  Av. 

Holly,  I.  McMunn   636  St.  Marks  Av. 

Holton,  David  C   601  Leonard  St. 

Hoole,  Lester  Page   77a  Monroe  St. 

Hoople,  Heber  N  253  Gates  Av. 

Hopkins,  George  G   350  Washington  Av. 

Horni,  John    179  Penn  St. 

Hotchkiss,  Henry  Thomas    146  Halsey  St. 

Howe,  Alexander  Codling    307  Cumberland  St. 

Hoxsie,  Edward  H   1  Hart  St. 

Hubbard,  William  S   97  Halsey  St. 

Hull,  Thomas  Henry    55  Lee  Av. 

Hulse,  Clarence  H   206  Monitor  St. 

Humpstone,  O.  Paul    92  Greene  Av. 

Hunt,  Joseph  Hill  ..  Rural  Route  No.  1.  Newton,  N.  J. 

Hussey,  Augustus  A   409  Stuyvesant  Av. 

Hutchins,  Alexander    796  KeKalb  Av. 

Hutchinson,  William  M   205  Clinton  St. 

Hyde,  Clarence  Reginald    126  Joralemon  St. 

Hyde,  Joel  W   215  Schermerhorn  St. 

Hynes,  Edward  G  2808  Fort  Hamilton  Av. 

Ingalls,  James  W  874  Lafayette  Av. 

Ingram,  Mary  de  B   196  Joralemon  St. 

Ives,  Grace  D   257  Decatur  St. 

Ives,  Robert  F   22nd  Av.,  cor.  85th  St. 

Jacobs,  William  Ketchum    309  15th  St. 

Jacobson,  Arthur  Clarence    115  Johnson  St. 

Jameson,  P.  Chalmers    139  Montague  St. 

Jarrett,  Arthur  R  95  Halsey  St. 

Jenkins,  John  A   271  Jefferson  A  v. 

Jenks,  F.  Percy    427a  Eighth  St. 

Jennings,  John  E   41  Halsey  St. 

Jennings,  William  Ellery    902  Jefferson  Av. 

Jevvett,  Charles    330  Clinton  Av. 

Jewett,  Frederick  A   282  Hancock  St. 


Jewett,  Harold  F   1172  Bergen  St. 

Jewett,  William  Averill    382  Adelphi  St. 

Joerg,  Oswald    12  Schermerhorn  St. 

Johnson,  John  G   153  Joralemon  St. 

Jones,  Florence  Leigh    508  Third  St. 

Jones,  Mortimer  D   566  Greene  Av. 

Judd,  Albert  Martin    188  Sixth  Av. 

Keenan,  Henry  C  593  Willoughby  Av. 

Keil,  Peter  Augustus   170  Barbey  St. 

Kene,  Joseph  A  64  Greene  Av. 

Kennedy.  James  Charles    762  Willoughby  St. 

Kenny,  Eugene  Joseph   219  Prospect  PI. 

Kerr,  C.  Le  Grand   97  Cumberland  St. 

Kessler,  George  L   588  Bedford  Av. 

Ketterle,  John    22  Starr  St. 

Kevin,  Christopher  D  719  Halsey  St. 

Kevin,  J.  Richard  252  Gates  Av. 

Keyes,  Frank  P   77  Hanson  PI. 

Keyes,  James  J   226  17th  St 

Kidd,  P.  Edwin    81  St.  Marks  Av. 

King,  James  S   146  McDonough  St. 

King,  Samuel  T   34  Greene  Av. 

Kinne,  "William   46  Fourth  Av. 

Kirk,  Frederick  Joseph   404  Hamburg  Av. 

Klein,  Valentine  J   1152  Lafayette  Av. 

Knause,  Benjamin  Franklin    1076  Bushwick  Av. 

Knight,  Frank  Henry   59  Seventh  Av. 

Koch,  Alexander    1 135  Herkimer  St. 

Koempel,  Ludwig    838  Bedford  Av. 

Koerner,  William  F   154  Rodney  St. 

Koethe,  Hugo    262  Vernon  Av. 

Konther,  Adolph  Frederick   260  S.  First  St. 

Kopf,  Joseph  Benjamin    518  58th  St. 

Kroos,  Edward  Charles    151  Rodney  St. 

Kuhn,  George  R   122  Clinton  Av. 

Lack,  C.  Eugene    092  Tenth  St. 

Lamadrid,  Julio  J  412  Greene  Av. 

Lane,  William  B   395  Washington  Av. 

Lange,  Hugo    655  Bedford  Av. 

Langstaff.  J.  Elliott    19  Seventh  Av. 

Langstaff,  Lewis  G   175  Sixth  Av. 

Lawrence,  Andrew  Wilson    558  Bedford  Av. 

Lawrey,  Nicholas    84  S.  Fourth  St. 

Lee,  John  A   366  Herkimer  St. 

Le  Fevre,  Caroline  Hurd    647  St.  Marks  Av. 

Leiter,  Joseph  G   616  McDonough  St. 

Lester,  John  C   179  Schermerhorn  St. 

Levy,  Max  709  Bushwick  Av. 

Lewis,  Maurice  Thomas  414  55th  St. 

Lewis,  Stewart    13  Cambridge  PI. 

Leyh,  George  F  71  Jefferson  Av. 

Lincoln,  Harry  Warren    113  Hancock  St. 

Linden,  William    640  Nostrand  Av. 

Linderoth,  Martin    69  Greene  Av. 

Lindridge,  Edwin  F   157  Washington  Park- 
Little,  Frank    114  Montague  St. 

Little,  George  F  469  Clinton  Av. 

Little,  William  A  923  Bedford  Av. 

Lloyd,  David  Robert    1516  Beverley  Road 

Lloyd,  T.  Mortimer   125  Pierrepont  St. 

Loewe,  Jacques    71  McKibbin  St. 

Longmorc.  John  A   26  Schermerhorn  St. 

Longstreet,  Arthur  H   20  Seventh  Av. 

Louria,  Leon    249  Hewes  St 

Love,  Cornelius  R   167  Clinton  St 
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Lubrecht,  Charles  A  966  Bedford  Av. 

Lucas,  David  F   552  Pacific  St. 

Ludlum,  Walter  D   E.  16th  St.  and  Av.  C. 

Luhrsen,  Ernest  Frederick   292  Greene  Av. 

Lutz,  Stephen  H   551  Madison  St. 

Lynch,  Eugene  A  661  Greene  Av. 

Lyons,  John  J  485  Clinton  St. 

Lysaght,  Ellen    1078  Bergen  St. 

McAveney,  William  J   22  Third  St. 

McCabe,  James  H   125  Williams  St. 

McCammon,  Frederick  J  1290  Herkimer  St. 

McChesney.  H.  F  90  Halsey  St. 

McCleary,  Thomas  F   915  Bedford  Av. 

McClelland,  Lefferts  A  78  McDonough  St. 

McConville,  C.  Adeline    195  Lorimer  St. 

McCorkle,  John  Alva   149  Clinton  St. 

MacCoy,  Cecil    151  Clinton  St. 

McEntee,  Edward  J  93  Lee  Av. 

MacEvitt,  James  M   45  Third  Pi. 

MacEvitt,  John  Cowell   407  Clinton  St. 

MacFarlane,  Thomas  J  „   423  45th  St. 

MacGilvary.  Stanley  H  820  Bedford  Av. 

McGuire.  Constantine  F   503  Clinton  St. 

McLeod.  John  A   154  Noble  St. 

McNamara,  Sylvester  James  369  Union  St. 

McNaughton,  Donald  S   Kings  Co.  Hosp. 

McNaughton,  George    479  Clinton  Av. 

McPhail,  Leonard  C   161  Hicks  St. 

McQuillan,  John  Parker   414  58th  St. 

Macumber,  John  L   249  Washington  Av. 

McVean,  Charles  H   1315  52nd  St. 

Maddock,  George  F   80  McDonough  St. 

Maddren,  William    1  Hanson  PI. 

Maddren,  William  Harvey    131  S.  Oxford  St. 

Magilligan,  Francis  J   135  Bergen  St. 

Mahr,  George  J   98  Wilson  St. 

Malament,  Manesseh  John    68  McKibbin  St. 

Malone,  Joseph  W  8732  Bay  Parkway 

Manecke,  Philip    1058  Bushwick  Av. 

Mangan,  Daniel  Clarence   95  Park  Av. 

Manley,  Mark   261  Monroe  St. 

Marsh,  Edward  Frank   448  9th  St. 

Marshall,  Joseph  H   506  Fulton  St. 

Martin.  W.  Ross    724  Greene  Av. 

Mason.  Lewis  D   171  Joralemon  St. 

Matheson,  A.  Ross  37  Seventh  Av. 

Matheson,  Sewell    578  Bergen  St. 

Mathewson,  Arthur    139  Montague  St. 

Matson,  Nathaniel   415  Greene  Av. 

Mayne,  Earle  H   132  Montague  St. 

Mead,  Raphael  M   381  Union  St. 

Medd,  John  C   141  Seventh  Av. 

Merolla,  Genaro  .  .  Ocean  Parkway,  bet.  Aves.  B.  and  C. 

Merzbach,  Joseph    198  8th  Av. 

Meury,  John  B  785  Bushwick  Av. 

Meyer,  David  Webster   161  Clinton  St. 

Meyer,  Joseph    228  Vernon  Av. 

Meyersburg,  Adolph  G  102  Bradford  St. 

Midgley,  Joseph  Edwards    1 125  Dean  St. 

Miller,  Franklin  P  314  Stuyvesant  Av. 

Miller,  Louis  H     109  Halsey  St. 

Miller,  Maud    133  Milton  St. 

Millington,  William  F   356  Ninth  St. 

Mills,  Henry  M   192a  Sixth  Av. 

Moak.  Harris    360  Park  PI. 

Moitrier,  William    450  Putnam  Av. 


Molin,  Charles  G   180  State  St. 

Mooney,  P.  J   118  Kent  St. 

Moore,  Julius  H   979  Madison  St. 

Morgan,  James  F   20  Spencer  PI. 

Morris,  Edward  J   771a  Union  St. 

Morrison,  Robert  J   354  Tompkins  Av. 

Morton,  Elwood  Stokes    194  Keap  St. 

Morton,  Henry  H   32  Schermerhorn  St. 

Morton,  Lawrence  J  303  Henry  St. 

Mosher,  Burr  Burton    44  Court  St.,  Temple  Bar 

Mosher,  Eliza  M  44  Court  St.,  Temple  Bar 

Moxam,  Philip  Wilfred  Travis   482  E.  18th  St. 

Mucklow,  Albert  Edward   300  Sumner  Av. 

Mueller,  Carl    9  Lewis  Av. 

Munson,  Forbes  J   330a  Lafayette  Av. 

Murphy,  Joseph  Paul   620  St.  Marks  Av. 

Murray,  Archibald    69  Remsen  St. 

Myerle,  David    510  Bedford  Av. 

Myers,  William  A   141 1  Bushwick  Av. 

Mykrantz,  Howard  B   37  Decatur  St. 

Mylod,  Thomas  F   580  Washington  Av. 

Napier,  Charles  Dwight   1273  Bedford  Av. 

Nehrbas,  Jacob    1368  Myrtle  Av. 

Neiman.  Levi  Allen    73  Henry  St. 

Neuss,  William    774  Quincy  St. 

Newman,  Frank  R   167  Hancock  St. 

Nichols,  Harry  W   323  Sterling  PI 

Nichols,  Louis  Lee    386  Stuyvesant  Av. 

Nickerson,  Lorenzo  Miller   89  S.  Ninth  St. 

Nielson,  John  C.  E   740  Union  St. 

North,  Nelson  L   150  Hancock  St. 

Northbridge,  Augustus  P   121  Covert  St. 

Northbridge,  Thomas  H   320  Cumberland  St. 

Northbridge.  William  A  21  Hanson  PI. 

Oatman,  Edward  L   82  Remsen  St. 

Ohly,  John  H   22  Schermerhorn  St. 

O'Neill,  John  H  291  DeKalb  Av. 

O'Reilly,  John  J.  A   371  Union  St. 

Ormiston,  Robert   117  S.  Elliott  PI. 

Ostrander  George  A   61  Greene  Av. 

Otis,  F.  Burton    338  Halsey  St. 

Paffard.  Frederick  C   238  Clinton  St. 

Page.  Emmett  D   274  Gates  Av. 

Paine,  Arthur  R   379  Washington  Av. 

Palmer,  Ernest    155  Clinton  St. 

Parker,  Dewitt  L   167  Remsen  St 

Parker.  Edward  A   262  McDonough  St. 

Parrish,  John  W   ill  Montague  St. 

Parrish,  Paul  L   1448  Bedford  Av. 

Pascual.  William  V   601  St.  Marks  Av. 

Peacocke,  John  M   249  Jefferson  St. 

Pearce,  Eugene  F   95  Henry  St. 

Pearson,  Lewis  W  401  Union  St. 

Peck,  Herman  Tapley   166  Halsey  St. 

Peebles,  Martha  J   132  Halsey  St. 

Pell,  Arthur    1148  Dean  St. 

Pendleton,  Judson  P   42  Seventh  Av. 

Petcrman,  Charles  P  809a  Greene  Av. 

Petersen.  Christian  Edward    1067  Dean  St. 

Pcttit.  Harry  S  \delphi  College 

Pet  tit,  Stephen  C   Neck  Road.  Gravesend.  L.  T 

Philleo.  Willis  H   155  Herkimer  St 

Phillips.  Charles  A   371  Greene  Av 

Pier,  Victor  S   1223  A  v.  D 

Pierce,  Eudora    184  Clinton  St 
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Pierce,  George  H   76  St.  James  PI. 

Pierce,  John  W   West  8th  St.,  Coney  Island 

Pilcher,  Lewis  Stephen   386  Grand  Av. 

Pilcher,  Paul  Monroe   "   386  Grand  Av. 

Polak,  John  O   287  Clinton  Av. 

Pomeroy,  Ralph  H   5ii.Nostrand  Av. 

Pool.  Charles  S   194  Schermerhorn  St. 

Pool,  William  P   T47  Clinton  St. 

Porter,  E.  Pender    1  Glenada  PI. 

Post,  Henry  W   597  Bedford  Av. 

Pratt,  William  H.  B   94  Sixth  Av. 

Trendergast,  Patrick  J  340  Clinton  St. 

Price,  Henry  R   1290  Pacific  St. 

Price,  Walter  D   202  Schermerhorn  St. 

Prout,  Jonathan  S  26  Schermerhorn  St 

Pullman,  James    155  Reid  Av. 

Pyburn,  Paul  F  600  Franklin  Av. 

Quell,  John  A   St.  Mary's  Hosp. 

Quinn,  John  Randolph    314  Greene  Av. 

Rae,  Alexander    117  Henry  St. 

Randall,  Edward  Thompson    139  Hancock  St. 

Rankin,  John   600  Jefferson  Av. 

Rankin,  William  H   151  Hancock  St. 

Rappold,  Julius  C   760  Bushwick  Av. 

Rathbun,  Nathan  P   240  Greene  Av. 

Rauh,  Joseph  M   295  Clinton  St. 

Rauh,  Maximilian  Thomas   15  Palmetto  St. 

Raymond,  Joseph  Howard    Polhemus  Mem.  Clinic 

Raynor,  Addison    2019  Church  Av. 

Read,  Henry  N   228  Clinton  St. 

Read,  John  Sturdivant    228  Clinton  Si. 

Reed,  George  E   737  Putnam  Av. 

Reque.  Peter  A   551  Henry  St. 

Reynolds,  Edwin    129  Lafayette  Av. 

Reynolds,  Willard  G   162  Halsey  St. 

Rickard,  Wilbur  L   262  Stuyvesant  Av. 

Reigelman,  Laura  M   43  Lee  Av. 

Riggs,  Herman  Clarence   117  Montague  St. 

Risch,  Henry  F  480  Fourteenth  St. 

Risch,  Otto  E.  F   495  Third  St. 

Ritter,  August  H   262  Hewes  St.' 

Roberts,  Dudley  P  84  Remsen  St. 

Robertson,  Victor  A   834  Union  St. 

Rodden,  Hugh  A   635  Grand  Av. 

Rogers.  Herbert  C   377  Gates  Av. 

Rogers,  Hugh  Edward    36  Troutman  St. 

Rome,  Rnssel  M   226  Clermont  Av. 

Rooney,  Alexander  J   230  17th  St. 

Ross,  Frank  H   278  Bridge  St. 

Ross,  Walter  H   185  Hewes  St. 

Rowe.  Anna  F.   133  E.  38th  St..  Manh. 

Royce,  Rubert  S   211  Greene  Av. 

Russell,  Julien  W.  D.D.S  368  Adelphi  St. 

Rutz,  Anthony  A   208  Bergen  St. 

Santoire,  Henry  A   148  Clinton  St. 

Santoire.  Samuel    148  Clinton  St. 

Sauer.  C.  Theodore    284  Sixth  Av. 

Schaffner.  Philip  M   262  Vernon  Av. 

Schalck,  Ernest    426  Quincy  St. 

Schauf,  Adam    198  Vernon  Av. 

Schclling,  Henry  L  84T  Willoughby  Av. 

Schenck,  Peter  L   95  Sixth  Av. 

Schirmer,  Emelie  C   574  Franklin  Av 

Schirmer,  William  C   574  Franklin  Av. 

Schlatter.  Bernard  C   158  Seventeenth  St. 


Schlitz,  Francis  A   28  Jefferson  Av. 

Schmidt,  John  A.,  D.D.S   1195  Dean  St. 

Schmidt,  William  C.  J  21  Bleecker  St. 

Schoenijahn,  W.  Carl   822  Union  St. 

Schroeder,  William    339  President  St. 

Schroeder,  William,  Jr   513  Eleventh  St. 

Schwab,  Alvin  H   313  McDonough  St. 

Scofield,  Charles  E  72  Lee  Av. 

Scott,  Peter    128  Reid  Av. " 

Scoville,  William  J  Church  St.,  Richmond  Hill 

Scrimgeour,  Robert    752  Carroll  St. 

Search,  Charles  J   168  Putnam  Av. 

Seimel,  William  A   589  Lorimer  St. 

Senior,  Frank  S  248  Arlington  A  v. 

Sharpe,  Frank  Mansfield    127  S.  Oxford  St. 

Shattuck,  Warren  S.,  Jr   147  Clinton  St 

Shaw,  Richard  E   115  Amity  St 

Shea,  J.  Denton    427  Eighth  St 

Shearman,  Robert  W   29  Linden  Av. 

Shepard,  A.  Warner   126  Willoughby  St. 

Shepard,  Charles  H  81  Columbia  Heights 

Shepard,  William  H  324  Fifty-second  St. 

Sheppard,  John  E   130  Montague  St. 

Sherman,  David    272  Ninth  St. 

Sherwell,  Samuel   33  Schermerhorn  St. 

Sherwood,  Walter  A  Bergen  St.  and  Carlton  Av. 

Shields,  John  A   573  Lafayette  Av. 

Shipley,  Alfred  Edward    239  Keap  St. 

Shoop,  Frederick  J  316  Cumberland  St. 

Siegel,  Ferdinand    202  Rodney  St. 

Simmons,  Warren  S   338  Lafayette  Av. 

Simmons,  William    23  Schermerhorn  St. 

Simrell,  George  W   285  Clarkson  St. 

Skelton,  Eugene  W   296  Sixth  Av. 

Slote.  Samuel  H   75  McKibbin  St. 

Smith,  Archibald  D   53  Jefferson  Av. 

Smith,  Henry  M   64  Montague  St. 

Smith,  J.  Wheeler    1120  Herkimer  St. 

Smylie,  Arthur  E   132  Penn  St. 

Snyder,  William  H  40  Schermerhorn  St. 

Somers,  James  A   32  Lafayette  Av. 

Sparks,  Agnes   140  S.  Portland  Av. 

Spence,  Thomas  B   139  Seventh  Av. 

Staebler,  David  M  690  Macon  St. 

Stienke,  C.  O.  Hermann   220  17th  St. 

Sterling,  John  H   45  Hanson  PI. 

Stern,  Bernard    2604  Ave.  F. 

Sfevenson,  Robert    97  India  St. 

Stickle,  Charles  Waldo    1315  52nd  St. 

Stivers,  George  L   303  Vanderbilt  Av 

Stivers,  John  R   t8o  Lefferts  PI. 

Stoney.  F.  E.  A   229  82nd  St. 

Stratton,  William  E   191  Berkeley  PI. 

Straub,  George  Clinton   846  St.  Johns  P!. 

Stuart,  Francis  H   123  Joralemon  St. 

Sturges,  Purdy  H   145  Seventh  Av. 

Slurgis,  Elizabeth  M   131  Milton  St. 

•  Sullivan,  Edward  C  .  . .  Kings  Highway,  cor  E.  18th  St. 

Sullivan,  John  D  74  McDonough  St. 

Sullivan,  William  E   532a  Henry  St. 

Swalm.  William  F   ti8  Lafayette  Av. 

Tag.  Charles  H   168  Keap  St. 

Tallmadgc,  Andrew  T   2118  Albemarle  Rd. 

Taylor,  John  M  438  Third  St. 

Taylor,  J.  Richard    1275  Bedford  Av. 

Taylor,  Stephen  L  644  St.  Marks  Av, 


SUPPLEMENT  TO  BROOKLYN  MEDICAL  JOURNAL. 


19 


Taylor,  Vernon  E   427  Decatur  St. 

Taylor,  William  Henry   714  Lafayette  Av. 

Terhune,  James  J   169  Adelphi  St. 

Terry,  Charles  H  540  Washington  Av. 

Thomson,  George  G  89  Sterling  PI. 

Tieck.  Gustav  J.  E  89  Pulaski  St. 

Tieste,  Louis  E  6  Lafayette  Av. 

Tilney,  Frederick   205  Washington  Av. 

Todd,  Joseph  F  550  Carlton  Av. 

Tomes.  William  Austin    500  Classon  Av. 

Townsend,  Palmer    588  Jefferson  Av. 

Treadwell,  George  H   64  S.  Portland  Av. 

Tredwell,  Alonzo  Slote    107  McDonough  St. 

Trumpp,  Theodore  Frederick    204  Nostrand  Av. 

Truslow,  Walter    142  Clinton  St. 

Tucker.  Harrison  Allen    393  Clinton  St 

Topper,  Charles  0   329  Jefferson  Av. 

Turner,  Henry  C   412a  Clinton  St 

Turner,  Leslie  Allen    1072  Prospect  Pi. 

Turner,  William  J   105  Clinton  St. 

Tuthill,  Henry  Randolph    83  Monroe  St. 

Tuthill.  James  Y   100  Fort  Greene  PI. 

Van  Cott,  Joshua  Marsden    188  Henry  St. 

Van  Orsdell,  E.  G  756  McDonough  St. 

Vangergrift,  George  W   18  Lee  Av. 

Vietor,  Edward  W   166  St.  James  PI. 

Wackerhagen,  George    28  Seventh  Av. 

Wade,  H  Albert    495  Greene  Av. 

Wadsworth.  Emory  M   1351  Pacific  St. 

Wagner.  John  J   Sixth  Av.,  cor  Third  St. 

Walker,  Charles  J   2  Brevoort  PI. 

Walker,  Jerome    492  3rd  St. 

Walsh,  John  E  633  Tenth  St. 

Warhasse,  James  Peter   68  Greene  Av. 

Wardcnburg,  George  John   144  St.  Marks  Av. 

Warner,  Horace  S  319  McDonough  St. 

Waterman,  James  Sears  676  St.  Marks  Av. 

Watt,  James    174  Clinton  St. 

Waugh,  Darwin  W   388  Clinton  St. 

Waugh,  H.  H   39  Schermerhorn  St 

Webster.  Henry  Goodwin    162  Halsey  St. 

Weed,  Ver  Nooy  W  .>   1164  Halsey  St. 

Weisbrod,  Frederick   882  Bushwick  Av: 

Wells.  Joseph  E   410  Clinton  St. 

Wells,  Thomas  L  945  St.  Marks  A  v. 

Welton,  Robert  Bradlee   810  Union  St 

Wenzcl,  Henry  G   387  Ralph  Av. 

West,  Frank  Eliot    172  Clinton  St. 

Westbrook,  George  R   175  Schermerhorn  St. 

Westbrook,  Richard  Ward    1145  Dean  St. 

Weygandt,  Frederick  G  645  Bedford  Av. 

Wheeler,  Edward  A   no  Ross  St. 

Wheeler.  Robert  Taylor    209  Hewes  St. 

White,  Henry  D   206  Garfield  PI. 

Wight,  J.  Sherman   30  Schermerhorn  St. 

Wilgus.  Sidney  D   Bellevue  Hosp..  Manh. 

Williams,  George  A   449  Hancock  St. 

Williams,  Herbert  F   197  Gates  Av. 

Williams,  John  George   753a  Union  St. 

Williams,  Ralph  C  '   472  51st  St. 

Williamson,  Charles  E  841  Willoughby  Av. 

Williamson,  Charles  S   491  Greene  Av. 

Wilson,  E.  E   120  Rrooklyn  Av 

Wilson.  Ezra  H   194  Kcap  St. 

Wilson,  Frank  E   1242  Bushwick  Av. 


Wilson,  Frederic  Hart  417  Hancock  St. 

Winfield,  James  McFarlane    47  Halsey  St. 

Wood,  Frederick  J.  J   2  St.  James  PI. 

Wood,  John  Scott    172  Sixth  Av. 

Wood,  Walter  C   1276  Pacific  St. 

Woolsey,  William  C   88  Lafayette  Av. 

Wright,  Edward  W   115  Montague  St. 

Wunderlich,  Frederick  William    165  Remsen  St. 


Vcrdnn,  Charles  F   1276  Herkir 


St. 


Zabriskie.  Edward  G  32  W.  38th  St..  Manh. 

Zabriskie,  John  B   2103  Church  Av. 

Zahn,  Anthony  Frederick    115  Sumner  Av. 

Zcllhoefer,  Charles    175  S.  Fourth  St. 

Zimmerman,  Victor  L   557  Halsey  St. 

CORRESPONDING  MEMBERS. 

Atkinson,  J.  G  31  Nassau  St.,  Manh. 

Ayer,  Ira    Parang,  Mindanao,  P.  I. 

Ayres,  H.  Messenger   Upper  Montclair,  N.  J. 

Benton,  F.  L   Naval  Hosp.,  Cavite,  P.  I. 

Billings,  Frederick  T  

Bowden.  George  F   Bockwoodville,  N.  F. 

Burnette.  Henry  W.,  489  Elmwood  Av.,  Providence,  R.  I. 
Byrne,  Charles  A   Hatfield.  Mass. 

Davey,  Frank  J  206  W.  105th  St.,  Manh. 

Day,  E.  A   Newfoundland,  N.  J. 

De  Forest,  Henry  P   128  W.  47th  St.,  Manh. 

Hanan,  James  T.    Montclair,  N.  J. 

Hendrickson,  Samuel    Jamaica,  L.  I. 

Holcomb,  R.  C   Naval  Hosp..  Newport,  R.  I. 

Holt,  J.  Milton.  U.  S.  Marine  Hosp.,  San  Francisco,  Cal. 

Jenncr,  William  E  280  W.  115th  St.,  Manh. 

Lambert,  F.  E  684  Ocean  Av.,  Jersey  City,  N.  J. 

Lefnngwcll,  Albert    Aurora,  N.  Y. 

Lyons,  John  A  4 118  State  St..  Chicago,  111. 

Mann,  John  Old  Westbury.  L.  I. 

Meynen,  George  K  Jamaica,  L.  I. 

Nile,  J.  Abbott   Rumford  Falls.  Me. 

Norbury,  Frank  P.,  420  W.  State  St.,  Jacksonville,  III. 

Onuf,  B   Craig  Colony.  Sonyea,  N.  Y. 

Pfarre,  Edward  R.   118  W.  80th  St.,  Manh. 

Pratt,  A.  M  Deep  River  Conn. 

Schapps.  J.  C   Pony,  Mont. 

Sherman,  W   336  Ninth  St. 

Skene,  William    Portland,  Ore. 

Wallace,  Henry  ..201  Ridgewood  St..  Glen  Ridge,  N.  J. 


HONORARY  MEMBERS. 

Bell,  A.  N   337  Clinton  St. 

R'oodgood,  Dclevan    322  Clermont  Av. 

Chittenden.  Russell  H   Yale  University 

Darlington,  Thomas  J  Kingshridge,  N.  Y.  City. 

Gravatt,  C.  W   Medical  Dir.  U.  S.  Naval  Lab. 

Klotz,  Hermann  G  42  E.  22nd  St.,  Manh 

Mills,  Charles  K   Philadelphia.  Penn. 

Osier,  William   1  W.  Franklin  St..  Baltimore,  Md 

Park,  Roswell   510  Delaware  Av.,  Buffalo,  N.  Y. 

Storer;  H.  K   Borough  Manhattan 

Welch.  William  H  Johns  Hopkins  Univ. 


